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provide personalised, holistic, 
high quality care and support to 
patients and families in an 
enabling environment that 
respects their wishes. This is 
reflected in this Quality Account 
which also offers an opportunity
to update our stakeholders on 
progress with our Quality
Improvement Priorities.

The Hospice’s Board of Trustees
has reviewed this Quality 
Account which has been 
approved by the Clinical 
Governance Committee. To the 
best of my knowledge the 
information reported in this 
Quality Account is accurate and 
is a fair representation of the 
quality of healthcare services 
provided by our Hospice. I hope 
you will find its content 
interesting and informative.

1. Chief Executive’s Statement
From Dr Karen Clarke
I am delighted to introduce St Michael’s Hospice, Hastings and 
Rother, Quality Account for 2021/22.
 
Serving a population of circa 
190k, we enable people living 
with advanced, serious illness to
live as fully as possible. We 
provide compassionate, expert 
care at the end of life and 
support people through the 
challenges of grief and 
bereavement. Our care and 
support are provided free of 
charge and in 2021/22 we 
supported 1,725 patients.

The pandemic continued to 
present a unique set of 
challenges in 2021/22 and our 
virtual support, established in 
2020/21, has continued and 
remains a key part of our service 
offer as people remain anxious 
about being in close proximity to
others. Our bereavement service 
has expanded significantly to 
cope with the increase in 
demand to support people who 
were unable to see their loved
ones at the end of life or were
unable to gather for funerals. At 
the same time, we have 
continued to focus on quality 
improvements, including those 
related to the new ways we are
working, whilst ensuring we 
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2.1 Vision

St Michael’s Hospice’s vision is 
of a kind, resilient and
empowered community who are
ready, willing, capable and 
confident to support people 
living with dying, death and loss.

2.2 Mission

The Hospice’s mission is to 
support and enable the 
community of Hastings and 
Rother to live well with dying, 
death and loss.

2.3 Strategic objectives 
2019 – 2022

The Hospice had four strategic 
objectives described below:

2.3.1 Increase our clinical reach
In order to achieve the Hospice’s
vision, it needs to support as 
many people as possible who 
could benefit from Hospice 
services. There are a number of 
different ways to improve the 
Hospice’s clinical reach: 
ensuring the needs of those 
 

with a non-cancer diagnosis are
being met; ensuring there are no
barriers to accessing services for
those from under-represented 
groups; developing better 
relationships with referrers; 
improving the skills of staff and 
evidencing the quality of the 
care provided.

2.3.2 Improve and demonstrate 
our effectiveness
In order to achieve greater reach
without incurring significant, 
additional costs, the Hospice 
must ensure it is working 
effectively and efficiently. 
Furthermore, it must ensure it is 
providing safe, caring, effective, 
responsive and well-led care to
meet its regulatory obligations 
but more importantly the needs
of patients and families. This 
focus on quality assurance, 
continuous improvement and 
cost-effectiveness extends to all 
areas of the business.

2.3.3 Develop and value our 
people
People are an organisation’s 
most valuable asset and so 

2. Vision and strategic 
objectives
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6

attracting, developing and 
retaining good quality people is 
key to the Hospice’s success 
both in terms of quality care and
long-term sustainability. 

The Hospice is developing new
roles and models of working to 
maximise effectiveness and 
quality of care.

2.3.4 Ensure long-term 
sustainability
The Hospice must ensure it 
carefully manages the funds 
given, granted and earned by it 
to maintain business continuity, 
but it must also ensure it 
remains vigilant in securing new
sources of income to enable it to
continue to serve the local 
population. The Hospice aims to
minimise its impact on the 
environment and natural 
resources. The Hospice 
encourages environmental 
responsibility amongst 
employees, volunteers and 
trustees.
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3.1 Update against the Quality Improvement Priorities for 2019/2022

The Quality Improvement Priorities are linked to the Hospices’ vision and strategic objectives of improving and 
demonstrating our effectiveness.

