




Living Well 2023/24 2024/25 % change

Referrals into Living Well 238 254 7%

Patients supported in Living Well 494 526 6%

Carers supported in Living Well 171 223 30%

Total face-to-face contacts 3,229 3,503 8%

Non face-to-face contacts 2,926 3,038 4%

Below is a table of the number of people referred 
into and those supported by Living Well this year. 
The majority of the support is face-to-face at our 
Beacon Centre. 

We support families to plan pro-actively for the last 
phase of life; we support their resilience and enable 
people to live well until they die. We have built on 
our work this year by promoting our Living Well 
service, firming up our multi-disciplinary approach 
around families, ensuring that our services are 
accessible and that people get to the Living Well 
service as rapidly as possible following referral. This 
has resulted in an increase in people supported and 
our contacts with people who use our services.

2 Living Well
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Living Well groups and outpatient activities are located at the Beacon Centre, which, 
following extensive renovations, provides a significantly improved environment. Two 
large rooms are available, for groups to be run concurrently. During this year, we 
have expanded our outpatient services, with the addition of a weekly Clinical Nurse 
Specialist Clinic, and are offering many opportunities for patients to complete their 
advance care plans and ReSPECT forms. When the new Hospice is completed, we will 
develop more Living Well services there, in addition to continuing to offer this service 
from the Beacon Centre.

At our Living Well groups, patients and carers can discuss living with an advanced or 
terminal illness, sharing their experiences with each other as well as with our multi-
disciplinary team of nurses, occupational therapists, physiotherapists, complementary 
therapists, and our Pastoral Care team, all of whom offer support, advice, skills 
and knowledge. The service covers all aspects of holistic palliative care – physical, 
practical, emotional, social and spiritual.

This year, we have added opportunities for social outings in the evenings, and 
visits from, for example, a petting farm. We have added a Social and Therapeutic 
Horticulture group and continue a partnership with a local school, with children 
visiting. We are exploring ways of making our groups more inclusive of male 
attendees. Our opportunities to support people to be active and to exercise have 
grown. We are developing services with partner organisations, and are hosting a 
carers group led by Guildford and Waverley Admiral Nurses. 
We are offering other opportunities for carers to attend 
with patients, for education and peer support. We also offer 
bereavement support with a drop-in session, The Listening 
Lounge, which they can access as soon as they choose to. 
This session is also open to those whose loved one was not 
cared for by Phyllis Tuckwell.  

Our Living Well activities are very popular with patients, families, carers, staff and 
volunteers, and through regular formal and informal feedback, we consistently receive 
receive overwhelmingly positive and constructive comments about them.

Living Well Groups 2023/24 2024/25 % change

Creative groups 807 812 1%

Carers groups 91 295 224%

Groups for providing information and peer support 943 873 -7%

Movement and exercise groups 97 180 86%

Living Well Group Activities
We have developed our Living Well services and run variety of groups within  
Living Well during this year. The table below summarises the number of attendances  
at these groups.  
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Most people we supported were 
cared for in their homes. We helped 
them with symptom control, to 
manage the impact of their illness, 
maintain their quality of life, and 
remain as independent as possible.  

Our Hospice at Home team received 
1,251 referrals and supported 2,020 
patients, an increase over 2023/24. 
There was an increase in both the 
number of face-to-face contacts and 
phone contacts during this period. 

Hospice at Home 2023/24 2024/25 % change

Patients supported 1,913 2,020 6%

Referrals 1,154 1,251 8%

Face-to-face visits to patients at home 12,468 13,045 5%

Non face-to-face contacts with patients at home 47,689 48,756 2%

3 Hospice at Home
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Our virtual ward offers specialist, timely, palliative care for those people with the most 
complex palliative care needs, who want to be cared for at home. This, combined 
with our responsive approach, continues to provide patients and families with a good 
quality service when they need it most. In addition, our services help to relieve pressure 
on the NHS. 1,439 patients required a responsive assessment within 24 hours 
because they had had a significant change in their needs. They needed 1,319  
face-to-face visits and 9,045 telephone contacts. 72 people were admitted to our 
virtual ward, which is led by consultants in palliative medicine.  

Our Hospice at Home nursing team - which offers a co-ordinated approach for people 
at the end of life who require nursing and personal care to support them to stay at 
home - received 443 referrals for patients needing Hospice Care, compared to 444 
in 2023/24. This service is now encompassed in our community ward, which started 
mid-February 2025 and is for patients who are in an unstable phase of illness, who 
have rapidly changing palliative care needs, need prompt care or are in their last days 
or weeks of life. The ward also will help with continuity of care.  

We work alongside patients’ families, carers and our local community care partners, 
such as general practitioners (GPs) and NHS community nurses, to provide 
compassionate and timely support to patients and families at the end of life.  
This joined-up care includes skilled communication, assessment, symptom control, 
nursing interventions, tailored personal care, providing information about the dying 
process, and dignified care before and after death. The multi-disciplinary team works 
around patient and family needs, providing them with holistic clinical, practical, 
emotional, spiritual, financial and bereavement support. One component of our 
Hospice at Home service is palliative rehabilitation. We offer this to people,  
including those living with motor neurone disease, other progressive  
neurological conditions, respiratory disease and cardiac disease. 
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Being able to die in their own homes is hugely important to many of our patients, 
and we are proud of the care which we provide to support them to do this. Overall, in 
2024/25, around 600 of our patients died at home who might otherwise have died in 
hospital. In supporting a person to die at home, we are supporting their choice.  

We continued to provide face-to-face specialist palliative care support to people living 
in care homes in 2024/25. This year we have directly supported over 164 care home 
residents with 13,045 contacts, including more than 4,201 face-to-face visits.  

Night-times can be a difficult and lonely 
time for patients and their carers. If a 
patient’s symptoms worsen, it can be 
hard to know how to access the care 
they need outside of normal working 
hours. To support patients with this, 
we continue to work with our NHS 
partners to provide a service for 
patients and families at night-time, 
and in 2024/25 Phyllis Tuckwell made 
432 face-to-face night contacts. 
Health care assistants (HCAs) 
provide overnight support for patients 
and carers who most require their 
skilled care in their homes. Their 
support enables families to rest and sleep. It makes 
a significant contribution to carer wellbeing and to 
enabling patients to remain at home, and not be 
moved to alternative places of care, when home is 
where they want to be cared for at the end of life.   

As a patient’s health deteriorates, we sensitively 
initiate conversations relating to their wishes at 
end of life. 80% of patients discussed their wishes 
around care and treatment for when their condition 
deteriorated in the future. We captured these wishes 
in an advance care plan or a ReSPECT form. This 
indicates good practice, as it means we know people’s 
wishes for end of life. This year, 48% of patients who 
died with a recorded preference achieved where they 
wanted to be when they died. The total number who 
achieved their preferred place of death will be higher 
than this as recording of patients' final wishes just 
before death can be difficult to achieve. 

Introduction 
In a crisis, health professionals may have to make 

rapid decisions about your treatment, and you may 

not be well enough to participate in making choices.  

The ReSPECT process empowers you to guide the 

health professionals on what treatments you would 

or would not want to be considered for.  It can also 

record the things that are most important to you and 

that should be prioritised, as well as treatments that 

would not work for you.  

Many life-sustaining treatments involve risks of 

causing harm, discomfort and loss of dignity, or the 

risk of dying in hospital when you may have wanted 

to be at home.  Many people choose not to take 

those risks if the likelihood of benefit from treatment 

is small.  The ReSPECT form can record preferences 

and recommendations for emergency situations, 

whatever stage of life you are at.

What should happen to 
you in an emergency?

1. Personal details

2. Summary of relevant information for this plan (see also section 6)

3. Personal preferences to guide this plan (when the person has capacity)

4. Clinical recommendations for emergency care and treatment

Full name 

NHS/CHI/Health and care number

Preferred name
 Recommended Summary Plan for 

Emergency Care and Treatment for:

Date 
completed

Including diagnosis, communication needs (e.g. interpreter, communication aids)  

and reasons for the preferences and recommendations recorded.

How would you balance the priorities for your care (you may mark along the scale, if you wish):

Focus on life-sustaining treatment  
Focus on symptom control 

as per guidance below 
as per guidance below

clinician signature 
clinician signature

Considering the above priorities, what is most important to you is (optional):

Details of other relevant planning documents and where to find them (e.g. Advance Decision to Refuse 

Treatment, Advance Care Plan). Also include known wishes about organ donation.

CPR attempts recommended 

Adult or child 

clinician signature

CPR attempts NOT recommended 

Adult or child 

clinician signature

Now provide clinical guidance on specific interventions that may or may not be wanted or clinically 

appropriate, including being taken or admitted to hospital +/- receiving life support:

Date of birth

Address

For modified CPR  

Child only, as detailed above 

clinician signature

Prioritise sustaining life,  

even at the expense

of some comfort 

  Prioritise comfort,
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  of sustaining life
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4. Clinical recommendations for emergency care and treatment
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3. Personal preferences to guide this plan (when the person has capacity)

4. Clinical recommendations for emergency care and treatment
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Recommended Summary Plan for 

Emergency Care and Treatment

Recommended Summary Plan for  

Emergency Care & Treatment

1. Personal details

2. Summary of relevant information for this plan (see also section 6)

3. Personal preferences to guide this plan (when the person has capacity)

4. Clinical recommendations for emergency care and treatment

Full name 

NHS/CHI/Health and care number

Preferred name
 Recommended Summary Plan for 

Emergency Care and Treatment for:

Date 
completed

Including diagnosis, communication needs (e.g. interpreter, communication aids)  

and reasons for the preferences and recommendations recorded.

