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“It’s totally changed my perception of hospice care.”



Our patients and their loved ones are at the heart of everything we do, and we are always 
looking to improve and develop the care and support we provide for them. This account gives 
a summary of the quality initiatives that we have undertaken throughout the 2025/26 financial 
year and an overview of our plans for 2026/27.   

It has been a year of sustained growth 
and positive patient experiences. A key 
success has been the new Hospice build 
and our preparation to move back in. 
This sustainably-constructed building will 
transform the way we provide our services, 
enabling us to support 3,000 people a year  
by 2040. 

During the build, our In-Patient Unit was 
located in a temporary 10-bed site and our 
Living Well service operated from just one 
site. Despite this, we saw a 3% increase in 
referrals and a 12% increase in the number 
of people supported.  

Many people want to be cared for at home, and our community team, including our responsive 
team and virtual ward, saw an increase in patients supported. We also supported more carers, 
including in bereavement. Whilst our Living Well team saw a reduction in referrals, probably 
due to offering from one site, there was a slight increase in attendances. We look forward to 
expanding the Living Well service the Beacon Centre and the new Hospice in 2026/27. 

We have developed our workforce in readiness for moving to the new Hospice, including 
recruiting 24 nurses. We have invested in training and development, supporting our own staff 
and external healthcare providers, including care home staff; appointed an equity, diversity 
and equality lead; developed a learning disability steering group; and further strengthened our 
feedback mechanisms and our reporting culture for concerns and incidents. 

With a lot of change happening in our local Integrated Care Boards, we are focussing on being a 
credible voice, present in forums that are designing and developing local services, to ensure that 
we reach further, support earlier, and help more people get the palliative and end of life care they 
need.  

Thank you for your interest in Phyllis Tuckwell. I confirm that, to the best of my knowledge, the 
information contained in this document is accurate. 

Chief Executive’s statement

May 2026
Sarah Church, Chief Executive 



Our annual Quality Account gives our community an overview of the quality of the services 
we offer, including the initiatives and improvements of the last year and our plans for the 
upcoming year.  

The quality of our services is monitored and improved by drawing on a variety of measures, 
including those related to the patient and family experience, patient safety, and effectiveness 
including outcomes and activity. 
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Phyllis Tuckwell is an independent hospice care charity covering West Surrey and North 
East Hampshire, providing palliative and end of life care to adults with an advanced or 
terminal illness, or approaching the end of their life.  

Our Vision: We want everyone to have the best possible experience at the end of life.  

Our Mission: We will care compassionately for adults approaching the end of life, and 
their families and carers, and we will empower our local community, building skills in 
caring for people at the end of their lives. Because every day is precious. 

We recognised the need to redevelop the Hospice and continue to develop services, so 
that we can support an aging, diverse population with ever more complex needs: 
•	 More deaths - The number of deaths is increasing as the population grows and 

ages. In 2019, 1 in 5 people were over 65. By 2050, it is forecast to be 1 in 4.  
•	 More complexity - The number of people with 4 or more conditions is projected to 

double to nearly 2.5 million by 2035 (17% of the population).  
•	 Growing need for specialist palliative care - By 2040, 80% of deaths are predicted to 

need specialist palliative care.  
•	 Growing health inequalities - People in the most disadvantaged communities 

are likely to have 2 or more conditions 10 years earlier than those in the least 
disadvantaged.

Phyllis Tuckwell provides expert end of life care, support and understanding to 
patients and families across West Surrey and North East Hampshire. 

We care for people at home, in care homes, 
across our hospice care sites and in the wider 
community. Our compassionate teams help 
manage symptoms, ease pain, support emotional 
and practical needs, and make care easier to 
understand and navigate. 

We are here not only at the very end of life, but 
earlier too, helping people live as well as possible 
for as long as possible. As more people need that 
care and support, our ambition is to reach further, 
support earlier, and help more people get the help  
they need. 

About us and our services 

Our strategy
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We will be occupying our new Hospice in 2026. Since we were established in 1979, 
palliative and end of life care has developed, and our old building was no longer able 
to meet the needs of modern healthcare. Therefore, during the early 2020s we planned 
to rebuild the Hospice on our current site, with construction commencing in 2024. The 
new building is larger, better equipped and will enable us to help more people and offer 
greater levels of comfort, privacy and dignity to patients, and their families and carers.  

During 2025/26 our services, staff and volunteers 
have been operating out of temporary sites, 
including our In-Patient Unit (IPU), which has been 
located in Camberley. During the build period, our 
experienced staff have continued to provide the 
same high-quality palliative and end of life care for 
adult patients and families living with an advanced 
or terminal illness, across the whole of West 
Surrey and part of North East Hampshire.  

We provide this care through our three key 
services, which are designed around the needs of 
our patients, families and community. They are: 
•	 In-Patient Unit - located in a 10 bedded unit in 

Camberley. 
•	 Living Well - including outpatient  

appointments and groups, provided  
at the Beacon Centre in Guildford. 

•	 Hospice at Home - offering patients and their families and carers access to high 
quality, specialist palliative and end of life care at home. 

We are viewed by our partners in our localities as experts in palliative and end of 
life care. We offer extensive education and training to our own staff and other local 
healthcare providers, including care home staff, ambulance crews, community nurses 
and GPs, to improve end of life care in our local area. 

We have reviewed the data available to us to ensure we maintain a high quality of care 
across all these services and are satisfied with the accuracy of the data.  

The funding provided to Phyllis Tuckwell by the NHS represented 27% of Phyllis 
Tuckwell’s total income in the reporting period 2025-2026. 

Our services
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Below is a summary of the number of referrals and the number of people we supported 
in 2025/26. We are pleased that this demonstrates an increase from the previous year.    

This activity only partially reflects the wider impact we have in empowering our local 
community and in building skills in caring for people at the end of life. This activity is 
via education, advice to families and healthcare professionals, and partnership working 
across the systems.  

A review of our services and activity data for 2025-2026

All services 2024/25 2025/26 % change

People supported 3,127 3,488 12%

Patients supported 2,091 2,201 5%

Carers supported 1,036 1,287 24%

Referrals to Phyllis Tuckwell 1,783 1,836 3%

Percentage of patients who were referred  
with a primary non-cancer diagnosis 43% 43% 0%
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Our In-Patient Unit (IPU) is where we care for people with complex needs, who require 
daily medical attention and round-the-clock nursing care. Some patients are admitted as 
they have requested to spend their last days with us rather than dying at home. There 
were 239 admissions over the last twelve months, with 3,562 occupied bed days. Since 
moving out of our old building and into our temporary accommodation, we have had to 
reduce from 14 to 10 beds. We are endeavouring to use these to serve as many patients 
as possible, which is reflected in the high ward occupancy of 98% for the second year 
running and a very similar number of admissions (239 compared to 240 in the previous 
year). We care for patients as they approach the very end of life and, in 2025/26, 202 
people died on our IPU (203 in 2024/25).  

The In-Patient Unit is currently located in a wing of a care home in Camberley. It is 
run separately from the care home, with our own staff, management and governance 
structures. We ensured that the spacious individual rooms are set up for person and 
family centred care, and that we optimise our use of the limited storage and other 
spaces.  

We are looking forward to being able to offer our patients and their families a larger and 
very well equipped IPU in our new Hospice. It will comprise 18 beds, each in their own 
individual room, with en-suite facilities and space for family or friends to stay overnight. 

In-Patient Unit 2024/25 2025/26 % change

Total admissions 240 239 0%

% patients going home 15% 15% 0%

% bed occupancy 98% 98% 0%

Percentage of patients who were admitted  
with a primary non-cancer diagnosis 27% 26% -1%

In-Patient Unit
1
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Below is a table of the number of people 
referred into and those supported by 
Living Well this year. The support is 
face-to-face at our Beacon Centre with 
our staff also supporting those that are 
unable to attend via calls. The service 
operates with our Hospice at Home team 
who provide home visits as needed.  

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. 

2 Living Well

Living Well 2024/25 2025/26 % change

Referrals into Living Well 254 229 -10% 

Patients supported in Living Well 526 434 -17% 

Carers supported in Living Well 223 211 -5% 

Total face-to-face contacts with patients 3,503 3,407 -3% 

Non face-to-face contacts 3,038 2,984 -2% 
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Living Well groups and outpatient activities have been located at the Beacon Centre 
during 2025/26. At 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. 

As well as our regular group sessions, we have 
offered opportunities for social outings in the 
evenings, visits from local schools, and visits from 
PAT (Pets As Therapy) dogs and other animals 
including from Equine Harmony, Millers Ark,  
and Wild about Britain. 

Other activities include Pamper days, singing, craft 
and we have organised supported outings to two 
tribute concerts in Aldershot. 

We have a Social and Therapeutic Horticulture 
group and exercise groups, as well as offering 
individualised exercise programmes.  

We offer opportunities for carers to attend with 
patients, for education and peer support, as well as 
bereavement support at our drop-in session,  
the Listening Lounge. 