Quality 
Improvement
Priorities

QIP 1

Ensure 
effective 
communication 
with patients and 
clients and reduce
the number of 
communication 
related complaints
received

Director
lead

Organisational
Development 
Director

Supported
by

Clinical 
Education 
group;
Professional 
Development
Nurse; Medical 
Director;
Quality Lead 
Nurse

Measures of success

Number of 
communication related 
complaints reduced.

Allocated communication
training completed by 
existing clinicians (target 
95% complete)

Programme in place to 
ensure competency and
training of new clinicians 
(communication)

Efficacy of training 
demonstrated by 
clinicians reporting 
increased confidence 

Target 
date

March
2022

March
2022

December
2021

Progress

Overall the number of 
complaints from patients 
and clients has reduced 
from 13 in 2019/20 to 7 in 
2021/22. An audit of all 
complaints in the last 18 
months will be undertaken 
and remain a focus for 
2022/23

Unfortunately, due to 
staffing pressures and the 
COVID pandemic, training 
has not progressed in 
2021/22. Improving 
communication skills will 
remain a priority for 2022/23,
and while traditionally
training may form part of
this, there will also be a 
greater focus on learning 
from debriefs and skills/
competencies being 
observed in practice



Strategy and 
Integration 
Director

Rehabilitation 
Lead;
Falls Group;
Data and 
Information 
Officer; Quality 
Lead Nurse

 

levels in dealing with 
difficult conversations 
and user feedback/
compliments received

Number of falls and 
their severity reduced

Falls documentation 
audit evidences 
compliance with Falls 
and Bed Rails policies 
and inter-disciplinary 
approach to preventing 
and management falls

March
2022

December
2021

The rate of falls on the 
In-Patient Unit (IPU) has 
reduced each quarter 
throughout 2021/22 with 
the year to date rate 12.5% 
lower than last year, and the
rate in between January 
and March 2022 45% 
lower than at the start of 
the reporting year. The 
severity of falls has also 
reduced with less than 3% 
of falls resulting in any 
significant treatment

76% of IPU admissions 
had a falls assessment 
within 6 hours of arrival, a
further 17% had an 
assessment during their stay
65% of IPU admissions had 
a bed rails assessment 
within 6 hours of arrival, a 
further 22% had an 
assessment during their stay.
This suggests that there is 
some evidence of 

QIP 2

Ensure all 
falls related 
incidents are 
captured and 
reasonable 
measures are put 
in place to reduce 
the number of falls 
and their severity.



   

Clinical 
Services 
Director

compliance with relevant 
policies but this is not yet
fully embedded

Quarterly submissions have
been made to Hospice UK 
and the audit has helped the
team focus on key areas for 
improvement. This is 
illustrated in the compliance
with documentation and 
reduced number of falls

Data shows 3 category 3 
new Pressure Ulcers in 21/22, 
compared with one
unstageable and 0 category 
3/4 in previous year

Audit undertaken looking at 
data from October and 
November 2021. Significant
findings and learning to be
shared with Patient Safety 
Group in May 22, to inform 
future improvements

Purpose T will now be 
implemented as part of the 
introduction of a new 
electronic patient record 
system in October 2022

   

QIP 3

Ensure accurate
recording and 
categorisation of 
pressure ulcers and 
implement 
assessment and 
monitoring tools 
that focus on
preventative
measures and
reducing the
number and
severity of pressure
ulcers.