How would you balance the priorities for your care (you may mark along the scale, if you wish):

Focus on life-sustaining treatment  
Focus on symptom control 

as per guidance below 
as per guidance below

clinician signature 
clinician signature

Considering the above priorities, what is most important to you is (optional):

Details of other relevant planning documents and where to find them (e.g. Advance Decision to Refuse 

Treatment, Advance Care Plan). Also include known wishes about organ donation.

CPR attempts recommended 

Adult or child 

clinician signature

CPR attempts NOT recommended 

Adult or child 

clinician signature

Now provide clinical guidance on specific interventions that may or may not be wanted or clinically 

appropriate, including being taken or admitted to hospital +/- receiving life support:

Date of birth

Address

For modified CPR  

Child only, as detailed above 

clinician signature
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The following space is for you to 

write down any questions that you 

may want to ask:

For further information on ReSPECT 

please visit: www.respectprocess.org.uk

I N F O R M A T I O N  F O R  

P A T I E N T S  A N D  C A R E R S
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Carer and family support 2023/24 2024/25 % change

Total number of carers supported 858 1,036 21%

Family members supported in bereavement 410 502 22%

Face-to-face contacts in bereavement 1,383 1,208 -13%

Bereavement group attendances 229 210 -8%

There has been a significant increase in the number of family members supported 
during their loved one's illness and in bereavement. We are pro-actively assessing 
and supporting carers’ needs in line with our approach, which focusses on the whole 
family, to improve support for those who are most vulnerable in our communities and 
underrepresented within services.  

As well as providing direct support, we work collaboratively with our partners within 
the voluntary and statutory sectors across our systems. We meet regularly individually 
or as part of local networks to share resources, expertise and develop our approach 
and to make a greater impact. These partners include places where people come 
together and those involved in social care, safeguarding, education settings, carers 
support, social prescribing, bereavement and emotional support.   

4 Carer and family support
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Education 2021/22 2022/23 2023/24 2024/25 % change

Total attendances 2,513 2,824 2,791 3,655 31%

Phyllis Tuckwell staff attendances 1,279 1,608 1,348 1,777 32%

Care home staff attendances 686 918 734 981 34%

Our Education and Training team is dedicated to improving end of life care in our 
community, and we are proud of our highly trained and specialised staff. Attendances 
at training sessions for our own staff and other local health and social care providers, 
to equip them with a strong knowledge base and skills, and enable them to provide 
palliative and end of life care to those they are caring for has increased by over 
30% this year. Our external education programme offers both online and face-to-face 
training sessions, which we provide free of charge to those in our local catchment area.  

Our training calendar outlines our annual training and development sessions to 
internal and external candidates. New courses this year include 'Supporting People 
with Psychological Distress' and 'What’s Best for Lily' looking at end of life in 
patients with dementia and how palliative care needs to be adapted for this group 
of people. 'Supporting Students to Manage Grief, Bereavement and Loss' provides 
education to school staff, enabling them to support bereaved children, normalising 
grief in the school environment via peer support and teachers with the confidence to 
support.   

Our well regarded Palliative and End of Life Care (PEoLC) programme has run four 
times this year. Sessions are delivered by our multi-disciplinary team, including 
doctors, clinical nurse specialists, IPU nurses, dietitians, occupational therapists, 
physiotherapists and counsellors, whose breadth of knowledge and experience 
contributes greatly to the quality of education provided. Our clinical skills sessions 
in 'Verification of Expected Death', 'Syringe Pump Training', and 'Subcutaneous Fluid 
Hydration' remain in demand.   

We facilitated 108 students and visitor placements this year, a jump from 53 last year.  
Feedback from students:   

“As a student I was looked after very well and given 

many opportunities to learn and de
velop new skills. I 

was inspired by so many nurses that I met, by the 

way they communicated with patients and their 

families and how they handled challenging situation
s.”

5 Education

“Was good to have the opportunity to practice drawing up medications, breaking ampules and learning about syringe drivers.”
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We have a robust statutory and mandatory training programme for our internal staff, to 
ensure standards of safety are maintained. Safeguarding, Basic Life Support training 
and Moving and Handling training are now offered in-house. Having access to skilled 
manual handling practitioners enables us to provide in-situ tailored training for more 
challenging manual handling situations, and our statutory and mandatory compliance 
figure has consistently been above 90%. We have embedded a competency 
framework with very good compliance.   

We support staff to develop their 
careers and ensure that our workforce 
is ready for future demand by enabling 
our colleagues to access higher 
education. All our unregistered staff 
have been offered the opportunity 
to complete Functional Skills at 
level 2 in Maths and English, the 
level 3 diploma in Health & Social 
Care, and the trainee Nursing 
Associate apprenticeship. Two 
HCAs completed their Nursing 
Associate training in September 
2024 and two nursing associates 
have progressed onto the Registered 
Nurse Degree Apprenticeship. Three 
staff completed our Clinical Nurse 
Specialist Development programme, 
and we have recruited two more 
senior registered nurses to our CNS 
Development role.  

We offer opportunities for staff to obtain post-graduate qualifications that enable 
us to provide more effective care. Two members of our team are completing their 
Post-Graduate Certificate in Education, and one has completed the independent 
prescribing module. Our clinical nurse specialists (CNSs) are expert clinicians, who 
offer specialised assessments, and plan and implement care, and we support them to 
develop their leadership, education and advanced clinical skills. Within our CNS team 
we have five independent prescribers, who improve patient access to assessment 
and medication, enabling us to offer patients in the community more rapid access 
to symptom control medication. Safe prescribing 
requires ongoing peer support and supervision, and 
we have therefore developed an in-house group to 
provide this to these CNSs. The ability to have a 
sensitive conversation about choice at the end of life 
is a very important skill, and we have a step-by-step 
approach to supporting our colleagues to have these 
conversations. Thirteen staff accessed 'Advanced 
Communication Skills' and 'ReSPECT Level 3' training, 
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after which they were provided with in-house 
support to increase their confidence and 
competence in advance care planning, and to 
prepare and sign ReSPECT plans. In addition 
to these courses, three senior members of 
our clinical team graduated from leadership 
courses: one from Guildford and Waverley 
Place Systems Leadership; one from the 
Frimley 20:20 Leadership Programme; and 
one as a Patient Safety Specialist.  

Our weekly multi-disciplinary education sessions have continued to run successfully 
throughout the year, with a wide variety of internal and external presenters, and our 
in-house 'Clinical Risk Management Skills Programme' continues to run quarterly. 
Approximately 85% of our clinical staff have now attended. We have developed and 
rolled out a tiered education programme to support the implementation of our Patient 
Safety Incident Reporting Framework Plan and accessed external training as needed.  

We are proud that other organisations can benefit from our specialist knowledge and 
skills, and have lectured on PEoLC at the University of Surrey, on the nurse prescribing 
programme (V300) and to undergraduate student nurses, paramedics and midwives. 
We have also delivered a one-day symposium on PEoLC to trainee GPs from both 
Frimley and Surrey Heartlands ICBs, and a member of the team spoke about our 
Preceptorship programme at a national conference for Human Resource & Clinical 
Leaders. We continue to train GP registrars and last year trained 13. We also provide 
support and training for palliative medicine specialty registrars within our Hospice at 
Home service.   

Preceptorship  
We were the first Hospice organisation in England to attain the intermediate quality 
mark for our Preceptorship programme.  
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This section reviews the progress made in 2024/25 against the priorities set last year, 
and describes areas of focus for 2025/26.  

Consolidate and improve support for more people through  
our Living Well services at the Beacon Centre in Guildford.  
For the last year, our Living Well services have 
been operating from the Beacon Centre whilst 
the new Hospice is being built. We offer a range 
of therapeutic and rehabilitative programmes 
and have updated these to ensure that they are 
focussed on individual needs. We are seeing more 
people in outpatient clinics and have broadened 
our service offer, including providing more informal 
drop-in peer and social support, and wellbeing 
activities including trips to concerts and a visiting 
music group.    

We have promoted our work to GPs and other 
partners and have consequently seen an increase in 
patients supported. We have received very positive 
feedback from attendees at these activities.    

Prepare for relocation to your new Hospice. 
We are planning for a return to the new Hospice in 2026, and are working to ensure 
that we provide accessible services to our community at the Beacon Centre in 
Guildford, the new Hospice in Farnham and other venues. This work will continue  
into 2025/26. 

Further develop our community services to improve the patient 
experience for those people at the end of life, or with heightened 
palliative care needs.  
We have planned for and initiated our provision for this group of people, starting with 
an evaluation of our patient experience data and staff workshops in May 2024. We 
launched our community ward, a co-ordinated, multi-disciplinary approach designed 
to wrap around patient and family needs for an episode of care when the patient has 
heightened needs or is at the end of life. A hub of Phyllis Tuckwell professionals, 
including administrators, nursing co-ordinators, CNSs, therapists and patient 
welfare advisors co-ordinate the care, ensuring a timely response from the relevant 

Quality improvements 2024/25

A review of last year's priorities
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professional, which also includes doctors and consultants in palliative medicine.  
A key element of this is communication with other providers, including GPs and 
district nurses, who lead on many aspects of this care. This approach will help to 
support joined up, seamless care from the patient and family perspective. Where the 
patient requires a consultant-led approach, they are admitted to the virtual ward,  
a subset of the community ward. We will continue to review and improve the 
community ward in 2025/26. 