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

We are looking forward to developing Living Well 
services at your new Hospice in 2026/27, in addition 
to continuing to offer this service from the Beacon Centre. 

Living Well Group Activities 
We have run a variety of groups within Living Well during this year.  

The table below summarises the number of attendances at these groups. 

Living Well Groups 2024/25 2025/26 % change

Patient Group programme 1,741 1,867  7% 

Family & carer sessions 295   256 -13% 
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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 1,297 
referrals and supported 2,118 patients, an 
increase of 5% over 2024/25. There was an 
increase in responsive calls, visits and 30% 
increase in virtual ward admissions. 

Our virtual ward offers specialist, timely, 
palliative care for those people with the most 
complex palliative care needs, who want to 

3 Hospice at Home

Hospice at Home 2024/25 2025/26 % change

Patients supported 2,020  2,118  5% 

Referrals 1,251 1,297 4% 

Total face-to-face visits to patients at home 13,045 12,253  -6% 

Virtual ward admissions 72 94 30% 

Responsive visits to patients at home 1,319 1,501  12% 

Non face-to-face contacts with patients at 
home 48,756 49,007 1%
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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. 1,546 patients required 
a responsive assessment within 24 hours because they had had a significant 
change in their needs. They needed 1,501 face-to-face visits and 10,028 telephone 
contacts compared to 1,319 and 9,045 in 2023/24 (12% increase in responsive 
visits and 10% in calls). 94 people were admitted to our virtual ward, which is led by 
consultants in palliative medicine, compared to 72 the previous year (30% increase).  

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 474 referrals for patients needing hospice care at home, 
compared to 443 in 2024/25 (6% increase).  

There was a decrease in the overall number of face-to-face contacts and an 
increase in phone contacts within Hospice at Home during this period. Given the 
increase in responsive activity, the reduction in overall visits will represent fewer 
face-to-face visits for people requiring a planned, proactive approach.  

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 
2025/26, 444 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 
2025/26. This year we have directly supported over 180 care home residents.   

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 2025/26 
Phyllis Tuckwell made 447 face-to-face planned night visits where 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. At any given point 81% of patients discussed their wishes 
around care and treatment for when their condition deteriorated in the future. As they 
approach the end of their life close to 100% have had the opportunity to discuss their 
wishes. 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, 
44% of patients who died with a recorded preference achieved where they wanted to be 
when they died, this wish is expressed in advance care plan, however the total number 
who achieved their preferred place of death will be significantly higher than this as 
recording of patients’ final wishes just before death can be difficult to achieve.
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There has been a significant increase in the number of family members supported 
during their loved one’s illness and in bereavement. We pro-actively assess and 
support carers’ needs in line with our approach, which focusses on the whole 
family, and aims to support 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

Carer and family support 2024/25 2025/26 % change

Total number of carers supported 1,036 1,287 24% 

Family members supported in bereavement 502 618 23%

Face-to-face contacts in bereavement 1,208 1,668 38%

Bereavement group attendances 210 189 -10%
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Our Education and Training team is dedicated to improving end of life care in our 
community, and to the education of our highly trained and specialised staff, who we are 
very proud of. Training equips our community with a strong knowledge base and skills 
to provide palliative and end of life care to those they are caring for. Our training 
continues to be well attended despite the pressures in the wider sector. 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.  

There has been a slight reduction in attendances at our education sessions this year. 
This is partly due to a strong focus on training and supporting our new staff to develop, 
and because we have offered more ad hoc bespoke training, competency and practice 
development opportunities to all our staff including that required to ensure new and 
established staff are ready to support 18 IPU patients in the new Hospice. 

Our training calendar outlines our annual training and development sessions to internal 
and external candidates. New courses this year include robust record keeping, 
intravenous training and subsequent competency for five newly qualified nurses, 
infection prevention & control, and Oliver McGowan Part 2 training. 

Our well-regarded Palliative and End of Life Care (PEoLC) programme has run four 
times this year with 60 attendees. 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 

5 Education

Education 2021/22 2022/23 2023/24 2024/25 2025/56

Total attendances  2,513 2,824  2,791 3,655 3,232

Phyllis Tuckwell staff 
attendances  1,279  1,608  1,348  1,777  1,576 

Care home staff attendances  686  918  734  981  650 
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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 95 students and visitor placements this year. 
Feedback from students:    “I did feel welcomed; 

staff have all been 
lovely and brilliant.”

“Outstanding care 
provided by all staff. 
The IPU is somewhere I 
would definitely consider 
working in the future.”

“Coming into this placement I knew the team would be very 
lovely and caring, but I can honestly say they are the most 

amazing team, and I can tell everyone genuinely cares.  
The team were very welcoming and supportive. They pushed 
me to utilise my clinical knowledge and skills and made me 
feel very comfortable. Overall, this has been an amazing 
placement. I am grateful to everyone I have worked with.  
I have learnt a lot and really felt part of the team.”

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 all offered in-house. Having access to skilled 
manual handling practitioners enables us to provide in-situ tailored training for more 
challenging manual handling situations. Our statutory and mandatory compliance 
figure has consistently been above 90%.  

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 
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. One HCA commenced Nursing Associate training 
in September 2025, and two nursing associates have almost finished the Registered 
Nurse Degree Apprenticeship. Three staff completed our Clinical Nurse Specialist 
(CNS) Development programme and are now employed as CNSs. 

We offer opportunities for staff to obtain post-
graduate qualifications that enable us to provide 
more effective care. A member of the team is 
completing their Post-Graduate Certificate in 
Education. 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 
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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. Staff access 
‘Advanced Communication Skills’ and ‘ReSPECT Level 3’ training, after which they 
are provided with in-house support to increase their confidence and competence in 
advance care planning, and to prepare and sign ReSPECT plans.  

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 75% 
of our clinical staff have now 
attended. We have been busy 
inducting and training new staff in 
the knowledge and skills pertaining 
to PEoLC in preparation for opening 
our new beds. 

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 challenging conversations with young people at a conference at the Marsden 
Gynaecology Oncology in the UK: Trends, Challenges & Opportunities. One member  
of the Education team presented a poster at Hospice UK’s annual conference in 
Liverpool and were joined by a group of five other Phyllis Tuckwell colleagues, all 
presenting posters. 

We continue to train GP registrars and last year trained 10. 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 we have expanded our programme to include 
Allied Health Professionals. In 2025/26 we supported five newly qualified staff via our 
preceptorship programme. 
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Our main priority for 2025/26 was 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.   

We planned to: 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; 
and to develop and implement an electronic staffing tool to facilitate accurate staffing 
levels and improve our workforce planning.  

We have: recruited 24 registered nurses including bank during this year to support our 
18 bedded unit in the new Hospice, and we have recruited additional housekeepers. 
We have supported their induction and training needs alongside 
those of our current staff and have developed a digital acuity 
tool and written safe nursing staffing guidance to ensure safe 
care in the new environment. We have planned for suitable 
equipment, fixtures and fittings, and have considered and 
mitigated the risks associated with the new environment and 
reviewed all policies. The move day is planned in detail, as are 
ways of working in the new Hospice, with staff having inductions 
and training on the site. We will begin to offer clinical services 
from the Hospice in June 2026.   

The report demonstrates that despite us being on a 10 bedded unit and offering our 
outpatient and groups from one location – the Beacon Centre in Guildford - we have 
maintained our high-quality care and grown activity across our services.

Continuity of services whilst we await completion of your new Hospice 

A review of last year’s priorities 

This section reviews the progress made in 2025/26 against the priorities set last year,  
and describes areas of focus for 2026/27.   
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We planned: to 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, and to consolidate and evaluate our community ward. 

We have: continued to develop our community services. The acute aspects of our 
services are coordinated via our multi-disciplinary hub and touch points during the day. 
We have had an increase in our responsive activity and virtual ward admissions. Five 
clinical nurse specialist Independent Prescribers wrote 522 prescriptions during 2024 
and 1,496 during 2025; organisationally we had an increase of prescriptions for end of 
life and palliative care written by PT staff of 25% year-on-year. 

Service developments to wrap around patient and family needs   



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

We have: continued to improve our reporting culture and ensuring we are adhering 
to the ‘Being Fair’ and principles, this has been demonstrated by an increase in the 
number of incidents reported, with a 21% increase from 2024/25 (555 incidents to 
700 incidents). We had no incidents requiring a Patient Safety Incident Investigation 
in 2025/26. This year we have added compliments to our digital reporting system; this 
enables real time feedback to staff. With our focus having been on our move to the 
new Hospice, we have delayed our appointment of a patient safety partner. However, 
we engage with our volunteers, patients and families via other means including our 
Clinical Governance committee attended by volunteer Trustees with a breadth of 
experience and via our engagement groups. We hold monthly patient safety meetings 
and quarterly quality improvement forums for staff to share their improvement work 
and to close the loop on findings from audits and patient safety incidents.   