IPU Nursing 
Lead;
Tissue Viability 
Group;
Data and 
Information 
Officer;
Quality Lead 
Nurse

Participation in Hospice
UK Falls audit and 
benchmarking 
programme

Number of category 3 
new/developed in house
pressure ulcers reduced

Pressure ulcer 
documentation audit 
evidences compliance 
with Pressure Ulcer Policy

Implementation, and 
evidence of change in 
practice, of Purpose T

December
2021

March
2022

July
2021

March 
2022



Ongoing participation in
Hospice UK Pressure 
Ulcer benchmarking 
programme

Data quality reports 
show improved accuracy
and completeness of 
patient records

OACC audit evidences 
measures are embedded 
into practice (also 
strategic objective)

Comprehensive resource
available for new and 
existing clinicians to 
navigate the electronic 
patient record system

March
2022

December
2021

December
2021

Reported quarterly

Evidence of some
improvements in the final 3 
months of the year, linked 
to integrated clinical team 
training, however targets 
have not been met. This will
continue to be a focus in the
coming year, and will be 
centred around the 
implementation of a new 
electronic patient record
system

Due to delays with the rollout
of training and updates to 
the electronic patient record
system, any improvements in
data collection for OACC 
measures will not now be 
evidenced until 2022/23

Interim training videos were 
launched in July 2021, 
however further development
will be part of the project for
the new electronic patient 
record system by October
 2022

QIP 4 

Establish processes
that improve the
quality of data 
captured within the
electronic patient 
record system and
embed practices 
that use this data 
to evidence the 
quality and volume 
of care and 
support provided 

Head of Quality
Improvement 
and Support 
Services;
Clinical Audit 
and Research 
Group;
Crosscare 
Steering Group;
Data and 
Information 
Officer

Medical 
Director



Efficacy of Crosscare 
resources evidenced by 
user feedback/survey

March
2022

This will now be developed 
for the new electronic patient 
record system ahead of 
October 2022

3.2 Quality Improvement Priorities for 2022/23

Quality Improvement Priorities 
- 2022/23

QIP 1 

Ensure effective communication
with patients, clients and other 
healthcare professionals and 
embed the skills and behaviours 
that support people dealing with
death, dying and loss

Measures of success

100% of eligible RN's and HCA's completed level 1 skills framework 90% 
of eligible RN's and HCA's completed level 2 skills framework

Process in place to identify communication skills learning needs at 
individual, department and organisational level

Re-establish/refresh internal clinical education offer 

Implement formal debriefs/after action reviews following each 
complaint/concern

Monthly Assurance audits completed on IPU, results shared with staff 
and "You said, we did" approach in place to evidence learning from 
feedback

Develop strategies and progress to capture real time user feedback

Target date

31.03.2023

31.08.2022

31.03.2023

30.09.2022

31.03.2023

31.03.2023



.

QIP 2

Embed robust patient safety 
governance and ensure evidence
of learning is disseminated and 
avoidable harm to patients is 
reduced

QIP 3 

Implement a new electronic 
patient record system that seeks
to improve data quality, evidence
quality outcomes and patient 
outcome measures

Evidence of full compliance with falls prevention and assessment 
measures to reduce avoidable falls and associated harm

Evidence of full compliance with pressure ulcer prevention and 
assessment measures to reduce avoidable pressure ulcers and 
associated harm

Evidence of full compliance with the management of medicines policy
and associated standard operating procedures to reduce avoidable 
medication errors and the associated harm

Data collection in relation to outcome measures, protected 
characteristics and Key Performance Indicators incorporated into 
SystmOne process mapping

31.03.2023

31.03.2023

31.03.2023

30.09.2022
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4. Statement of Assurance

The following are a series of 
statements all providers must 
include in their Quality Account. 
Some of these statements are
not directly applicable to 
Hospices.

4.1 Review of services

During 2021/22 St Michael’s 
Hospice supported the 
commissioning priorities of 
East Sussex Clinical 
Commissioning Group (CCG) 
by providing the following 
services:

• In-patient care and support

• Community nursing care and
   support, including telephone 
   advice and support

• Outpatient services

• Rehabilitation

• Social and spiritual support

• Bereavement counselling and 
   support

• Education.

4.2 Funding

In 2021/22, funding from the 
CCG represented 36% of the 
Hospice’s charitable activities. 
The remaining £4.1m is 
generated through gifts left in 
wills, fundraising, Retail, Lottery, 
investments and donations 
from the local community.