Enhance the identification of, needs 
assessment for, and support for carers.  
There was a 20% increase in carers supported  
in 2024/25 in comparison to the prior year.  
We have focussed on improving the breadth 
and depth of our support, and the confidence 
of our clinical staff in identifying carers and 
assessing their needs using the Carers Support 
Needs Assessment Tool. We help develop 
carers' skills and confidence and enable them 
to access financial and practical support. 

Continue to provide high quality, safe care, including ensuring  
we adhere to the principles of the Patient Safety Incident  
Response Framework (PSIRF). 
2024/25 has seen us make significant strides in improving our culture of patient safety 
in line with our PSIRF policy and plan. Its publication in November followed a period of 
engagement culminating in an external stakeholder panel, including ICB quality leads. 
Our deputy director for nursing and quality, a new role which commenced in March 
2024, graduated as a Patient Safety Specialist this year and is an active member of the 
Pan London PSIRF Network and the Hospice Patient Safety Network. 

We have reviewed and updated Terms of Reference for meetings and working 
parties and have developed these with improved engagement of champions from 
across our clinical teams. Incident themes are discussed at monthly Phyllis Tuckwell 
Patient Safety Meetings. Working groups for our key risk areas focus on areas for 
improvement identified via patient safety notifications, learning from incidents or 
complaints, or new national guidance. During 2024/25 we commenced a new Learning 
from Deaths Forum and have developed and maintain a safety action log. A quarterly 
Quality Improvement Group reviews our improvement projects. We can, via these 
forums, demonstrate our learning and how it is embedded.   

We have updated our Management of Patient Related Incidents Policy and Procedure 
providing a clear, transparent process for their management and reporting. We 
have worked to ensure people can raise incidents and concerns, and that they are 
heard and acted on. Managers and staff have received training in aspects of PSIRF 
implementation, including, for relevant staff, how to conduct After-Action Reviews.   
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We have refined our use of the Vanguard/Sentinel digital reporting system,  
making incidents easier to report and reports more accurate.

Provide high quality education to our communities and  
support our Phyllis Tuckwell colleagues to access  
educational opportunities including:  
Working with partners to improve access to training and competency development for 
care home staff.  
Our work in providing palliative and end of life care to care home staff has developed 
in 2024/25. This work aims to enable the residents' palliative care needs to be met and 
for them to remain in the care home at the end of life, rather than being admitted to 
hospital. Our clinical educator, in partnership with Frimley ICB Senior Quality Manager 
for Care Homes, refined an approach to develop confidence and competence in end 
of life care. Via focus groups, they explored concerns and used validated tools to help 
recognise when a resident is approaching the end of life and to have conversations 
about future care planning. 395 staff attended from 23 nursing homes and 13 
residential homes.  
We provided bespoke syringe pump training/support to 150 RNs, in addition to the 
initial focus group meetings (a total of 15 nursing homes had additional training). 
143 care home registered nurses (RNs) received bespoke training in syring pump 
competencies. Subsequently there was a reduction in 111 calls and  
hospital attendances.      

Introducing dementia specific education, 'What's Best for Lily'.  
We commenced a one-day face-to-face accredited programme enabling nursing 
home care workers to recognise dying in people with dementia. We ran two cohorts in 
2024/25, both fully booked. This one-day interactive learning experience uses fictional 
character Lily’s life and death as an example. 

Supporting Phyllis Tuckwell independent prescribers in practice to ensure use of their 
skills, maintain competence and improve timely patient access to medication.  
We commenced an in-house Independent Prescribers group, for peer support, to 
ensure quality standards and patient safety, and provide assurance. 

Evaluating and continuously improving staff confidence and competence with manual 
handling now that the training has been successfully brought in-house.  
Our moving and handling training was bought in-house in June 2023 and evaluated 
this year. Training in the often-complex manual handling situations we encounter is 
provided via a competency-based education program. Additionally, real-life learning 
occurs via joint assessments. 12 training sessions were run, 40 joint home visits 
were conducted, and 32 staff were trained on specialist air-assisted lifting equipment 
called hover mats and hover jacks. This enhanced education provision was submitted 
to the 2025 Palliative Congress in Belfast and was selected, because of its quality and 
impact, for an oral presentation, which was extremely well received. 
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Effectively evaluate our services, learn and improve, including by:  
Compassionately listening to patients, families, our communities  
and staff.  
We continue to engage our patients via our Have Your Say mechanisms, 
and in February 2025 we launched a new Patient and Family Engagement 
forum. This group will meet every six months to share their experiences with 
our team, give feedback, and suggest ways we can enhance our care. Some 
have offered their time outside of these regular meetings so that we can 
consult with them as needed. 

Continuing to develop the data collection around IPOS (Integrated Palliative 
Outcome Scale) by utilising tools to facilitate data analysis.  
We launched a neurodegenerative specific IPOS for patients with these conditions and 
we are collecting IPOS data on the virtual ward to measure improvements in symptom 
control. 

Expanding the FamCare bereavement survey. 
This year we included the In-Patient Unit as well as patients in the community.  

Implement new technology where this is going to enhance the patient 
and family experience and quality of care.  
A new digital staff rota system (iRota) has been implemented which integrates with 
payroll, reduces duplication of effort, is visible to staff wherever their location, and will 
help with providing and monitoring safe staffing.  

EMIS mobile has been successfully rolled out to our registered nurses in Hospice 
at Home. It has reduced the volume of paperwork left in patients’ homes, eliminated 
the duplication of information recorded and allows patients' electronic records to be 
updated directly during visits. 

The implementation of e-prescribing technology has been paused on the In-Patient 
Unit whilst we further analyse the real-world benefits in terms of safety and time 
management it would provide. Various apps and technology systems have been 
explored to assist with the aim of increasing remote monitoring for patients in their 
homes. None so far have shown that their implementation would benefit care or quality 
of life.  

Improve skills and confidence in quality improvement  
and research methodology. 
Our Research team have worked with the multi-disciplinary team to improve skills 
and confidence in quality improvement and research methodology. Tangibly, this has 
resulted in more posters and written submissions being published. 

Our working groups focus on quality improvement projects across their areas of 
specialty and interest, such as falls prevention, medicine safety, skin integrity, and 
nutrition and hydration, to ensure that we are continuously learning and improving.

contact details for us:-

contact details for our  
NHS Integrated Care Boards  

and PHS Ombudsman:-

Sarah Church - Chief Executive

sarah.church@pth.org.uk

Catherine van’t Riet -  
Director of Patient Services

catherine.vantriet@pth.org.uk

Cate Seton-Jones - Medical Director

cate.seton-jones@pth.org.uk

Jenny Peat -  
Director of Income Generation

jenny.peat@pth.org.uk

Have 
your Say 

Large print version available on request.

Your feedback 
matters to us

NHS Frimley
scwcsu.palscomplaints@nhs.net

Surrey Heartlands 
syheartlandsicb.complaints@nhs.net

PHSO
www.ombudsman.org.uk
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Tel: 01252 729400
Email: mail@pth.org.uk 
www.pth.org.uk

Phyllis Tuckwell

Waverley Lane, Farnham
Surrey GU9 8BL

The Beacon Centre,
Gill Avenue, Guildford,
Surrey GU2 7WW

Phyllis Tuckwell Memorial Hospice Ltd.  

Registered Number 1063033. Registered Charity Number 264501.

• The Fundraising Regulator 

offers the public a ‘mark 

of reassurance’ to look for when giving to 

charities, and they handle public complaints 

about how their members raise money. 

They’re here to help you give with confidence, 

so when you put money in a tin, sponsor 

someone or receive a mailing, you can look 

for the logo – it’s your mark of reassurance. 

They represent an important commitment 

by charities to ensure that the public can 

continue to give with confidence. 

Fundraising Regulator, 2nd Floor, CAN 

Mezzanine 49-51 East Road London,  

N1 6AH                                                                                                                         
              

www.fundraisingregulator.org.uk/ 

more-from-us/contact-us

how else do you get feedback about 

Phyllis Tuckwell services?

PT undertakes a number of surveys every 

year. It also gathers feedback from patients 

and carers on a wide variety of topics.

Yes, you are most welcome to; a summary of 

our survey results are published in our Quality 

Matters newsletter. The latest Quality Matters 

is displayed on our notice boards at our  

In-Patient Unit and Beacon Centre.

can I see the survey results?
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Our rehome and continuity of services. 
Our main priority for 2025/26 is to plan for and safely move into your new Hospice, 
and to continue to provide high quality care from the Beacon Centre in Guildford and to 
people in their homes.  

Service developments to wrap around patient and family needs.  
We will develop our services in line with the needs of an aging population, to enable 
people to live well via our site-based Living Well services, and in their communities. 
We will consolidate and evaluate our community ward.  

Staffing to support our priorities.   
We will further develop our approach and recruit to ensure effective staffing levels and 
skills mix, with the change from 10 IPU beds to 18 beds in the new Hospice, and to 
support the community model.   
We will develop and implement an electronic staffing tool to facilitate accurate staffing 
levels and improve our workforce planning. 

Patient safety.   
We will continue to refine our use of data to support clinical governance, including 
expanding the use of our digital reporting system.  
We will continue to close the loop on our findings from audits and patient safety 
incidents and ensure that changes are embedded in practice.
We will ensure ongoing engagement to develop our approach to patient safety, 
including appointing to the role of patient safety partner.