Patient safety

We planned: to continue to develop our person and family centred individualised 
approach, and to appoint an equity and diversity lead to help us in this aim; to 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;  
to provide training on cultural competence to our staff, a working party to strengthen 
our focus on working with people with learning disability, and review our patient and 
family engagement forum to ensure that we are hearing the voices of people who  
need our services. 

We have: continued to provide an individualised approach consistently using holistic 
assessments across all our services, and a tool which we developed called the Story 

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     

18

Our nursing teams operate in localities which enables effective working within Place 
and Neighbourhood and with our Phyllis Tuckwell multi-disciplinary teams and 
community partners.   

Our Living Well service has continued with the similar levels of activity but fewer 
referrals this year, in likelihood due to only operating from one site which makes it less 
accessible for some parts of our catchment. 
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of Me, which is embedded in our In-Patient Unit and in our 
Living Well Services. We have strengthened this by developing 
a person-centred nursing assessment tool, which we will trial 
on our IPU during 2026/27.  We have appointed a patient and 
family advisor to support a project supporting families during 
transitions of care, they provided advice and support about 
practical, financial and emotional issues to 226 families over 
a six month period; this has been very well received with 70 
carers providing feedback with themes including gratitude for 
proactive contact, emotional reassurance, help with clarity and 
confidence, and feeling supported and listened to. 

We have appointed an equity, diversity and inclusion (EDI) lead 
who has facilitated conversations and development sessions with 
the Board to help ensure EDI is embedded strategically across the 
organisation. The EDI lead has also been working collaboratively 
with teams across the organisation to strengthen and embed 
inclusive practices within our services and ways of working. 
This includes providing educational material, and supporting 
staff to better understand one another, recognise and value our 
differences, and develop greater awareness of the diverse cultural, spiritual and 
individual needs of the patients and families we support.    

Our Patient and Family 
Support team builds 
relationships with community 
groups and partner 
organisations to help ensure 
we continue to develop our 
person and family centred 
individualised approach and 
to signpost. In 2025/26 we 
developed a pathway with 
local CABs for people requiring 
more complex financial advice. 

We initiated the use of the 
Edinburgh and Warwick 
wellbeing scale as a measure of mental wellbeing, focusing entirely on positive 
aspects of mental health, which we will continue to use as a pre and post measure 
for people receiving our support for an episode of care when they are in a period of 
stability. 

We commenced a Learning Disability Working Group as a forum for sharing and 
developing best practice for people with a learning disability who are approaching end 
of life, or who are carers or family members of people under our care.   

Our patient and family engagement groups have been invaluable in informing our work. 



Planned improvements 2026/27 

•	 Strengthen clinical partnerships, including with primary and secondary care 
providers, to enhance integration and co-ordination across the various services, 
identifying system wide improvements and enabling the delivery of seamless, 
person-centred care. This will include supporting the establishment and 
development of neighbourhood teams and attending those where we add value. 
Participating in Frimley, Hampshire and Hospice Clinical and Strategic Networks  
and implementing service improvement arising from network discussions.  

•	 Develop and evaluate new service models through targeted pilots, widening reach, 
improving equitable access, and supporting more people earlier in their end of life 
journey.

•	 Establish a project team to work towards digitising nursing documentation within 
the In-Patient Unit (IPU), reducing reliance on paper-based systems. This will be 
delivered primarily through EMIS, including the development of electronic care plans. 
The group will also explore whether the EMIS mobile on tablet devices could support 
real-time, point-of-care documentation. 

•	 Establish a multi-disciplinary working group to develop and implement 
meaningful visual reporting through improved graphs, charts, and trend analysis, 
utilising existing HR and patient data enabling clearer insight into impact, service 
effectiveness, quality and safety.  

•	 Review and update the Patient Safey Incident Response Framework (PSIRF) plan, 
learning from trends including skin integrity, responsiveness, compassion, visiting 
experiences and co-ordination between providers. Review any risk assessments 
written for the new Hospice once we have it.  

•	 Continue with our service developments, workforce planning and evolving ways of 
working to meet growing demand across: 
•	 The new IPU  
•	 Hospice at Home and Living Well services, including:  

•	 Embedding new ways of working as teams adapt to and optimise care delivery 
within the new Hospice environment 

•	 Delivering Living Well services across both the Hospice site and the Beacon 
Centre, ensuring accessible, flexible support across the two locations 

•	 Responsive, flexible care for people at end of life or with complex and 
escalating needs, delivered when it is most needed 

•	 Extending reach by engaging earlier, supporting more people, and improving 
access to care.  
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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 2025/26.

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

Research studies
Co-development of a peer-to-peer intervention to support healthcare assistants’ 
delivery of hospice care at home.  
This study looking is at the support needs of HCAs (health care assistants) when 
working, often independently, in patients’ homes delivering hands on care. Phyllis 
Tuckwell was selected as one of three sites taking part in this study which opened in 
July 2025. HCAs, nurse managers, team leads, educational leads have been invited to 
participate.  

Optimising care pathways for families living with Motor Neurone Disease. 
This is a qualitative study looking at three participant groups to participate in 
structured interviews. It aims to examine experiences of family carers as they support 
a person living with MND (plw MND), considering how they interact with a wide variety 
of health and social care staff. The aim is to understand if there are better ways to 
support family carers in what is a highly demanding role. Leicester University. The 
questionnaires are being circulated to people with MND; family, friends and carers of 
patients with MND; and health and social care staff supporting families with MND. 

We have also contributed to other research activities including: 
•	 Nursing Interventions in Palliative Care: Contributions to the Development of an 

Advanced Practice Model a Portuguese nurse. Profile of nurses providing palliative 
care in the community. Circulated to relevant healthcare professionals (HCPs) 
inviting them to participate.

Review of quality performance 
and statements of assurance 

Registration

Data

Research Phyllis Tuckwell has been involved in 
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Upcoming Studies 
Metabolic changes at end of life: METEL (Metabolites Towards the End of Life). This 
study aims to describe the dying process in patients with cancer which will help with 
prognostication at the end of life. By collecting urine samples from people with cancer 
in the last weeks of life and performing a metabolomics study, they hope to prove to 
answer the following research questions: 
1.	Which metabolites change during the dying process? 
2.	Are there different ways of dying? 
3.	Prediction modelling 

We have been selected to participate in this study and will commence the research in 
summer 2026.  

•	 Optimising the Virtual Hospice. A mixed-methods study of remote palliative care 
support covering quality improvement, patient experience and health economics. 
This project aims to understand and inform virtual and technology-enabled models 
of hospice care. A PT representative participated in a telephone survey. 

•	 An Exploration of Palliative Care Occupational Therapy in the UK. The aim of  
this study is to understand what Palliative Care Occupational Therapy looks  
like in the United Kingdom and what the role entails. Survey circulated to  
occupational therapists. 

•	 Perspectives on PROMs in palliative care for heart failure (PROMPT).   
This study explores the views on the use of patient-reported outcome measures 
(PROMs) in patients with heart failure to assess their palliative care needs. A set of 
recommendations for practice will be developed. Circulated to relevant HCPs and a 
PT HCP participated in an online interview.  

•	 Healthcare professionals’ experience of Access to Medication for people on Virtual 
Wards who are in their last year of life (ActMed-VW). Circulated to relevant HCPs 
inviting them to participate. 

•	 Survey exploring healthcare professionals’ views on the practicalities, 
acceptability, barriers and facilitators to family member/unpaid carer 
administration of as-needed subcutaneous medication for common symptoms 
which may occur in the last days of life to patients in the community. Circulated to 
relevant HCPs inviting them to participate administration medication is a vital for 
last-days-of Community Health care professionals. 
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•	 Omeprazole administration via short subcutaneous infusion Derrick R, Seton-Jones 
C. BMJ Supportive & Palliative Care 2025;0:1–2. doi:10.1136/spcare-2025-005561 

•	 A novel sustainable simulation and procedural skills programme enhancing palliative 
medicine training. Sabrina Vitello, Theresa Tammy Tran, Sam Fung, Simon Tavabie. 
European Association of palliative care EAPC conference, Helsinki May 2025.  

•	 Using an Extended Virtual Reality Demonstration to Build a Business Case for 
Provision in a Hospice Setting. Beth Taverner. Hospice UK conference Nov 2025.  

•	 Anticipatory prescribing recommendations for patients approaching end of life. 
Annabelle Grisdale and Sophie Lines. Hospice UK conference Nov 2025.  

•	 Respect forms completion: A reaudit in 2024. Jack Leung. Hospice UK conference 
Nov 2025.  

•	 Priorities and Planning for EOL-Care Home EOL Care Support and Education Project. 
Nicola Harding. Hospice UK conference Nov 2025.  

•	 Living Well with Illness and the Creative Programme. Rachel Copes. Hospice UK 
conference Nov 2025.  

•	 IPOS Analysis of a Hospice Community Team. Jo Vriens and Jane Ryman. Palliative 
Care Congress March 2026.  