4.3 Participation in national 
clinical audits

As a provider of specialist
palliative care, St Michael’s 
Hospice was not eligible to 
participate in national clinical 
audits and national confidential
enquiries as they did not relate 
to specialist palliative care.

4.4 Participation in local audits

Clinical audits are overseen by 
the Clinical Audit and Research
Group, which is a sub group of 
the Clinical Governance 
Committee. A total of 13 clinical 
audits were undertaken by the
Hospice’s inter-disciplinary team
during 2021/22.
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4.5 Summary of Clinical Audits 
and Research carried out 
between 1st April 2021 to 31st 
March 2022.

Regular audits

• Controlled Drugs Audit, 
   Hospice UK CD Audit Tool
   Controlled Drug Accountable 
   Officer, Clinical Services 
   Director/Registered Manager, 
   Quality Lead Nurse

• Controlled Drugs Accountable 
   Officer (CDAO) 
   Self-Assessment
   Controlled Drugs Accountable
   Officer, Clinical Services 
   Director/Registered Manager, 
   Quality Lead Nurse

• Implementation and Use of 
   Bed Rail Risk Assessments
   Quality Lead Nurse, Clinical 
   Services Director/Registered 
   Manager.

Ad hoc audits

• Hospice UK Benchmarking 
   Audit of Falls 
   Rehabilitation Lead

• Depression Screening and 
   Management 
   Specialty Doctor, Medical 
   Director/Consultant in Palliative
   Medicine

P16 Quality Account 2021 – 2022

• Audit of Clinical Rooms on 
   Inpatient Unit 
   Quality Lead Nurse, Health & 
   Safety Officer, Clinical Services 
   Director/ Registered Manager

• Documentation of the 
   Effectiveness of ‘As Required’ 
   Medication 
   Advanced Clinical Practitioner, 
   Consultant in Palliative Medicine

• Regional Opioid Benchmarking 
   Audit (St Michael’s and St 
   Wilfrid’s Hospices)
   Specialty Doctor, Foundation 
   Doctor, Clinical Pharmacist, 
   Consultant in Palliative
   Medicine, Medical Director

• Steroid Emergency Card Audit
   Specialty Doctor, Consultant in 
   Palliative Medicine, Medical 
   Director

• Lower Limb Neurological
   Examination during Falls
   Assessment 
   Foundation Doctor, Consultant 
   in Palliative Medicine

• A Retrospective Audit of
   Advance Care Plans (ACP) for 
   Hospice Inpatients 
   GP Trainee Doctors, Consultant 
   in Palliative Medicine.



4.6 The Care Quality 
Commission (CQC)

The Clinical Services Director/
Registered Manager, Head of 
Quality Improvement and 
Support Services and the Head 
of Integrated Clinical Services – 
Wellbeing met virtually with a 
CQC Inspector in January 2022
as part of ongoing planned 
monitoring.

During the meeting the team 
shared evidence of compliance 
with Key Lines of Enquiry as well 
as areas of development being 
worked on.

Work has commenced to further 
embed actions related to CQC 
compliance into relevant group 
action plans. This will be further 
reviewed as the new CQC Single 
Assessment Framework evolves.

During 2021/22 there were five 
Trustee led inspections, which 
were conducted virtually due to 
COVID-19 restrictions. They 
included attendance at the daily 
referrals meeting, Infection 
Prevention and Control meeting, 

Quality Account 2021 – 2022

A full copy of the CQC report is available at: 
www.cqc.org.uk/location/1-112337718
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Community Interdisciplinary 
meeting, Falls Group and 
Extended Leadership Team 
Business Meeting.
 
Trustees had opportunities to 
meet and speak with employees 
from across the Hospice 
supporting them to learn more 
about individuals and their roles.

In person Trustee visits have 
resumed for 2022/23 and will 
take place bi-monthly.
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Community relative quote

The nurses who visited my 
dad were, without exception, 
incredibly professional, caring, 
calming and above all 
respectful. Myself and my 
family can never thank you 
enough for enabling my dad 
to die at home peacefully, 
fulfilling his wishes. The 
comfort that continues to give
us all is immeasurable. 