Make sure our services and ways of working meet the needs of 
everyone in our community, and reflect cultural differences in 
approaches to death and dying.    
We will continue to develop our person and family centred individualised approach.
We will appoint an equality and diversity lead to help us in this aim.   
We will develop our pro-active support for those at risk of poor health and wellbeing  
in their caring role during periods of transition for the people they are caring for and 
into bereavement.  
We will provide training on cultural competence to our staff. 
We will commence a working party to strengthen our focus on working with people 
with learning disabilities.
We will continuously review our patient and family engagement forum to ensure that 
we are hearing the voices of people who need our services.

Planned improvements 2025/26
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Phyllis Tuckwell is registered with the Care Quality 
Commission (CQC), the independent regulator of all health 
and social care providers in England, which ensures that we meet our legal obligations 
in all aspects of the care which we provide. There have been no conditions attached 
to registration, or any special reviews or investigations that have impacted on our 
registration status during 2024/25.  

Phyllis Tuckwell generates its own comprehensive dataset, which provides an overview 
of activity and supports service improvement.  

Registration

Data

Research Phyllis Tuckwell has been involved in

Research studies
A virtual peer-to-peer support programme for family caregivers of individuals with 
motor neurone disease at risk of becoming or currently technology-dependent: 
randomised controlled trial - Kings College London. This project gives carers the 
opportunity to provide support and care for each other by sharing their experience.  
We approached carers of some of our patients with MND to ask if they would like to 
find out more. Phyllis Tuckwell entered two carers into the study, which finished in  
April 2025.  

We have also contributed to other projects as subjects: 

Palliative and End of Life Care Research Priorities Project - Marie Curie. This is a brief 
survey for people living with serious life limiting illness, and their family, friends and 
health and social care professionals involved in their care, about what they think future 
research should focus on.   

Palliative care social workers’ current practice and perspectives on trauma-informed 
care: a UK survey Lancaster University - Lancaster University. Hospice social care staff 
were given the opportunity to participate in this anonymised research into the impact 
of psychological trauma and perspectives of trauma.   

Take up study - understanding and improving financial benefit take up towards the 
end of life - Kings College Participant Group and Marie Curie.  

Review of quality performance 
and statements of assurance
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Oral presentations

Poster presentations

Upcoming studies
Co-development of a peer-to-peer intervention to support healthcare assistants' 
delivery of hospice care at home - Ulster University. This study is looking at the 
support needs of HCAs (health care assistants) when working, often independently, in 
patients' homes, delivering hands on care. Phyllis Tuckwell has been selected as one 
of two sites taking part and is in the early stages of study set up. We should open for 
recruitment later in 2025. 

Empowering Patients and Protecting 
Staff - A new approach to person 
moving and handling in palliative 
care - Kirsten Holt. Palliative Care 
Conference March 2025. 

Mental Capacity Assessment Audit Enhancing Patient-
Centred Care in Hospice Settings - Maria Abellan and 
Jo Vriens. Palliative Care Conference March 2025. 

Changing to EMIS Electronic Prescribing in the 
Community at a Charitable Hospice - Cate Seton-Jones 
and Patricia McNair. Palliative Care Conference March 
2025. 

Enhancing Patient Safety: A Comprehensive 
Approach to the National Patient Safety Alert - 
NatPSA/2023/010/MHRA in Palliative and End of Life 
Care - Kirsten Holt. Palliative Care Conference  
March 2025. 

We have a 

patient-centred approach

Mental Capacity Assessment Audit 

Enhancing Patient-Centered Care 

in Hospice Settings 

Phyllis Tuckwell, Waverley Lane, Farnham, Surrey GU9 8BL  Phyllis Tuckwell Memorial Hospice Ltd. Registered Number 1063033. Registered Charity Number 264501.

The Mental Capacity Act requires staff to consider a patient’s ability to make major decisions, 

including decisions about their property and affairs, healthcare treatments, where a person lives, 

and everyday decisions about personal care (where it impacts on their health and safety).

To gain a better understanding of the quality of the mental capacity assessment (MCA) process, including who was 

involved, the questions asked and the reasons for the conclusions of the assessment, we audited the processes, 

documentation, and outcomes related to how these assessments are carried out within our Hospice Care organisation.

• Review the process of MCA completion. 

• Assess the involvement of healthcare professionals (HCPs) and family members. 

• Identify areas for improvement in assessment quality and documentation. 

Sample: 30 patient cases were audited. 

Focus: MCA assessments, Best Interest Decisions (BID) templates, and documentation. 

Evaluated factors: Accuracy, completeness, and involvement of relevant parties. 

Strengths:  
• Assessments are conducted by a variety of healthcare professionals (HCPs). 

• Good documentation of cognitive impairment and capacity assumptions, with the current template  

playing a key role in facilitating this process. 

Areas for improvement: 
• Lack of family involvement and cultural/ethical consideration. 

• Incomplete documentation of capacity delay considerations. 

Improvements made: 

Updated MCA and BID templates to include diagnostic, functional, and observational evidence. 

Developed a toolkit  (resource and information pack), to assist HCPs with completion of the MCA assessment.

Development of training on family engagement strategies and executive function assessment. 

Enhanced template to capture information related to cultural needs and their impact on decision-making processes. 

Background 

Objectives 

Methods

Results 

Conclusions 

Authors: Maria Abellan (patient, family & carer manager and safeguarding lead) 

maria.abellan@pth.org.uk
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75% of BID templatescompleted appropriately

A random selection of 30 Mental Capacity assessments completed between the 9th November 

2023 and 14th March 2024 were chosen. 
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Areas for improvement
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Changing to EMIS Electronic Prescribing 

in the Community at a Charitable Hospice

Phyllis Tuckwell, Waverley Lane, Farnham, Surrey GU9 8BL  Phyllis Tuckwell Memorial Hospice Ltd. Registered Number 1063033. Registered Charity Number 264501.

During the first wave of the COVID-19 pandemic in England, ePrescriptions increased to 86% of all prescriptions by GPs. 

First started in 2005, around 1 billion items are now dispensed each year via the Electronic Prescription Service (EPS) - 95% of all prescriptions.

Digitising prescribing has an enormous potential to improve hospice patient care but, despite the advantages, hospices have been late to the digital revolution in prescribing. 

Many Hospice In-Patient Units have moved over to electronic prescribing. However, this has not been extended to community work - not so for the Phyllis Tuckwell Hospice at Home team!!

Step 1: Seeing the potential, we worked on securing funding via a combination of the usual 

hospice business planning cycle and applying for a Locality Transformation Fund grant. The latter 

covered the cost of set-up and year one licence fees for smart-cards, project management time 

including leadership, analysis of impact and sharing of learning, third party IT support costs and 

staff implementation time.

Step 2: We sought buy in from the medics and V300 CNS prescribers via team meetings.

Step 3: Accomplished roll out with troubleshooting and IT and Management 

support.

Our intentions were consistent with Ambitions for Palliative and End of Life Care:  

a national framework for local action 2021-2026: 

Ambition 3: People are made to feel as comfortable as possible - which specifically 

mentions improving anticipatory prescribing for symptoms that may present at the 

end of life, and to ensure there are consistent arrangements in place.  

Ambition 4: Care is co-ordinated, with different services working together.

The effortless shift to EMIS EPS. 
EPS increased both the quantity of prescriptions issued and the variety of medications prescribed.

Pre-EPS rollout:    381 prescriptions in 6 months (all FP10s)

Post-EPS rollout:  937 (91 FP10s, 846 EPSs)

There are many clear advantages to electronic 

prescribing. 
However, all community doctors still occasionally use FP10s. 

Reasons for using FP10s include: 

• Items not available via EPS (such as instillagel pre-filled syringes,  

or certain special dressings).

• Drugs needed urgently (e.g. ampoules needed by district nurses for a syringe driver) without 

enough time to return to base to use EPS.

• If the family are present at a consultation and prepared to go immediately to a pharmacy to collect 

medication. 

• Some patients/families like to have a paper copy of the prescription - to immediately collect the 

medicine and have an opportunity to discuss it with the pharmacist. 

• Business continuity reasons, e.g. rare technical problems with EPS itself, or internet access 

problems. 

Quantities of the top 5 drugs prescribed pre- and post- EMIS EPS roll out

Data collected for two time periods:

• Pre-EMIS EPS rollout (6 months)

• Immediately post-EMIS EPS rollout (6 months)

During the period, there were 13 Phyllis Tuckwell prescribers: 

• 5 palliative medicine consultants (4 of whom do regular community work), 

• 6 specialty doctors/registrars,

• 2 clinical nurse specialists with the V300 qualification.

The following information was collated:

• Quantitative data about prescribing practices 

• Number of prescriptions issued

• Range of drugs prescribed

• Number of prescriptions issued for each drug

• The 5 most commonly prescribed drugs

• Clinician feedback: pros and cons of EPS

• The Hospice at Home team responded to the EPS opportunity with enthusiasm, recognising its 

benefits, including ease of sending prescriptions directly to pharmacies.

• A large increase in the total number of prescriptions issued (over 145%). 

• A significant boost in support for local GPs and more timely care for patients.

• The majority of drugs prescribed were for end of life symptom control, which can be more complex 

and requires specialist knowledge or dose calculations. 

• We complemented prescribing by completing community nursing administration charts for both 

PRN and syringe drivers. Thus, the increased Phyllis Tuckwell prescribing represented a substantial 

saving to GPs’ time, while also providing more specialist knowledge to patients at home. 

• There was an increased breadth of prescribing and increased number of scripts with EMIS EPS, 

reflecting the ease of prescribing to assist patients with requests for other palliative medications. 

Pre-EPS, these requests would have been diverted back to the original prescriber (GP), even in 

urgent situations, e.g. running out of medications on a Friday evening. This has improved patient 

and families’ experiences of care at end of life. 