Posters and Publications 
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ReSPECT (Recommended Summary Plan for Emergency Care and 

Treatment) is a process which creates “personalised recommendations 

for a person’s clinical care and treatment in a future emergency in which 

they are unable to make or express choices”. 
It has been in use in Guildford and Waverley hospital and community settings since 

2019 and is due to be rolled out across the Frimley ICS from Summer 2021. PT 

staff have had training in the ReSPECT process and should be familiar with both 

completing and interpreting these forms. There may be version 2 or version 3 forms 

in use across the region, but the principles of completion apply to either form.

This is a re-audit of the data as of April 2024. The most recent audit was done in  

April 2022.

A search of the EMIS database revealed 192 patients were coded as having a ReSPECT form 

in place, but 17 patients’ codes were repeated, so in total 175 individual patients’ codes were 

identified. Review of the notes showed in 6 cases there was no copy of the ReSPECT form visible; in 

5 cases the page 2 of the form was missed; in 1 case most parts of the form were not completed.

163 ReSPECT forms were seen and reviewed - of these 13 were completed by hospital doctors, 

31 by GPs or primary care paramedics, and 119 by Phyllis Tuckwell staff - 84 by clinical nurse 

specialists (CNSs) and 35 by doctors.Of the 119 ReSPECT forms completed by PT:• 117/119 (98.3%) had demographic details completed correctly (1 had no NHS number and 1 had 

incomplete address).• 119/119 (100%) were legible and unambiguous.
• 119/119 (100%) forms were signed and dated by the clinician.
• 119/119 (100%) had relevant information related to clinical problems.

• 118/119 (99.2%) had documentation of preferences and priorities for future care.

• 119/119 (100%) had specific clinical recommendations documented.

• 119/119 (100%) had mental capacity documented on the form.
• 108/119 (90.8%) had documentation related to whether a LPA was in place.

• Senior responsible clinician signed in 106/119 (89.1%).
• Review at change of care setting - this was rarely documented as done (only 3/119, 2.5%) but there 

were 50/119 (42%) cases with more than one ReSPECT form.
• 57/119 (47.9%) had documentation on “what matters to me in decision about my treatment and 

care in emergency”.

There were more than double the numbers of ReSPECT forms identified on PT patients than when the audit was initially completed in 2022 – 58 v 119 in 2024.

Generally, the PT reviews showed an incredibly high level of quality of completion of ReSPECT forms by PT clinicians.

There was significant improvement on ‘documentation related to whether a LPA was in place’ from 62% in 2022 increased to 91% in 2024.

There was also satisfactory improvement on the numbers of ‘senior responsible clinician signed’ from 69% in 2022 increased to 89% in 2024. This is likely partly due to the training delivered to CNSs to enable 

them to be competent to sign off as “senior responsible clinician”.
The ‘review at change of care setting’ still has a very low figure in both audits (5% in 2022 and 3% in 2024). However, I have reviewed all the forms again and found that 42% of the cases have more than one 

ReSPECT form, which means that the forms had not been reviewed in the original form but updated in a new form. Moreover, some patients’ forms did not need to be reviewed if their clinical scenario had not 

changed. The low figure in this area doesn’t mean the review was not done when necessary. It is likely that the low figure is due to either review done in a new form or no clinical reason for a review. 
Share results of audit with medical and CNS teams at operational team meetings, with attention to reinforcing information about LPAs and the need to 

review on discharge from hospital or moving into a care home.
Continue to provide robust training at level 3B to CNSs to encourage high quality completion of ReSPECT forms.

Background 

These have been adapted from “Ten Top Tips for GPs having ReSPECT 

conversations” on Resus council website, and “How to complete a ReSPECT 

form - Quick guide for clinicians” produced by Derbyshire Alliance for End of 

Life care.
• All demographic details completed correctly (section 1).
• All entries must be legible and unambiguous.
• The form is a summary of the discussion and must be dated and signed by the clinician 

completing the form (section 1 and 7).• The person’s main clinical problems and how they might change should be discussed and 

recorded in section 2.• The person’s preferences and priorities for their future care and treatment should be recorded in 

section 3.
• Specific recommendations for clinical emergency care should be recorded in section 4 including 

either for CPR or DNACPR which should be signed by the clinician.
• Mental capacity should be documented as should the names of those involved in making the plan 

(section 5 and 6).• Form signed by senior responsible clinician (in PT staff this will be consultant or senior specialty 

doctor or CNS - PT guidance changed to reflect this).
• The form is reviewed when the person changes care setting.
The above standards should be met 100% of the time.

Standards

Results 

Discussion

Suggested Action Plan

Audit of Completion of ReSPECT Forms by Phyllis Tuckwell (PT) Staff, for Patients 
Known to PT - re-audit April 2024 Author: Jack Leung (specialty doctor) jack.leung@pth.org.uk 

Aims
• To quantify the number of ReSPECT forms completed 
by PT for our patient group.• To review the quality of information provided on the 

ReSPECT forms with reference to the standards below.
• To identify areas for improvement which can be shared 
with clinical staff and improve future practice.

Method
All patients coded as having a ReSPECT form 
in place on their electronic records will be 
identified by the IT database co-ordinator. 
The investigator will review the electronic notes and 
identify copies of ReSPECT forms to review the clinical 
information available and complete the proforma in 
Appendix 3.

Compare the results of audit between 2022 and 2024

Compare the results of audit between 2022 and 2024

Audit of the quality of Anticipatory 

Prescribing Recommendations provided 

by Phyllis Tuckwell Community team
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The Community Palliative Care Team at Phyllis Tuckwell (PT) regularly provides anticipatory prescribing recommendations for patients approaching end 

of life. 
These are typically communicated to the patient’s GP. NICE Quality Standard 144 (2015) outlines key factors clinicians should consider when recommending such prescriptions, 

including symptom likelihood, clinical risks, medication benefits, and accessibility based on the care setting.

To assess whether PT’s anticipatory prescribing recommendations align with NICE, PCF8, and PT prescribing guidelines.

PT’s anticipatory prescribing recommendations are largely compliant with national and local guidelines, demonstrating strong clinical awareness.

Improvements could be made in aligning timing of recommendations and encouraging the use of calculated Creatinine Clearance for safer prescribing in renal impairment.

A retrospective review was conducted of all patients under PT community 

care who died between 01/02/24 and 31/3/25. 

Key data included GP surgery, date of death, timing of recommendations, and clinical 

appropriateness of medications (opioids, antiemetics, sedatives, anti-secretory agents), 

especially in patients with renal/hepatic impairment.

• Evaluate adherence to PT guidance on opioid prescribing.

• Assess prescribing in the context of renal/hepatic impairment.

• Review prescribing considerations for patients with Parkinson’s/ 

Lewy Body Dementia.

We reviewed 169 patients’ notes:

Background 

Aim 

Method 
Objectives 

Results 

Conclusion 

Authors: Annabelle Grisdale (senior clinical nurse specialist) annabelle.grisdale@pth.org.uk

Sophie Lines (senior clinical nurse specialist) sophie.lines@pth.org.uk

51had anticipatory guidance 

sent to their GP

59 days
Average time from 
recommendation 

to death

Three patients (6%)
did not have an appropriate opioid recommended, this 

was due to renal impairment; two were just below our 

Creatinine Clearance threshold (CrCl 29) and in the 

third patient (CrCL 23) the prescriber was concerned 

they could not obtain alfentanil so used oxycodone.

100% compliance
in the use of cyclizine for nausea and vomiting in the  

6 patients with Parkinson’s Disease/Lewy Body Dementia.

One patient had haloperidol prescribed when they had seizures  
which isn’t recommended as it lowers the seizure threshold.

49% 51%

Yes No

Creatinine Clearance 
Calculated

Yes No

Appropriate  
Anti-emetic

98%

2%

Yes No

Appropriate Opioid 
Recommended
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Parkinson’s 
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1 Burridge N, Sillence A, Teape L, Clark B, Bruce E, Armoogum J, Leloch D, Spathis A, Etkind S. Virtual reality reduces anxiety and pain in acute hospital palliative care: service evaluation. BMJ Support Palliat Care. 

2025 Apr 30;15(3):387-390. doi: 10.1136/spcare-2023-004572. PMID: 37709365.

• Patients found the VR beneficial and 
symptom burden reduced immediately 
post sessions.

• Staff found system simple to use.

• The pilot provided evidence to secure 
funding to lease a VR kit for two years. 

• Liaise with VR company regarding trialling improved hardware to reduce pixelation issues.

• Embed the use of VR within the IPU and Living Well services. 

• Train and maintain competency and confidence of multiple members of staff to complete VR sessions.

• Refine the risk assessment.

There is increasing evidence for the use of Virtual Reality (VR) within 

palliative care for non-pharmacological symptom management and 

wellbeing. 
A pilot by the palliative care team at Addenbrookes1 showed significant 

improvement in both anxiety and pain scoring pre and post VR session.

Background 
• Free 12-week demonstration to pilot VR. 

• Three members of the Therapy team were trained by Rescape 

staff in the use of the equipment. 