Community relative quote

I and my family could not have
made this journey without 
your unwavering dedication, 
compassion and 
professionalism.

5. Review of Quality 
Performance
5.1 Feedback from patients
and relatives

Each year the Hospice receives 
numerous cards and letters 
from patients and families 
regarding the care and support 
received from the Hospice. The 
following are an indication of the 
type of feedback received 
according to clinical area.

Community relative quote

As a family we want to say 
how grateful we are for all 
your kindness and professional 
support that you gave to us in
the last days of X’s life. It was 
reassuring to be able to ring 
for the advice and support
that was very much needed 
and allowed X to spend her
last few days free of pain and
at peace at home.



In-patient unit relative quote

Thank you all for your 
outstanding care and support 
that you gave to X. He was 
treated with the utmost care, 
attention and respect. You all 
went above and beyond all 
expectations. 
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Wellbeing relative quote

Thank you to you all for all the 
kindness and support you 
gave to my husband and 
myself. We both really enjoyed
our visits and were always 
made so welcome. X was able 
to stay at home which was 
his wish and mine. 

In-patient unit relative quote

Thank you for all your excellent 
care of my mum. Your care of 
us was also exemplary in her 
final hours – not overbearing
but appropriately involved. 
Thank you for treating mum 
with dignity and care. Those 
last few hours were precious 
to us and they will be 
remembered as peaceful and 
dignified. 

Relative quote

Thank you for your help and 
support through a difficult two 
years. From our very first 
contact with you, mum was in 
good hands and we 
negotiated all the difficulties 
of her illness with you at our 
side. You do wonderful work. 



Spiritual Support relative 
quote

Thank you for your help and 
support over the last difficult 
months for us. You have been 
sensitive to our needs and 
generous with your time, more
than anything we have so 
appreciated your being there 
and giving him such a lovely 
opportunity to plan his funeral 
and share his life story with 
you.
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Bereavement Service relative 
quote

It has been incredibly helpful 
to have the opportunities to 
talk in depth about my grief 
and the life I’ll live with it. Your
sensitive and experienced 
counselling has been
invaluable. This counselling 
has encouraged and enabled 
me to take more steps 
forward. An ongoing journey 
but shared with an openness 
for us all as a family. Please 
accept my thanks to your 
team members and yourself 
for this outstanding support 
offered by St Michael’s 
Hospice.



5.2 Activity data

In 2021/22 the Hospice
supported 1,725 patients. This 
does not include support 
provided to family members, 
bereavement support or 
Hospice Neighbours. Of those 
patients supported, 48% had 
a non-cancer diagnosis.

450 clients benefitted from 
bereavement support and there
were 180 admissions to the
In-Patient Unit.

The Community team, 
including Hospice at Home and
Wellbeing, supported over 
1,700 patients and made over 
1,350 home visits, despite the 
challenges with COVID-19. The 
team also made over 26,000 
telephone, and 135 video 
support calls to patients and 
their carers in this period.

5.3 Clinical complaints

In 2021/22 there were seven 
clinical complaints. Lessons 
learnt and recommendations 
from the investigations into the
complaints inform the 
Hospice’s education, audit and 
quality improvement priorities. 
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Some of the areas for 
improvement relate to 
communication and ensuring 
patient and carer experience is 
heard and valued. 
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Appendix 
6.1 REGULAR AUDITS
Infection Control Audit, External Infection Prevention and Control Nurse 
Consultant

This was an initial audit to benchmark practice against national guidance. The
audit took place on site on a single day. There was direct observation of practice 
as well as a review of policies, evidence and information. Compliance for clinical 
practice was excellent. Work is required in areas such as storage, displayed 
information and updating of policies and Standard Operating Procedures. These 
actions will be overseen by the Infection Prevention and Control Group chaired by 
the Clinical Services Director. 