• (PT prescribers do not provide repeat prescriptions for non-palliative medicines.)

EMIS EPS is a brilliant step forward in supporting community patients’ end of life symptom management, as it makes prescribing 

so much more flexible, safer, quicker and easier for the prescriber and patients/families.

It has a cost to it and there is a need to invest in smart cards and the EPS module. 

There are some reasons to still use FP10s, including urgency, business continuity and family preference.

Background 

Our Approach 

Data Collection

Results 

FP10 vs EMIS EPS 

Summary 

Authors: Dr Cate Seton-Jones and Dr Patricia Macnair

Ambitions for 
Palliative and 
End of Life Care:
A national framework for local action 2021-2026

National Palliative and End of Life Care Partnership May 2021 

Enhancing Patient Safety: A Comprehensive Approach to the National Patient Safety Alert – NatPSA/2023/010/MHRA in Palliative and End of Life Care

Phyllis Tuckwell, Waverley Lane, Farnham, Surrey GU9 8BL  Phyllis Tuckwell Memorial Hospice Ltd. Registered Number 1063033. Registered Charity Number 264501.

In response to the Medicines and Healthcare products Regulatory Agency (MHRA) alert issued in August 2023 regarding the safe use of medical beds, bed rails, bed levers, and lateral turning devices, a multi-disciplinary team (MDT) programme was designed by the lead occupational therapist.This programme was implemented across the Phyllis Tuckwell continuum. The MHRA reports 18 
deaths and 54 serious injuries linked to these devices over a 5-year period, with over 60% of incidents 
occurring in community settings and 33% involving patients aged 65 and older. A significant challenge was to locate legacy devices and manage multi-systems across geographical areas. Phyllis Tuckwell aimed to ensure that all patients under its care with such devices were risk assessed by the MHRA completion date of March 2024.

To locate legacy devices, all 527 patients under hospice care were contacted. The risk factors identified by the MHRA informed the development of a risk matrix, categorising patients as either high or low risk. 
High-risk patients underwent triage by an occupational therapist (OT), who assigned them to the most appropriate clinical team. 
Low-risk patients received information leaflets outlining self-referral indicators. The OT also conducted training sessions on the new processes for clinical staff. An electronic risk assessment template was created with a clinical data analyst, and e-training reflecting the updated guidelines was made mandatory for all clinical personnel. Data coding was integrated into the electronic templates to highlight patients requiring risk assessments and to document completion status. Daily fluctuations in patient numbers necessitated bi-weekly reviews led by the clinical audit lead to 

ensure data accuracy.

This initiative significantly enhanced patient safety and ensured compliance with the MHRA alert.
Key improvements included robust risk assessment processes and heightened awareness among staff. 
Benefits to patients included improved safety and support, contributing to better overall care. 
The new system is now fully embedded within Phyllis Tuckwell’s operations.

Introduction 
Method 

Actions 

Results 
Conclusion 

Authors: Kirsten Holt (lead occupational therapist) kirsten.holt@pth.org.uk

Of the 527 patients,

were
397 (75%)
successfully 

contacted

Among them,

had devices
67 (17%)

needing 
assessment

Of the 67 assessed patients 

21 (31%) 
were in  

care homes
The remaining patients were handed over to the audit team for the next review.  We had made a proportionate response by March 2024.

27 (40%)
low risk

33 (49%)
high risk

and

Action required
Action taken by Phyllis Tuckwell (PT)Update your organisation’s policies and procedures  on procurement, provision, prescribing, servicing and maintenance of these devices in line with the MHRA’s updated guidance on the management and safe use of bed rails.

• Reviewed bed rails policy - it requires minor modifications to reflect the safety alert. • Several EMIS templates have been used by teams. OT completed a review, developed one risk assessment template based on current 
guidance.

Develop a plan for all applicable staff to have training relevant to their role within the next 12 months with regular updates.  All training should be recorded.

• Our OTs attended clinical team meetings to explain the change, increase awareness to embed in clinical reasoning and practice.
• Online statutory and mandatory training (Training Tracker) has been updated, includes Millbrook’s equipment supplier video with more 

emphasis on new risk assessment and links to the PT safety alert.• Hospice at Home PIN holders undertook Millbrook training and risk assessed the rails they have prescribed. Information has been given  
to all staff on receipt of their PIN log in details, it is also delivered as part of Moving and Handling training and OT will deliver bespoke  
training as required. Review the medical device management system  (inventory/database) for your organisation or third-party provider for devices within your organisation, including those which have been provided to a community setting (for example, the patient’s own home). Keep this system up to date.

• Code within new templates on EMIS to allow reports of devices within patient’s home to be maintained and kept up-to-date.
• Responsibility for frequency of reports and responsibility for updating EMIS and highlighting errors have been agreed.

Implement maintenance and servicing schedules for the devices in the inventory/database, in line with the manufacturer’s instructions for use and/or service manual. Prioritise devices which have not had regular maintenance  and servicing. If this is outsourced, compliance with the schedule should be monitored.

• PT holds a maintenance contract with Arjo. Every 6 months all PT beds in use are thoroughly examined and tested  
(‘a systematic examination of the equipment and safety critical parts’) by Arjo to make sure they are safe and all parts,  
including bed rails, working in accordance with the manufacturers (Arjo’s) specifications.• Beds are also LOLER tested yearly.

• To ensure this information is captured and checks undertaken, PT records on its Sentinel asset register each bed serial numbers and then 
sets up PPM reminders tasks for the bed service checks. The PPM service checks need to be signed off as confirmation that this has taken 
place. Service reports are stored with PPM task log on the Sentinel System.• All faults reported with beds are recorded on the Sentinel system giving them a reference number for that fault/task. Any information about 
the fault/task is stored with this reference.  All tasks need to be signed off as done on the Sentinel system that is clearly auditable.

Review patients who are children or adults with atypical anatomy as a priority. Ensure the equipment they have been provided with is compliant with BS EN 50637:2017 unless there is a reason for using a non-compliant bed. Record this on the risk assessment and put in place measures to reduce entrapment risks as far as possible.

• Logged on database devised by lead OT / community manager and EMIS data analysis. • Logged on EMIS risk assessment template and coded to trigger alert. • Where patients known to OT who have a bed rail or lever and atypical anatomy, all equipment will be checked and confirmed as compliant.  
• Compliance will be recorded on the patient’s electronic record in EMIS. • Reasons for using a non-compliant bed will also be documented on the OT spreadsheet.Review all patients who are currently provided with bed rails  or bed grab handles to ensure there is a documented  up-to-date risk assessment. Complete risk assessments for patients where this has not already been done and for each patient who is provided with bed rails or bed grab handles.

• Lead OT worked collaboratively with local ICBs. Multi-systems used across ICBs – needed to create one for PT.
• Not all patients known to OT and OT database did not list devices.• The alert requires ALL devices to be reviewed, even if not prescribed by PT. No way of finding these legacy devices in current system, 

devices are supplied by external community equipment services not PT. • Health care assistant was deployed to telephone all patients under PT to ask them if they had a bed rail, or device listed in the alert.  
If they did, a telephone risk assess was completed using MHRA guidance and a risk matrix devised by lead OT.  

• Database developed by lead OT, community lead and EMIS data analysis. • If patient said no to having a device this was logged on database. • If yes and high risk – were logged on database and tasked to OT to triage. If yes and low risk – were tasked to clinical admin. 
• OT team developed patient leaflet re: MHRA alert, clinical admin sent this to patient.  • Clinical coding to be added retrospectively to all patients identified to have a bed rail / bed lever so a review date can be pulled through on the 

EMIS summary.  Implement systems to update risk assessments where the equipment or the patient’s clinical condition has changed  (for example, reduction/improvement in weight or mobility),  and also at regular intervals.

• Responsibility will sit with any clinical staff visiting the patient to ensure that any risk assessment in place is still valid and document 
accordingly or complete a new risk assessment.• OT provided instruction to all clinical teams at team meetings to ensure everyone is aware of how they can support with managing the risk.

• Any patient without a risk assessment, not open to OT or an unknown risk was telephoned to ask if they have a rail, or other equipment. 
Clinical nurse specialists and Clinical Administration team identified these patients when they contacted them.

• Bed rail patient leaflet empowers patients and carers to alert PT when condition changes.
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The Duty of Candour is a statutory duty to be open and honest with patients and 
their families when mistakes in care have led to significant harm. It applies to all 
CQC registered health and social care organisations. The promotion of a culture of 
openness and transparency is essential to improving and maintaining patient safety. 

The Phyllis Tuckwell Duty of Candour Policy was updated in this period, ensuring that 
there was guidance about this duty and the principle of being open. It also included the 
processes to be followed with patients and families following a serious safety incident. 
The policy supports both our statutory and professional duty of candour.  

Duty of Candour

Phyllis Tuckwell Data Security and Protection Toolkit
Our last report was published on 24th June 2024 and showed that the standards were 
met. We will publish an updated version in June 2025. 

Freedom to Speak Up and Whistleblowing 
We have a Raising Concerns Policy and 
Procedure available on our intranet. This 
is a mandatory read for all new staff. We 
encourage staff to speak up if they have a 
concern and one route to do this is via our 
Freedom to Speak Up Guardian (FTSUG). 
In February 2025, four Freedom to Speak 
Up Champions began their new roles after 
completing the training, and are available 
for support, signposting and to help raise 
awareness of speaking up.   

The FTSUG produces a report for the Board 
of Trustees annually on the number of cases raised, their nature and 
any common themes, the staff support that was provided, and the follow-on actions 
and resolutions. During the last reporting period, two staff members contacted our 
FTSUG for support. The FTSUG is available for all staff and volunteers.   