• Potential patients were identified at the In-Patient Unit (IPU)  

multi-disciplinary team meetings and handovers, risk 
assessments and consent completed by the project lead. 

• Patients attending Living Well outpatient sessions were 
identified as suitable candidates for the pilot. 

• Patients given choice of experiences from a range of  
pre-programmed VR programmes. 

• Each session lasted between four and eight minutes. 

• Patients answered questions relating to symptom burden using a four-point system of smiley 

faces with descriptive wording both pre and post the session.

Methods

• Excessive risk assessment process.

• Finding appropriate patients on IPU - many excluded on grounds of nausea, confusion, delirium,  

and seizures.
• Time for staff to complete the sessions. This was due to capacity in service and location.

• Some staff trained, but not available to complete sessions and then lost skills and confidence.

• Multiple patients commented on the pixelation of some of the experiences.

Challenges Conclusions

Future Plans

Virtual Reality, Real Impact: Making  
the Business Case for Virtual Reality  
in Hospice Care Setting
Author: Beth Taverner (occupational therapist) beth.taverner@pth.org.uk

Aim
To ascertain whether VR experiences provide a reduction in symptom burden through  

non-pharmacological means for patients being treated by Phyllis Tuckwell.

Results

21 sessions were completed during the trial. Eight patients in the  

Living Well service took part; six on the IPU.
Average score reduction:
• Do you feel depressed/low in mood? - 40.9% average reduction in score. 

• How much is pain affecting you? - 22.2% average reduction in score. 

• How much is shortness of breath affecting you? - 52.4% average reduction in score.

• Do you feel at peace? - average of 33.3% reduction in average score.

• Do you feel anxious about your illness or treatment? - average of 40% reduction in score. 

100% of participants reported they would be happy to have another session. Although one later 

reported to other staff that he would not complete again.

How much is shortness of breath affecting you?
How much is pain affecting you?

Do you feel depressed/low in mood?

Do you feel at peace? Do you feel anxious about your illness/treatment?

“Absolutely wonderful, it 
makes you feel contented”

“For me, that’s what I used to like doing. 

Brought back some good memories.  

As near as perfect as you can get”

“I suppose I didn’t think 

about the pain”

“I feel quite  
lifted”
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Palliative care outcome measures are collected by 76% of UK Hospices 

and Palliative Care Teams1. At Phyllis Tuckwell, we collect a number 

of outcome measures including: the Australia-modified Karnofsky 

Performance Scale (AKPS)2; the Phase of Illness (PoI)3; the Integrated 

Palliative Care Outcome Scale (IPOS)4.

IPOS’ are sent out via the post before or at the first face-to-face meeting. A second 

IPOS is sent out approximately 4 weeks later.

During this time period 523 patients were referred to the community service and 519 were 

accepted. Of these accepted patients 184 (36%) completed one IPOS, 63 (12%) completed two 

IPOS’ and 44 (9%) completed every item on the two IPOS’. 

The patients’ AKPS and PoI change over time showed that patients’ overall health was declining 

as expected due to their underlying diagnosis, but despite this the number of unstable patients 

reduced and there was evidence of reduced symptom burden.

The number of main problems or any additional symptoms patient’s listed on their IPOS reduced 

significantly. 

IPOS total score analysis showed 45% of patients improved and therefore their symptom burden 

reduced, and when including those with no change in their score, then 61% of patients either 

improved or remained the same despite their worsening overall health.

The number of patients rating certain symptoms 2-4 / 4 (most severe) reduced between 1st and 2nd 

IPOS’ in categories such as pain (47% v 37%), vomiting (14% v 3%), feeling worried (58% v 40%), and 

family anxiety (88%v 77%).

Most patients (60%) completed their first IPOS within 2 weeks of referral to Phyllis 

Tuckwell, and their results likely represent the level of symptom distress at the time of 

referral. But 70% of patients completed their second IPOS between 1-4 weeks later.  

This may not have been enough time for the patients to have benefited from the full 

range of hospice care interventions.

The results in the report show the symptom burden experienced by these patients improved even in this short time, see separate graphs “Any Improvement”, “Total Score” and 

“Number of Main Problems and Additional Symptoms” below. 

Background 

Results 

Conclusions

IPOS Analysis of a Hospice Care 

Community Team 

Authors:  
Dr Jo Vriens (research consultant in palliative medicine) jo.vriens@pth.org.uk 

Jane Ryman (research nurse) jane.ryman@pth.org.uk

Method

We performed a retrospective analysis of the Hospice at Home service over a 4-month time period.

The total score on each IPOS can be compared for patients who answered all questions on two IPOS’. Those with 

a negative score improved by that amount, those with a positive score had worsening symptoms by that amount.

Number of patients that got better or worse by any amount or remained unchanged for each item on the two IPOS’.

Patients can list their main problems or add any additional symptoms on 

the IPOS. This graph shows that on the 2nd IPOS the number of listed main 

problems or additional symptoms reduced.

Total Score

Any Improvement

Number of Main Problems and Additional Symptoms

Living Well Programme 
The Creation of a Tailored Service
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Post-Covid, we wanted to change our previous 
‘Day Hospice’ model and develop a Living Well 
(LW) programme supporting patients earlier in 
their trajectory, and offering an individualised 
programme of support.

To develop patient-focused services, giving our 
patients the tools and support needed to live as 
well as possible, for as long as possible, and to 
offer practical and emotional support to carers. 

The LW programme continues to evolve with input from our 
patients and carer groups.
It is a mix of online and face-to-face, planned 8-week programmes, one-offs and drop-in sessions which encompass all their holistic needs, to ensure they continue to live full, active lives, for as long as possible.

Patients are assessed on referral using the 
Integrated Palliative care Outcome Scale (IPOS) to 
support a holistic assessment. Based on their needs, 
patients are offered a choice of LW groups and 
supported by a range of healthcare professionals. 
The LW programme includes face-to-face and online support groups, including two 8-week programmes; ‘Living Well with Illness’ and the ‘Creative’ programme; and Art, Exercise, Breathlessness, Adapted Seated Tai Chi, Social & Therapeutic Horticulture groups, online Guided Relaxations as well as drop-in sessions, and a range of one-off event days.
Support for Carers includes coffee drop-ins, pamper days, and a 6-week online programme, covering future planning, coping strategies and what to expect when their loved one is dying.  
The IPOS questionnaire is used to monitor the ongoing and changing needs of  our patients.
The LW programme has been designed and modified based on patient feedback  and their needs, and their involvement is encouraged in planning our sessions.

We have had great feedback from patients and carers about the service, as well as IPOS analysis showing improved outcomes in physical and psychological wellbeing.

Background 

Aim 

Method 

Results 

Conclusion 

Author: Rachel Copes (Living Well sister) rachel.copes@pth.org.uk

“Coming here has given me a reason to continue living.”

Number of participants completing 1st IPOS: 16 = 100%

Patients functionally deteriorated (AKPS scores), as expected, over the course of the group.

Despite functional deterioration, IPOS scores improved for many patients attending  the group. 
Some of the greatest improvements were psychological scores; patients feeling at peace, less depressed or anxious. Pain scores also reduced over the 8-week course, however the burden from constipation increased; potentially due to increased opioid analgesics.

“I feel more in control of myself and have 
learnt new ways of coping with my mood.”

“They made me feel important and heard. 
I have made new friends.”
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Enabling high quality end of life care (EOLC) for care home residents is essential, preferably enabling 

the resident to remain in the care home at end of life (EOL). Key requirements include recognising 

dying, advance care planning (ACP), and staff being supported with education and training.

26 x 90-minute focus / support groups were delivered to 246 staff in 23 nursing homes to explore 

delivering EOLC, the REDMAP ACP framework, the SHADOW tool to help with early identification of 

the last year of life, and a planning checklist were introduced. The RNs were encouraged to attend 

additional education at their care homes and at Phyllis Tuckwell to increase their confidence in 

EOLC clinical decision making, and further support clinical skills competency attainment.

14 x 60-minute focus groups were facilitated in 13 residential homes (to 149 staff) introducing the 

same models, with carers encouraged to attend Phyllis Tuckwell’s current education programmes.

Two primary themes emerged from the focus group discussions:

1. Difficulty in recognising dying. 

2. Managing families’ expectations around care needs.  

Education Outcomes

• Subsequent increase in bespoke care home teaching for both RNs and non-registrants.

• 20 bespoke syringe pump teaching sessions delivered to 150 RNs.

Background 

Aims

Methods

Results 

Conclusion

Priorities and Planning for End of Life 

Using Education to Deliver Quality 

Improvements in a Care Home Setting 
Author: Nicola Harding (clinical educator) nicola.harding@pth.org.uk

• Care home staff to develop knowledge and skills to support residents to remain in the care  

home at EOL.
• Registered nurses (RNs) to develop competence to assess and manage EOL symptoms  

(including syringe pumps).