The FTSUG completes annual refresher training and attends the annual National 
Guardian’s Office conference. The FTSUG is a member of the Surrey Heartlands ICB 
FTSUG network, the South East FTSUG network and the Hospice network and attends 
meetings for these groups. The FTSUG receives the regular bulletin from the National 
Guardian’s office that gives access to information, updates and webinars. During 
October (Speak Up Month) staff were encouraged to wear green on Wednesdays to 
show support of speaking up, and information was added to our intranet to inform 
staff about speaking up.
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During 2024/25 we firmed up our approach to oversight and documented the Board 
committees, led by a trustee and members of the Senior Leadership Team, and Exec 
groups, meeting regularly as below.   

Clinical Governance Structure

How we monitor the quality 
of care we provide

Board of Trustees
Chair - Alison Huggett

Quarterly

Lead Board Trustees

Safeguarding

Patient Safety

EDI

Senior Leadership Team
Chief Executive - Sarah Church

Weekly

Clinical Strategy 

Trustee:  
Anne Whelan

Medical Director:
Dr Cate Seton-Jones

 
 

Annually

Senior Clinical 
Team

Medical Director: 
Dr Cate Seton-Jones

Director of Patient 
Services: 

Catherine van't Riet

6 weekly

Clinical  
Governance

Trustee:  
Dr Robert Laing

Director of  
Patient Services:

Catherine  
van't Riet

Quarterly

Patient 
Safety 
Group

Quality 
Improvement 
Patient Safety 

(QIPS)

Integrated 
Education 
Strategy

Statutory & 
Mandatory 

Training

Falls 
Prevention 

Working Group

Nutritional 
Steering 

Group

Skin Integrity 
Working Group

Medicines 
Management 

Group

Data Protection 
Advisory Group

SIRO
4 x year

Eco Group

Health & Safety 
Group

Wellbeing 
Champions

Equality, 
Diversity & 

Inclusion Group

People &  
Wellbeing

Trustee:  
Dr Andy Brooks

Director of  
People:

Jaci-Curtis 
Donnelly

Quarterly

Income  
Generation

Trustee:  
Alison Huggett

Director of IG:
Jenny Peat

Director of M&C:
Tony Carpenter

3 x year

Operations 

Trustee:  
Lizzie Wells

Director of  
People:

Jaci-Curtis 
Donnelly

Quarterly

Finance &  
Investment

Trustee:  
Ken Ratcliff

Director of Finance 
& Business 

Development: 
Mark Beale

4/6 x year

Estates 
Steering 

Group
Trustee:  

Richard Hunt

Chief Exec:
Sarah Church

 
Monthly

Estates 
Project 
Board

Chief Exec: 
Sarah Church

Monthly

Dr Robert Laing

Dr Robert Laing

Dr Andy Brooks
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Indicator 2024/25

All informal concerns (16) and complaints (5) 21

Patient safety incidents

Patient falls (IPU) 40

Total number of IPU patients known to have become 
infected with MRSA 0

Total number of IPU patients known to have become 
infected with C. difficile 0

Pressure ulcers during IPU admission -  
(category 1-4, unstageable and deep tissue injury - 
developed or worsened) 

70 pressure ulcer incidents 
were reported, of these 20 
occurred during admission.

Medication IPU incidents (including documentation /record 
keeping errors and near misses i.e. error prevented) 90

There were 549 incidents reported in 2024/25 in comparison to 479 incidents 
reported in 2023/24. We view this as a positive trend as we are developing a strong 
reporting and learning culture where the reporting of incidents is encouraged. Incidents 
that meet the threshold for CQC notification are reported. 

We have measured our performance against the following metrics:  

During 2024/25 there were four incidents requiring a more in-depth learning response, 
which were all Action Reviews. 

The three areas of focus identified in our PSIRF plan were medication incidents, falls 
and pressure ulcers.   

Medication incidents   
Given the nature of our work and the frequency of incidents, medicines is one of our 
focussed areas for our Patients Safety Incident Response Framework plan. During 
2024/25, most incidents did not reach the patient and were documentation errors. Of 
the 141 medication incidents during 2024/25, 90 were recorded as occurring on the 
In-Patient Unit, 18 of these were low harm and none were either moderate or severe 
harm. Learning from incidents is shared with staff and stakeholders, including via 
the Clinical Governance Sub-Committee, and a Phyllis Tuckwell publication, 'Medicine 
Matters'. There was a thematic review undertaken in relation to controlled drug errors 
on the In-Patient Unit. The learning concluded that some of these drugs were not 
stored or destroyed exactly according to their schedule - this was partly related to 
learning needs about which schedule the controlled drug was assigned to.   

There were 51 community medication incidents reported. Most of the incidents were 
no harm or near miss; 12 were low harm. Most of these incidents were reported by 

Quality markers
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Phyllis Tuckwell staff but were out of our control, such as 
documentation errors with other providers.  

Falls   
40 inpatient falls were reported during 2024/25. All patients 
admitted to the IPU have a falls risk assessment and multi-
factorial interventions put in place to reduce the risk of 
further falls. There was a peak in Quarter 2; an After-Action 
Review was carried out and a quality improvement project 
was undertaken, which resulted in a significant decrease by Quarter 4.  

There were nine community recorded falls. These are reported if witnessed, or more 
commonly where staff have visited patients in their own homes and have found the 
person having fallen.  

A Falls Prevention steering group, comprising champions from various disciplines, 
meets quarterly to review the falls and establish learning. After a Medical and Health 
Care Product Regulatory Authority (MHRA) alert related to the safety of bed and 
grab rails, implementation of the new guidelines and action plan has been led by 
this group. This group has been so successful in its approach to the MHRA alert and 
manual handling in general, that the manual handling lead shared her approach via a 
presentation at the Palliative Care Congress in March.  

Pressure ulcers  
Pressure ulcer prevention is a focussed area for improvement in our PSIRF plan.  
Phyllis Tuckwell has a Skin Integrity steering group that continuously reviews our 
approach to skin integrity and management of pressure ulcers. We are currently being 
supported by Frimley ICB to implement Purpose T (a pressure ulcer risk assessment 
framework identifying people at risk) and to align with the national wound care 
guidelines.  

There has been a decrease in reported pressure ulcers in 2024/25 on our IPU.  
There were 70 reported on the IPU. The majority were already present on admission.  
20 developed or worsened during the admission.   

There was a significant increase in pressure ulcers reported in the community.  
76 were reported and 28 developed while under the care of Hospice at Home.  

Clinical audits  
We have a quality and audit plan and programme to ensure we are continually meeting 
standards and providing a consistently high quality service. The programme allows us 
to monitor compliance of the service we provide in a systematic way, identifying areas 
for learning and improvement. Equally, we celebrate when we are getting it right.   

Regular Quality Improvement, Patient Safety, Working Group, Senior Clinical team 
and Clinical Governance meetings provide a forum to discuss findings and monitor 
our quality of care. They also provide an arena to focus on the audit and quality 
evaluation results, making relevant recommendations and developing action plans  
to ensure the highest standards of care for our patients.   27



Over the 2024/25 period, 22 local clinical audits were undertaken. These included 
those related to prescribing, medication administration, inpatient falls, infection 
control, the use of bed rails, documentation, environment, housekeeping, hand hygiene, 
record-keeping and our care of pressure ulcers.   

In line with national standards, Phyllis Tuckwell reviewed the prescription of end of 
life medications against the national standard. The audit was conducted between 
September 2024 and December 2024. There was 100% compliance to Standard 
1 regarding morphine being prescribed as a strong opioid. Standard 2 regarding 
opioid dose increases not exceeding 30-50% of the baseline opioid dose had 90% 
compliance, with the reason for exceptions documented in EMIS. This related to 
where clinicians felt it was appropriate to increase the opioid dose higher than would 
be expected to achieve good symptom control, and rationale for such decisions could 
be seen in the patient documentation. No actions were required following this audit, 
which showed excellent compliance against national standards. Results of the audit 
will be shared at the medicine management steering group.

Following the MHRA alert for the safe use of bed rails, Phyllis Tuckwell implemented 
a process to identify if patients have a bed rail, bed lever or turning device. Patients 
are risk assessed and those deemed as high risk are reviewed by a clinician. This 
process has been audited with 88% of patients on the caseload having documentation 
regarding a bed rail. 100% of patients at high risk had been seen at home and relevant 
risk assessments completed. A repeat audit is planned in May 2025.   

Mental Capacity Assessment Audit 
We conducted an audit of the Mental Capacity Assessments (MCA) completed during 
Quarter 2. Strengths identified included the involvement of a range of healthcare 
professionals and good documentation of cognitive impairment and capacity 
assumptions supported by the current template. Areas for improvement included 
limited family involvement, insufficient consideration of cultural and ethical factors, 
and incomplete documentation regarding capacity delay. In response, we updated the 
MCA and Best Interests Decision templates to better capture diagnostic, functional 
and observational evidence, developed a toolkit to support staff in completing 
assessments, introduced training on family engagement and executive function 
assessment, and enhanced the templates to include information on cultural needs 
and their impact on decision-making. 