REDMAP is a 6-step guide to Future Care Planning conversations with people who are living with 

a serious illness, health conditions or disabilities that will get worse at some stage, or older people 

who are becoming more frail. Future care planning involves the person and the people who are 

close to them.

SHADOW should be used when the resident is first admitted to your home and whenever they 

appear to have failing health or change in any way that might concern you, the resident themselves 

or their friends/next of kin. It is really important, therefore, to appreciate the guide might need to be 

used on many occasions as your resident’s health changes over time.

This collaborative project was part of a series of interventions to support high quality care in care homes, resulting in a 35% decrease in 111 calls and 

hospital attendance of care home residents over this period. It enabled engagement with some care homes where there had previously been none,  

with an 80% increase in staff’s education uptake to increase their skills, competence and knowledge.  

Talking about Care Planning with REDMAP

Ready Can we talk about your health and care?

Who should be involved?

Expect What do you know? Do you want to tell/ask me about anything?

What has changed? Some people think about what might happen if...

Diagnosis What we know is... We don’t know... We are not sure...

I hope that, but I am worried about... It is possible that you might...

Do you have questions or worries we can talk about? 

Matters What is important to you and your family?

What would you like to be able to do? 

How would you like to be cared for?

Is there anything you don’t want?

What would (name) say about this situation, if we could ask them? Why?

Actions What we can do is... Options that can help are...

This will not help because... That does not work when...

Plan Let’s plan ahead for when/if...
Making some plans in advance helps people get better care.

REDMAP - SPICT

SHADOW - a tool for Care Homes

Themes Identified from the Focus Groups 

Septem
ber 2023

Marker Description
Scoring

S Surprise 
question

‘Would you be surprised if your resident were to die in the next few 

months, weeks, days?’
No = 1

H Hospital Your resident has attended and/or been admitted to hospital in 

recent weeks and months on more than one occasion.
Yes = 1

A less Active Your resident now stays in bed or chair for longer than they used to 

or are no longer able to walk.
Yes = 1

D Dependent Your resident is more dependent on others for their ADLs (activities 

of daily living) e.g. feeding, toileting, etc. 
Yes = 1

O Overall decline Staff/family have noticed a general progressive decline in the health 

of the resident, for example, increasingly withdrawn, showing lack of 

interest in food and drink over recent weeks and months.
Yes = 1

W Weight loss Your resident has lost weight over the past few weeks and months 

(10% or more over the past 6 months).
Yes = 1

A score of 1 or more should prompt a discussion

Recognising/diagnosing 
dying can be hard -  

especially  in residents with 
fluctuating dementia

 Relationships with  
GP surgeries are  
really important

Care Home recognising 
deterioration of resident 

but GP feeling it is too early 
to prescribe anticipatory 

medications

Families’ anxiety around 
symptom management 

Managing the families’ 
anxieties around diet/fluids/

nutritional needs at EOL 

ACP and planning is  
difficult when a resident  
or family member is not  

ready to talk

Complex family dynamics

Managing families’ 
expectations around  

care needs

Family members not 
accepting that a resident is 
starting the dying process 
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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. 

Our last report was published on 23rd June 2025 and showed that the standards were 
met. We will publish an updated version in June 2026. 

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.

Duty of Candour

Phyllis Tuckwell Data Security and Protection Toolkit 

Freedom to Speak Up and Whistleblowing  
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How we monitor the quality  
of care we provide 

The structures overseeing and supporting our quality of care are illustrated below: 

Clinical Governance Structure 

Learning from incidents is shared with staff and stakeholders, including via the Clinical 
Governance Sub-Committees, Patient Safety Committee, Feedback from individual 
incidents via our reporting system, a Phyllis Tuckwell publication, ‘Medicine Matters’ 
and ‘Quality Matters’ 
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There were 700 incidents reported in 2025/26 in comparison to 555 incidents reported 
in 2024/25. 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:  

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 
2025/26, most incidents did not reach the patient and were documentation errors.  
There were 151 medication incidents recorded as occurring on the In-Patient Unit, 18 
of these were low harm and none were either moderate or severe harm. Due to the 
increase in medication incidents, there has been a focus on learning and reflecting. 
There has been a further increase with many new staff starting. There will be a more 
detailed thematic review of medication incidents in 2025/26 to look at improving 
processes as most errors are documentation errors.  

There were 45 community medication incidents reported. Most of the incidents were 
no harm or near miss, or were low harm. Most of these incidents were reported by 
Phyllis Tuckwell staff but were out of our control, such as documentation errors with 
other providers.  

During 2025/26 there was one incident requiring a more in-depth learning response, 
which was an After Action Review.  

The three areas of focus identified in our PSIRF plan were medication incidents, falls 
and pressure ulcers.We have measured our performance against the following metrics:  

Quality markers 

Indicator 2025/26

All informal concerns (14) and complaints (10) 24

Patient safety incidents 700

Patient falls (IPU) 31

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) 

77 pressure ulcer incidents 
were reported, of these 43 

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

151
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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 and Steering Groups, 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 

Falls    
31 inpatient falls were reported during 2025/26, a reduction from 40 the previous 
year. 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. Falls prevention has now 
been embedded in the In-Patient Unit, the introduction of movement sensors along with 
early identification of risks and timely implementation of mitigations may have helped 
to reduce the number of falls. There were four repeated fallers and most falls resulted 
in low or no harm with one patient having moderate harm.   

There were five community recorded falls, all no harm. 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. The group supports the 
sharing of skills, information and oversees service developments related to falls 
prevention. Falls prevention is included in the risk management education session. 

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 an increase in reported pressure ulcers in 2025/26 on our IPU.  

There were 77 reported on the IPU. The majority were already present on admission. 43 
developed or worsened during the admission in comparison to 20 in 2024/25. This 
is a significant increase, we will monitor and focus on staff training and improving 
our approach to assessment and care planning in 2026/27, including by embedding 
Purpose T.  We have purchased new mattresses for our new Hospice and will continue 
to seek advice from tissue viability nurses as this is needed.  

There was a significant increase in pressure ulcers reported in the community: 107 
were reported which is a 25% increase on the previous year. The Community team does 
not lead on care of pressure ulcers and if discovered by Phyllis Tuckwell staff they are 
immediately reported to the Community Nursing teams.

Clinical audits
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quality evaluation results, making relevant recommendations and developing action 
plans to ensure the highest standards of care for our patients.    

Over the 2025/26 period, 28 local clinical audits were undertaken. These included 
those related to prescribing, recording of allergies, medication administration, inpatient 
falls, infection control, the use of bed rails, documentation, environment, housekeeping, 
hand hygiene, record-keeping and our care of pressure ulcers. There was also an audit 
completed on the outcomes of the virtual ward, which positively demonstrated its 
symptom management and ability to prevent hospital admissions.  

In 2025/26 we launched the NHS cleaning standards. This has included the use 
of iPads by our housekeeping staff to record daily cleaning schedules. In Q4 we 
completed regular monthly audits on our In-Patient Unit and the efficacy audit was 
completed in January 2026 with follow up in February 2026. The In-Patient Unit 
consistently scores a five-star rating.  

We had a strong focus on improving the quality of documentation in medical records, 
including via a bespoke training programme developed and delivered by our Education 
team. We are pleased that that subsequent documentation audits have demonstrated 
an improvement in the compliance of both written and EMIS documentation against 
standards. 

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 
was audited in June 2025 with 86% 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. There are no plans to repeat the audit as there is now a 
robust system in place in the community, with the community equipment suppliers to 
record risk assessments and a database of patients with bedrails in our community 
area.

IPC audits have continued alongside the implementation of the cleaning standards 
audit. The cleaning standards audits have been completed monthly from January 2026 
with consistent 5-star ratings. The Frimley IPC team are commissioned to provide 
expert IPC advice and visited the new Hospice in April to offer IPC advice on our new 
Hospice. We have implemented their recommendations they will re audit once we are 
settled in the new Hospice. 

During 2025/26 quarterly CD audits have been completed in line with National 
Standards and the Gosport enquiry. All showed good compliance, with some minor 
recording discrepancies in 2026/27. Our biennial audit of the use of end of life 
medications will be repeated in September 2026. 

Infection Prevention & Control (IPC) Environmental Audit  

IPU Controlled Drug (CD) Checks   
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The actions from our 2025/26 audits will guide improvement work in 2026/27. There 
has been a new process shared in relation on the recording of allergies; this will be 
re-audited to ensure there is more compliance. There was 75% compliance with use 
of the new Purpose T screening tool for skin integrity and we noticed an increase 
in pressure ulcer incidents; this will therefore be an area of focus this year.  Further 
training and educational updates have been planned, and this will be re-audited. The 
audit on inpatient falls demonstrated that there was incomplete documentation of the 
safety measures that had been put in place pre- fall. This was shared with the team 
and risk management training was updated to reflect what was needed. A further audit 
will be undertaken in the new Hospice. There were areas of noncompliance with a 
nutritional screening tool audit; a digital solution to this is being explored so this can be 
captured more appropriately.  