Infection Prevention & Control (IPC) Environmental Audit   
An infection prevention and control environmental audit of our In-Patient Unit at Kings 
Lodge was carried out by Frimley Park Hospital on 27th February 2025. The overall 
compliance was 83%. Areas for improvement were identified as related to the use of 
personal protective equipment (overuse of gloves), knowledge of which products to 
use, and how to conduct routine cleaning, including the managing of spillages and 
waste disposal. We are implementing and auditing the national cleaning standards 
which will help us to improve our standards. Progress will be tracked in the newly 
established IPC steering group. 
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IPU Controlled Drug Checks  
Twice weekly controlled drug (CD) checks and weekly schedule 3, 4 & 5 controlled drug 
checks of stock are undertaken. This is an increase in frequency on the previous year, 
due to an increase in medication documentation errors. Our closed-circuit television 
(CCTV) footage has been invaluable in supporting investigations and learning from 
stock balance errors. There was one incident that the controlled drug accountable 
officer reported to the national team (in addition to the normal reporting). This incident 
was in relation to Pregabalin being destroyed incorrectly. Following this incident, the 
staff received clear information in relation to schedule 3, 4 and 5 medications storage 
and destruction.  

Learning from audits 
We have identified actions, implemented improvements and are embedding learning 
to improve the quality of our healthcare provision based on our 2025/26 audits. These 
will continue into 2025/26: monitoring of patients at high risk of falls; enhancing 
the medicine management policy to include actions following medication errors 
flowchart; evaluating the introduction of IPU bitesize training; and evaluating the 
robust documentation training which was introduced in response to a complaint 
and audit findings. This training was co-produced with staff and has been very well 
evaluated. Following our external IPC audit, we will provide additional training for the 
Housekeeping team regarding appropriate glove use, decontamination of equipment, 
and the management of chemical spillages, and we will improve our procedures 
regarding the disposal of clinical waste.  

Safeguarding   
During 2024/25, 131 safeguarding interventions were provided. This diagram indicates 
the nature of these. 12 were reported to the Multi-Agency Safeguarding Hub.  

Early intervention - 74

Prevention - 37

Safeguarding - 12

DOLS - 8
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FamCare is a survey of recently bereaved relatives or designated carers. It seeks 
their views on the quality of palliative care given to the patient by the specialist 
palliative care service prior to the patient’s death. It is run annually by many hospices 
and specialist palliative care teams in the UK. The FamCare project is promoted and 
managed by the Association for Palliative Medicine (APM) of the UK and Ireland.  

Phyllis Tuckwell enrolled the Hospice at Home 
team into FamCare in 2021, 2022, 2023 and 
again last year. 148 surveys were posted 
out to relatives and carers approximately six 
weeks after the death of their loved ones (if 
the patient died between 1st August 2024 and 
30th September 2024).  

Overall, the results were very good. When 
comparing our service to last year’s results, 
there were no areas in which we performed 
worse than last year. For 10 out of the 
17 questions, we scored higher percentages in the ‘very satisfied’ and ‘satisfied’ 
categories than we did last year. The areas included: patient comfort; information 
given about side effects of treatment; discussions about the patient's condition and 
plan of care; attention to the patient's symptoms and speed which symptoms were 
treated; emotional support provided to family members; and our response to changes 
in the patient's care needs.   

Looking at the national comparison, we also did very well. We were significantly above 
average for 12 out of 17 of the questions. The remaining five questions were either on 
par or slightly above the national average.  

We also received 32 verbatim comments. The vast majority of them were positive, 
including:

“Fantastic care which should be provided to 
everyone who wants/needs it at the end of 

their life. I cannot thank them enough.”

“Doctors & nurses were all excellent.”

“A very professional and caring team
 

who were always polite and helpful 

when family visited. Our wishes were 

respected, and he was peaceful and 

pain-free as he passed away.”

Service user feedback
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We received a few negative comments, which we have followed up where we have 
the contact details for the relative. The themes in the negative comments included 
accidentally writing to the deceased patient rather than the carer, more information 
needed about how the patient’s condition would deteriorate, and more information 
needed about a fall on our In-Patient Unit.  

At the time of writing, the 2024 results have not long been received, and so an action 
plan around improvements is yet to be drawn up to support further enhancing the 
services we offer.  

Listening to and acting on feedback is vital to the quality improvement we hope  
to achieve.  

Feedback from across the organisation is captured and reviewed. This helps  
us to reflect on how improvements can be made to the way we work within the  
wider system.   

Feedback is presented to the clinical teams and to the Clinical Governance Board  
Sub-Committee. Comments are discussed, recommendations made, and actions  
are then progressed with clinical teams.  

Complaints 
During 2024/25, five complaints and 16 concerns were received. Concerns may be 
managed compassionately by the person they were reported to, without the need of 
a formal written response; where it would be helpful these are followed up in writing.  
Complaints and concerns are captured on our database, investigated and reviewed for 
learning via our oversight and working groups. 

The themes and learning from complaints were: 

Documentation standards  
Our investigations, audits and a complaint related to documentation following a 
subject access request identified that training in effective documentation was required. 
This has been co-produced and rolled out.  

Not being able to access IPU 
There have been two complaints from bereaved relatives where a person was unable 
to access the IPU following a referral, and sadly died in hospital when this was not 
their preferred place of death. We have a transparent multi-disciplinary approach to 
admissions and have increased our bed occupancy during this year, however some 
people do die whilst waiting for a Hospice bed. With an increase to 18 beds in 2026, we 
will be able to meet the needs of more people.  

Transitions in care  
These were related to gaps in care when patients were transferred from two GP 
practices to Phyllis Tuckwell's care. We have also noticed an increase in incidents 

What patients and families say  
about the services they receive
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related to transitions of care between settings, and so will continue to work with 
families and other healthcare providers to improve the experience of the change in care 
provider or setting for families. 

Insufficient support for community patients and families  
Relatives understandably express concerns when they do not receive the support 
or response that they need, especially as they approach the end of life, are more 
symptomatic, or when the carers have multiple stressors. We are developing our 
community ward with the aim of improving our co-ordination of care with other 
providers and enhancing our responsiveness to patient and family changing needs. 

Communication 
There were two concerns related to how staff interacted with patients and families. 
These were followed up with both the staff involved and families, following the 
principles of compassionate engagement of all affected, which is a component  
of PSIRF. 

Support following bereavement   
There were two concerns about the wording in the bereavement pack being insensitive, 
especially if the family was dissatisfied, and there were understandable concerns when 
families didn’t receive a supportive phone call after their loved one had died.  We have 
improved our processes so that where possible the person who knew them best calls 
them, and this is monitored. We are also improving our bereavement pack information. 
Our data indicates that we are now providing more phone support following a 
bereavement. 

Not completing Fast Track in a timely way  
We had one concern related to this, which was sufficient for us to investigate further; 
we are auditing the processes across inpatient and community settings. 

Insufficient information about what is needed on admission to IPU  
The IPU nursing team now ring the patient and relative prior to admission to say what 
is needed and to hear directly what the patient's needs are, particularly those related to 
comfort, for example bringing specific items (such as pillows) from home or hearing 
how we can provide an individualised approach. This is always important, but is 
harder to get right for those with highly complex needs, hence the need for working in 
partnership with families. 

Verification of Expected Death 
We had one complaint relating to a delay in notifying a patient’s GP that we had verified 
the person’s death. We had concerns about how this could happen and so investigated 
the processes via an After-Action Review involving external NHS teams as well as 
colleagues from Phyllis Tuckwell. This resulted in improvements in our practice. We 
have also had incidents related to internal and external colleagues’ confidence in the 
processes related to verification of expected deaths, and so are focussing on this as a 
theme in a Learning from Deaths meeting in 2025.   
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Compliments 
There were 347 compliments recorded in 2024/25, compared to 196 compliments 
recorded during 2023/24. Compliments have been collated based on feedback 
on cards, by email, phone or via our Have your Say mechanisms, and this year we 
recorded 202 of these. This year we have included positive feedback received via our 
surveys and feedback forms, which takes the total to 347.

Examples of compliments are: 

“A huge thank you to everyone for caring for our 
brother. We were privileged to have him as a brother – 
he had a good heart and was definitely one of a kind. 

Your compassion and sensitive care gave him and us extra 
time to make precious memories we’ll always carry. We’re 
heartbroken he’s gone but so grateful we were with him 
at the end. You are all angels walking on this earth.”

“I am writing to express my deepest gratitude for the exceptional care and compassion you both provided to XX on 13 February. Your dedication for ensuring X was comfortable and at peace, along with the kindness and empathy you showed, was truly remarkable and brought comfort to me and my daughter during a very difficult time. The work you do is invaluable.”

“Thank you all so much for your 

caring and kind treatment of 

XX and all our family. We know 

she was with you for a short 

time but we are very grateful 

she was able to spend her last 
moments with such kind and 

caring people and surroundings.”

“I’ve spoken to XX today. She was so thankful 

for all the care and support the 
team had 

provided for XX. She said that the kindness 

and care given to XX was overwhelming and 

she appreciated everybody so much.”
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Feedback about our services
We pro-actively seek feedback from patients, families and carers about their 
experience of our services, to inform our development, by sending or distributing  
a survey. In 2024/25, we received 102 responses compared to 101 in 2023/24.  
The results were very impressive, with over 90% being achieved in many domains.  

The table below gives a summary of the patient experience activity April 2024 -  
March 2025.

Question % Yes % No % N/A % Not sure Unanswered

Did staff introduce themselves? 95% 0% 0% 0% 5%

Did you feel you were given 
sufficient information? 88% 2% 3% 0% 7%

Do you feel confidence in the 
staff providing your care? 92% 1% 3% 0% 4%

Have you received a patient 
information pack/brochure? 80% 10% 3% 0% 7%

Were we responsive to your 
needs at the time? 88% 2% 3% 0% 7%

Were you treated with dignity 
and respect? 94% 0% 0% 0% 6%

“Great services, caring Hospice at 
Home night service, first class.”

“Very proactive and easy to contact.”

“We spoke with several Phyllis 
Tuckwell staff and had visits. 
All were patient, sympathetic, 
helpful and kind. All did what 

they said they would, and 
promptly at that.”

“You provided exceptional care fo
r my dying 

husband, giving him and us respect and comfort."

“Very calm and thorough experience, 

thoughtful and kind in approach, 
thank you."   
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Living Well patient and carer involvement
We routinely request feedback about our Living Well activities, and in 2024/25 we 
received 102 responses. In all domains we received good or very good results.

“Special place, special people, 
doing a fantastic job. ”

“Loved the course, 
encouraged me to 
be more creative.”

“Very satisfied, holistic care and attention."  

“The people are 
very caring and 

look after me well. 
It's well run."  

“Everything was excellent." 

Question % Very good % Good Unanswered

Felt supported in face-to-face groups 80% 20% 0%

The group helped manage  
my health and wellbeing 72% 22% 6%

Was the information given sufficient? 63% 30% 7%

Were you treated with dignity and respect? 90% 10% 0%
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New leadership
Over the past year we have appointed into the following leadership roles:  
Controlled drug accountable officer (Theresa Eckley) - April 2024.
Director of income generation (Jenny Peat) – August 2024.  
In-Patient Unit manager (Heather Everitt) - September 2024. 
Director of IT, digital transformation and facilities (Graham Mayers) - January 2025. 

Our people
We are very proud of our workforce, who are passionate and dedicated, enabling us to 
provide wonderful patient care. We are committed to the support we give our people 
to ensure they can deliver our services, particularly their health and wellbeing. Over 
the past year, our Health and Wellbeing Champions have provided and led on various 
initiatives, such as self-care, availability of personal products, ‘Move More in March’ 
and massage therapies. This has resulted in people being more informed of their 
health, and how they can support themselves and each other. The initiatives to support 
our people is brought to and discussed at the People Board Sub-Committee.   

Clinical supervision is provided by a clinical psychologist and is available for all 
clinicians. We are in the process of conducting a survey of this service.  

In addition, our employee assistance programme is available for all staff and their 
immediate families. It is a confidential service and includes face-to-face counselling 
support. We also continue to provide support via our external occupational health 
provider.  

Our Social Committee have organised several events, such as our fun day in 
September, and Christmas celebrations. These events enable us to come together and 
catch up with people whom we might not otherwise see. They bring the organisation 
together and are enjoyed by those able to attend.   

We are collectively focussed on being able to 
fund our services and open Your new Hospice 
in 2026, making it a home and working across 
the organisation to raise the money needed. This 
year: some of our teams organised a sponsored 
walk from our offices in Farnham to our IPU in 
Camberley; staff supported our matched giving event; and staff and volunteers were 
offered the opportunity to buy a brick in the new Hospice garden.  

Our team

Our people
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We continue to provide staff training, 
including leadership and management 
training. We offer two programmes, 
'Liberating Leadership' and our 
'Leadership and Management Foundation 
Programme'. Feedback from all courses 
held is positive and is making a difference 
to confidence and our peoples' skill set. 
In addition, we are making good use of 
our Apprenticeship Levy. In 2024/25, five 
members of staff completed Level 3 or 
Level 5 Diplomas. These have resulted in 
qualifications in Fundraising, Operational 
Management, HR and two HCAs 
achieving Nursing Associate, Level 5.  

As we continue to work across various sites, whilst Your new Hospice is being built, 
communicating with staff and getting their feedback has been even more important 
to understand how they are coping, and what more we might be able to do to support 
them during this challenging period. 

Staff were fully involved with the development 
of our new values, and collectively arrived 
at Compassionate, Inclusive, Dynamic and 
Accountable. These have been rolled out  
across Phyllis Tuckwell, and we are now  
agreeing the behaviours we would expect  
to see as we live these.   

We are regularly running Pulse surveys, to give 
everyone the opportunity to provide feedback 
anonymously about how they feel, whether they 
have the resources they need and if their opinions 
are being listened to. Results are shared on the 
organisation’s intranet and where possible we are 
making changes based on their responses.  

We have also held discussions and workshops 
about the new Hospice and use of space. All staff 
were invited to attend the workshops, which enabled 
them to consider the patient and carer experience and feed into the plans for our future 
ways of working.   

Training

Staff feedback

We want to take

your Pulse!

Please enjoy this chocolate  

and while you eat, please visit 

the Nest or scan the QR code  

on your mobile phone camera  

to complete the latest  
Pulse Staff Survey!

Completion of the survey should take 

approximately 30 seconds, with the option to 

provide further feedback if you wish.  

Your response will be anonymous. 

Our quarterly Pulse Surveys are a good opportunity 

for you to tell us what PT do well and what we 

could do better, so please do take the time to 

complete the survey. 

Responses close on Monday 10th March.  

The chocolate is not suitable for those with a milk, nut or 

peanut allergy, so if you have any dietary needs,  

please see HR for a different sweet treat. Thank you!
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External Comments
Joint Commissioner Statement from NHS Surrey Heartlands Integrated Care Board 
(ICB) and NHS Frimley ICB 

NHS Surrey Heartlands ICB and NHS Frimley ICB welcome the opportunity to comment 
on the Phyllis Tuckwell Quality Account 2024/2025. The ICBs are satisfied that the 
document gives an accurate account and analysis of the quality of services provided 
and that the Quality Account meets the Department of Health’s National Guidance on 
quality account reporting.

Both ICBs are pleased to see that Phyllis Tuckwell has continued to provide high-quality 
palliative care throughout 2024/25, despite the challenges of relocation due to the 
rebuild of the hospice which will provide support to an aging, diverse population with 
ever more complex needs. Furthermore, we welcome Phyllis Tuckwell’s success in 
supporting a growing number of patients and carers during this period.

We recognise and commend the continued dedication shown by the hospice and the 
quality account demonstrates clear commitment to continuous improvement. We 
would particularly like to acknowledge:
•	 Improving support for more people through the Living Well services at the Beacon 

Centre in Guildford.
•	 The launch of community virtual ward, a co-ordinated, multi-disciplinary approach 

designed to wrap around patient and family needs for an episode of care when the 
patient has a heightened needs or is at the end of life, including communication with 
other key providers.

•	 Emphasis on improving access and equity ensuring that services reach those who 
may be under-represented or experience barriers to care.

What our Regulators say about Phyllis Tuckwell

The Care Quality Commission (CQC) in England is the independent regulator 
that ensures our services are safe, effective, compassionate, and high-
quality.  
Its role encompasses registering providers, inspecting services, monitoring their 
performance, and acting when standards are not met. The CQC publishes its findings 
and encourages services to improve. 

Sarah Church, chief executive, is the nominated individual responsible for these 
services and Catherine van't Riet, director of patient services, is the registered 
manager. We operate across two locations registered with CQC; the Beacon Centre,  
(last inspected October 2021), and Phyllis Tuckwell Hospice (last inspected in 2016), 
both locations are rated as Good. Our statement of purpose includes Headway 
House, Farnham, as a satellite site, it is used as a base for community activities and 
counselling.
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•	 Improving the breadth and depth of support for carers.
•	 Ongoing work on implementing the Patient Safety Incident Response Framework 

(PSIRF), including a new Learning from Deaths Forum.
•	 Working with partners to improve access to training and competency development 

for care home staff, including dementia education. Facilitating student and visitor 
placements.

•	 Implementing EMIS mobile to nurses in the Hospice at Home team
•	 Contributing to research studies reflect a clear desire to learn and feedback on 

outcomes.

We look forward to seeing the impact from the 2025/26 priorities detailed in this 
Quality Account, and how these will continue to improve the quality and safety of 
services provided, including:
•	 Planning for a safe and successful move into new hospice facilities, with a plan to 

increase from 10 to 18 in-patient beds dependent on successful staff recruitment.
•	 Further work on meeting the needs of everyone in the community by reflecting 

cultural differences in approaches to death and dying, with training on cultural 
competence provided to staff.

•	 Seeing the outputs of a working party to strengthen the focus on supporting people 
with learning disabilities.

Surrey Heartlands ICB and Frimley ICB would like to thank Phyllis Tuckwell for sharing 
your 2024/25 Quality Account with us and commend you for your achievements and 
successes over the previous year, despite the upheaval of relocation. 

We look forward to continuing to work in partnership with you in 2025/26.

Clare Stone
ICS Director of Multi-Professional Leadership and Chief Nursing Officer 
NHS Surrey Heartlands Integrated Care System 
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The Board of Trustees is fully committed to the quality agenda. Phyllis Tuckwell has 
a well-established governance structure, with members of the Board having an active 
role in ensuring that Phyllis Tuckwell provides a high quality service in accordance with 
its terms of reference.  

The Board is confident that the treatment and care provided is of high quality and is 
cost-effective.

Two new Trustees Kirsty Stancombe and Matt Toffrey joined us in 2024/25.

Our Board of Trustees:	
Alison Huggett - Chair
Richard Hunt - Vice Chair 
Dr Robert Laing
Ken Ratcliff
David Tomlinson (resigned July 2024)
Elizabeth Wells
Anne Whelan
Emma McLachlan
Dr Andrew Brooks
Lillian Nsomi-Campbell
Kirsty Stancombe 
Matt Toffrey 

Phyllis Tuckwell 
Waverley Lane, Farnham

Surrey, GU9 8BL
Tel: 01252 729400

www.pth.org.uk
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