During 2025/26, 136 safeguarding interventions 
were provided. This diagram indicates the nature 
of these. 25 were reported to the Multi-Agency 
Safeguarding Hub. 

Learning from audits and practice  

Safeguarding

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 when a 
stock balance error has been identified. There was one incident that the controlled drug 
accountable officer reported to the national team (in addition to standard 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.   

In line with the Gosport recommendations, our Gosport Learning and assurance 
document was completed and shared with the medicines management team. This was 
done alongside the CQC CD self-assessment tool and we were compliant in all areas.  

25
18%

39
29%

72
53%

Prevention

Early Intervention

Safeguarding
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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 for five years 
running, including this 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 2025 and 30th September 2025).   

This is the first time we have been able to 
survey relatives whose loved one died on 
the IPU. Therefore there is no comparison 
with the year before. The IPU data is very 
impressive with high satisfaction scores 
across all 17 questions. The percentage of 
satisfied plus very satisfied was in the high 
80s to mid 90s. We performed better than 
the national average in 16 questions out of 
the 17 questions. We scored 100% for the 
question about meeting with the Palliative 
Care Team to discuss the patient’s condition and plan of care. Whilst we are delighted 
about these results, it is important to note that they have come from a small number of 
responders (just 19). 

The community results indicate generally positive feedback, with the majority of 
respondents reporting satisfaction with the service. However, there has been a 
decline in this year’s overall satisfaction level across many questions (i.e. percentage 
of satisfied and very satisfied respondents) compared to last year’s results. This is 
because the data for IPU respondents was mixed in with the community data last year 
through an administration error. On the IPU there is intensive around-the-clock support, 
and this results in higher satisfaction scores. 

With regards to our community data, we still outperformed the national average (when 
looking at very satisfied and very satisfied respondents) in several areas. These areas 
comprised the way the family was included in treatment and care decisions, the 
information given about the patient’s condition and the support and care provided by 
staff. Again, the number of responders was low at 32. 

We also received 13 verbatim comments from relatives associated with the IPU and 24 
verbatim comments from relatives whose loved one was cared for in the community. 
The vast majority of them were positive, including such lovely comments as those on 
the page opposite. 

Service user feedback 

30



We received a few negative comments. The themes in the negative comments include 
timely symptom management including access to end of life medications and syringe 
drivers, and wanting more home visits from our doctors.   

At the time of writing, the 2025 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.   

The team were professional, kind, friendly and helpful. They offered a number 
of “waking” nights to us which were much appreciated, giving us a break and 
feeling of not being alone, or leaving mum alone. My 97 year old mum died in 
her own home/an annexe in our garden which was what she wished. Thank you 
Phyllis Tuckwell and all your lovely professional staff. [community relative] 

The team who looked after my husband, who was only 38, were incredible. I’m so grateful for 
their love and support. They treated my husband and myself and our 10 year old daughter as 
if we were their own family in what was the most horrific time in our lives, they were angels 
and I wish I had the strength to go back and thanks each and every on of them. I hope they 

know how much their kindness and love is appreciated. Angels all of them [IPU relative] 

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.

What patients and families say about the services they receive 

During 2025/26, 10 complaints and 14 concerns were received. Concerns are managed 
compassionately by the person they were reported to, with an apology and often 
without the need of a formal written response. Where a family identify that it would be 
helpful concerns are followed up in writing.   

We actively engage patients, families and staff involved in complaints to ensure that 
we are effectively learning from them. The offer of a meeting with the registered 
manager, deputy director for nursing and quality and senior clinicians including the 
medical director is made and followed up so that we can understand and discuss what 
happened, why decisions were made, and offer compassionate support.   

Complaints and concerns are captured on our database, investigated and reviewed for 
learning via our oversight and working groups. 

Complaints 
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The themes and learning from complaints and concerns were:  

Not being able to access IPU 
There was one concern and one complaint from bereaved relatives where a person 
was unable to access the IPU following a referral. One patient sadly died at home and 
one in hospital when this was not their preferred place of death. We have a transparent 
multi-disciplinary approach to admissions, however sadly 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.  

Insufficient support for community patients and families  
There were two concerns and two complaints about not receiving enough support. One 
of these was in relation to out-of-hours, while the other was due to not enough visits, or 
telephone calls instead of visits.  

Relatives understandably express concerns when they do not receive the support 
or response that they need, especially as they approach the end of life, when family 
members are more symptomatic, and when carers have multiple stressors.  

We have increased our number of responsive visits this year and enhanced our 
approach to co-ordinated care via our hub and our daily calls with district nursing 
colleagues, other partners as needed, and via the shared medical records. We 
recognise that a timely response to a family when their needs rapidly change is 
paramount, we will continue to focus on developing our Hospice at Home service, 
aiming to continue to provide co-ordinated care via effective multi-disciplinary team 
working internally and with other providers.  

Communication 
There were three concerns related to how staff interacted and communicated with 
patients and families in their own homes. They were related to not being listened to 
and that the tone of the communicating didn’t meet needs. The patients and families 
met with the deputy director for nursing and apologies were given.  

There were two other concerns related to communication, one where a friend 
contacted the nursing home rather than Phyllis Tuckwell and one where the staff 
member didn’t follow up on something they had committed to doing. Where concerns 
are raised about staff, they are followed up with the staff involved, using the ‘being fair,’ 
framework and the PSRIF principle of compassionate engagement and involvement. 

Continuing Health Care (CHC) Funding 
An important aspect of our work is to ensure that patients and families can access the 
care they need at the end of life. Our support is always offered in partnership with other 
providers including CHC; there is high demand for this provision and applications need 
to be thorough with one organisation taking the lead. We had one complaint about not 
completing a fast track in a timely way and another which was a joint response with a 
community nursing team provider. 

Care Concerns 
There were three concerns in relation to care. One that their family member did not 
have the correct medication dose; this was identified the following day and was 
attributed to communication via discharge paperwork. PT now has access to hospital 
records for one acute provider; the risk of this re-occurring is therefore reduced. Review 32



of these concerns highlights the importance of compassionate communication, 
maintaining dignity and privacy, and supporting patients and families during periods of 
rapid deterioration and changing care needs.  

Two complaints and one concern were received relating to families feeling unprepared 
for the death of their loved one. Reviews identified that patients had experienced 
expected natural deterioration associated with advanced illness.   

Learning from these cases has highlighted the importance of clear, compassionate 
and ongoing communication with families regarding the uncertainty of prognosis 
for patients receiving hospice care. This has informed discussions with clinical 
teams to strengthen conversations around deterioration, uncertainty and end of life 
expectations, ensuring families feel as informed and supported as possible. 

Missing Property  
One concern related to property that went missing on the In-Patient Unit, we have 
reinforced the need for documentation of property to ensure its safe keeping.  

There were 425 compliments recorded in 2025/26, compared to 347 compliments 
recorded during 2024/25. Compliments have been collated based on feedback on 
cards, by email, phone or via our Have your Say mechanisms. 

Examples of compliments are: 

Compliments  

“Dear all at Phyllis Tuckwell, thank you so 
very much for all your love, kindness, medical 
support and helping us as a family immensely. 
We are so grateful for the care you provided 

to XXX during his final days.” IPU card 

“Thank you so much for all your care 
and compassion looking after XXX during 
his final days. Your professionalism and 
kindness helped navigate this difficult time for us as a family.” IPU card

“To all the Phyllis Tuckwell Ward, my whole family, but especially my daughter and I, thank you so 
much for your professional care, patience and devotion as shown to XXX, our son and brother.  

You made his last days dignified, comfortable and peaceful, God bless you all.” IPU Card 

 I just wanted to thank you for the 
exceptional care you gave to VS. As a 
retired practice nurse, she was always 
very grateful for your expertise and 

support. Thank you for enabling her to 
have a peaceful death at home with her 
family which is what she always wanted. 

Thanks, xxxx Community team

To all the brilliant staff at the Beacon. Our 
sincere thanks for all your kindness, support 
and help for xxxx  We are so grateful to 

you all.  xxx loved coming to the centre and 
this kept her going for some time.  From the 
minute we arrived, nothing but kindness and 

love.  We will always remember you. 
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“To all the Phyllis Tuckwell staff, especially Dr XXXXX, nurse XXXXX, physio XXX and OTs XXXXX and XXXXX for all your support in helping to look after XXXX. Without that I’m sure he wouldn’t have been able to enjoy a very special family Christmas in Kent, giving us all fabulous memories or to see the arrival of our newest twin grandchildren just five days before he passed peacefully at home surrounded by his family. We will be forever thankful” 
Community team

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 2025/26, we received 146 responses compared to 102 in 2024/25. 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 2025 - March 
2026. 

Feedback about our services 

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

Did staff introduce themselves? 99% 1% 0% 0% 0%

Did you feel you were given 
sufficient information? 94% 1% 0% 0% 5%

Do you feel confidence in the 
staff providing your care? 98% 0% 1% 0% 1%

Have you received a patient 
information pack/brochure? 89% 8% 1% 0% 2%

Were we responsive to your 
needs at the time? 97% 2% 0.5% 0% 0.5%

Were you treated with dignity 
and respect? 100% 0% 0% 0% 0%

“The support given was amazing.  Gave 
me the reassurances I needed, and I feel 

better in myself as a result.  All staff go 
above and beyond.  Absolutely brilliant!” 

To Phyllis Tuckwell, XXXXX & Team, you are truly 

amazing people.  What on earth would the world 

do without people like you!  Me & my family can’t 

thank you enough.  Mum was so comfortable at 

the end and with your help she was able to be at 

home, surrounded by love.  We thank all the caring 

nurses that came in the weeks before (sorry, I 

can’t remember all their names) But a huge thanks 

you to xxxxx who sat through the last night w
ith 

her. We’ll be doing some fundraising for you, as 

much as possible.  Community team
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We hosted three engagement groups this year with 26 attendees; they alternate 
between those for current patients and carers, and bereaved family members and 
carers. 

Findings have been shared with the senior leadership team and clinical governance 
committee and are referenced to inform service developments. They have provided a 
rich and broad source of information for learning, including their suggestions about 
how, for example: we could ensure that the new Hospice is welcoming, that services 
are inclusive, and that bereavement information and support is fit for purpose. Specific 
examples include that warm, homely, accessible, welcoming environment with nature 
themes is important for the new Hospice; that families want enhanced communication 
during transitions of care (especially in and out of hospital); that they would like 
bereavement information in both digital and paper formats; for financial benefits 
guidance to be strengthened; expanded patient and carer education (e.g. open-access 
sessions, videos); for written information to be reinforced with human and face-
to-face contact; early and ongoing support for carers; and our continued focus on 
compassionate, personalised care.  

They also expressed their view that joined up care between services, clarification of 
roles and access to medications was important to them.

These themes have been and will continue to be areas of focus for us.

Engagement groups 

We routinely request feedback about our Living Well activities, and in 2025/26 we 
received 87 responses. The overall experience of Living Well was good and very good.

Living Well patient and carer involvement 

Question % Very good % Good % Neither 
good or poor

Unanswered

Felt supported in face-to-face 
groups 76% 22% 2% 0%

The group helped manage  
my health and wellbeing

63% 28% 8% 1%

Was the information given 
sufficient? 69% 25% 6% 0%

Were you treated with dignity and 
respect?

87% 13% 0% 0%
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Our workforce is at the heart of everything we do, enabling us to deliver safe, 
compassionate and high-quality patient care every day. We are proud of the dedication, 
professionalism and commitment shown by our staff, volunteers and teams across all 
clinical and support services, ensuring patients receive the best possible care. 

To support our staff’s Health and Wellbeing (H&W) we have offered leaders and H&W 
Champions workshops to develop their confidence and skills to support having health 
and wellbeing conversations at work. 

We have offered seated 20-minute massages to staff across all our sites, held a 
workshop on menopause with a menopause specialist and our H&W champions 
circulate posters related to health and wellbeing as reminders of ways to look after 
ourselves. 

We also have the support of an external occupational health provider, and 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. 

Our Social Committee has organised a number of events throughout the year, including 
a summer party for staff and their families, a Christmas buffet, and a Valentine’s 
celebration. These events provide opportunities for colleagues to come together 
and strengthen relationships across teams, creating a more connected and inclusive 
working environment.  

The initiatives to support our people continue to be discussed at the People Board Sub-
Committee.   

Our people

Our team
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This year, we participated in the Birdsong 
Survey, in collaboration with Hospice 
UK. The results were positive, with PT 
performing either better than, or in line 
with other hospices. Findings were 
shared with the Board and cascaded 
across all teams to ensure colleagues 
understood how we compared with other 
hospices, recognised areas of strength, 
and identified opportunities for further 
improvement. Staff feedback, discussions and the identification of themes have 
been central to this process, helping us better understand what matters most to our 
people and what changes would have the greatest impact. Actions arising from the 
survey, such as looking at how we can further improve sustainability and thanking 
those that have gone the extra mile, are being initiated and/or progressed across the 
organisation. 

We also invited all staff who wished to be involved, to participate in a series of 
workshops focused on translating our new organisational values into a clear 
behavioural framework. Colleagues helped define what it looks like in practice when 
we are truly living our values, as well as identifying behaviours and actions that 
show where we need to improve. This inclusive approach ensured the framework 
was shaped by the experiences and perspectives of our people, creating a shared 
understanding and stronger sense of ownership across the organisation. 

Staff feedback 

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. 

What our Regulators say about Phyllis Tuckwell
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Commissioner statement from NHS Surrey and Sussex Integrated Care Board (ICB)
NHS Surrey and Sussex Integrated Care Board (ICB) welcomes the opportunity to 
comment on Phyllis Tuckwell Hospice Care’s Quality Account for 2025/26.

Overall, the ICB considers the Quality Account to provide a comprehensive and 
transparent overview of performance across specialist palliative and end of life care 
services. The report clearly reflects the organisation’s continued commitment to 
delivering compassionate, highquality, person-centred care for patients, families and 
carers across West Surrey and North-East Hampshire.

We recognise the significant achievement of maintaining and growing service delivery 
during a period of transition, including operating from temporary sites while preparing 
to move into a new purpose-built hospice. We would like to thank all staff and 
volunteers for their continued dedication in delivering high-quality care during a period 
of considerable organisational change and system-wide pressure.

Areas of notable achievement
Patient-centred palliative and end of life care
The ICB recognises the organisation’s strong focus on holistic, person and family-
centred care. Services across the In-Patient Unit, Hospice at Home and Living Well 
programmes demonstrate a clear commitment to supporting patient preferences, 
including enabling people to remain at home. Activity within Hospice at Home 
continues to grow, with increased referrals, responsive visits and virtual ward 
admissions. Notably, 444 patients were supported to die at home, reflecting strong 
support for patient choice.
Access, activity and system contribution
Phyllis Tuckwell has sustained service growth despite capacity constraints, including 
a 12% increase in people supported and consistently high inpatient occupancy (98%). 
Increased demand for community and responsive services, including a 30% rise in 
virtual ward admissions, highlights the hospice’s important role in supporting system 
flow and delivering care closer to home.
Patient experience and compassionate care
Patient and family feedback remains consistently positive, with high levels of 
satisfaction across key measures, including dignity, confidence in staff and 
responsiveness to need. Qualitative feedback highlights compassionate, personalised 
care, particularly during end of life and bereavement.
Patient safety, governance and learning culture
The organisation demonstrates a strong governance framework and an open reporting 
culture, supported by increasing incident reporting and structured learning processes. 
Clear priorities within the PSIRF, including medication safety, falls and skin integrity, 
demonstrate a proactive and systematic approach to patient safety and continuous 
improvement.

External comments



Allison Cannon
Chief Nursing Officer
NHS Surrey and Sussex Integrated Care Board
03/07/2026
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Workforce development and culture
There is a clear commitment to workforce development, including recruitment, strong 
training compliance and investment in education and leadership. Staff feedback 
indicates a supportive, positive culture with a continued focus on wellbeing and 
development.
Strategic development and future readiness
The ICB recognises the progress made in preparing for the new hospice facility and 
expanding future capacity. The organisation’s focus on strengthening partnerships, 
improving integration and developing digital solutions supports more coordinated, 
sustainable care delivery.

Areas where further assurance would be welcomed for 2026/27
While recognising the progress made, the ICB supports the organisation’s continued 
focus on:
•	 Continuing to widen access to palliative care services for underserved populations 

and people with non-cancer diagnoses, ensuring care is accessible to all who may 
benefit.

•	 Strengthening community responsiveness and coordination, particularly for patients 
with rapidly changing needs.

•	 Continuing improvements in pressure ulcer prevention and skin integrity.
•	 Progressing digital development and documentation improvements to support 

integrated care.
•	 Continuing to enhance communication and coordination across providers, 

particularly during transitions of care.

Conclusion
The ICB thanks Phyllis Tuckwell Hospice Care for its Quality Account and recognises 
the progress made during 2025/26 in delivering safe, effective and compassionate 
palliative and end of life care.
The priorities identified for 2026/27 are appropriate and aligned with system-wide 
objectives, including expanding access, strengthening patient safety, improving 
integration and enhancing community-based care.
We look forward to continuing to work in partnership with Phyllis Tuckwell to support 
further improvements and ensure the delivery of high-quality, sustainable services for 
patients and families.



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. 

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

The Board of Trustees’ Commitment to Quality 

Phyllis Tuckwell 
Waverley Lane, Farnham

Surrey, GU9 8BL
Tel: 01252 729400

www.pth.org.uk

Phyllis Tuckwell Memorial Hospice Ltd. Limited by Guarantee. 
Incorporated in England and Wales. Registered No. 1063033 Registered Charity No. 264501

Copyright ©Phyllis Tuckwell 2024

Ju
ly

 2
02

6