Controlled Drugs Audit, Hospice UK CD Audit Tool

The Misuse of Drugs Regulations (2001), The Health Act (2006) and the Controlled 
Drugs Regulations (2006) are used as standards for this annual audit. The audit 
showed us to be fully compliant.

Controlled Drugs Accountable Officer (CDAO) CQC Self-Assessment

The CDAO and colleagues undertook CQC CDAO self-assessment audit. 
Compliance was improved from the previous year. 3 areas were identified for 
improvement: Storage (access to medication during an interruption to the power 
supply), Destruction (removal and destruction of illicit substances) and Reporting 
and Learning (process for a significant event involving Controlled Drugs). Work to 
address these areas will be overseen by the Medicines Optimisation Group.

Implementation and Use of Bed Rail Risk Assessments

A re-audit was undertaken April 2021, and there was evidence of improved record 
keeping and quality risk assessments. Audit findings were used to inform policy 
review and updates.

6.2 Clinical research

a) Hospice UK Benchmarking Audit of Falls by Rehabilitation Lead 

Participation in this audit aimed to increase quality of falls incident reporting as 
well as improved falls awareness and assessment on the inpatient unit. 
Incorporating additional audit items from Hospice UK Patient Safety Network 
aligned St Michael’s Hospice falls reporting with Hospice UK benchmarking.



b) Depression Screening and Management by Specialty Doctor, Medical Director/
Consultant in Palliative Medicine
 
This baseline review identified areas within data collection gaps that can hamper 
further assessment and management of anxiety and associated depression. The 
use of the iPOS tool aided screening and the result and recommendations 
supported the NICE guidance around managing anxiety and depression in patients 
with life limiting illnesses.  

c) Audit of Clinical Rooms on Inpatient Unit by Quality Lead Nurse, Health & Safety 
Officer, Clinical Services Director/Registered Manager 

This re-audit was conducted to review recommendations and actions from a 
previous review of clinical rooms. Issues identified were lack of space to store 
medication and need to improve security. A second Controlled Drug cupboard was 
installed following this audit and all medication moved to a secure cupboard.

d) Documentation of the Effectiveness of ‘As Required’ Medication by Advanced 
Clinical Practitioner, Consultant in Palliative Medicine 

This baseline review was prompted by inconsistencies in the reporting of the 
effectiveness of pain management inventions. The lack of supporting documentation
to evidence good assessment was lacking and an educational intervention 
specifically prompting staff to remember to reassess the pain intervention 
effectiveness has been put in place. 

e) Regional Opioid Benchmarking Audit (St Michael’s and St Wilfrid’s Hospices) by 
Specialty Doctor, Foundation Doctor, Clinical Pharmacist, Consultant in Palliative
Medicine, Medical Director 

This piece of work was part of on-going review of prescribing practices that require
transparency and supporting documentation to evidence the decision-making 
around prescribing around the end of life care of patients within hospice care. The 
importance of comparing and therefore, acting as a meaningful benchmark of what 
prescribing looks like across the hospice settings is critical to ensure safe and 
effective practices. 

f) Steroid Emergency Card Audit by Specialty Doctor, Consultant in Palliative 
Medicine, Medical Director 

This piece of work was prompted by a national alerting of the need to address the 
requirement that when patients with already existing steroids in place become 
unwell they will require adjustments to their existing dose and close monitoring. 
There was a snapshot review of the inpatient records to help illustrate the scope of 
the issue and this has informed practice across the community and the geographical 
area in which the hospice operates. 



g) Lower Limb Neurological Examination during Falls Assessment by Foundation 
Doctor, Consultant in Palliative Medicine 

This audit set out to review and strengthen the assessment of inpatients with known
spinal cord involvement and whether this contributed to falls during the inpatient 
stay. Twenty percent of fall incidents identified a neurological deficit as a 
contributing factor and review of notes identified a need to include neurological 
findings as part of the fall’s assessment on the patients’ electronic records.

h) A Retrospective Audit of Advance Care Plans (ACP) for Hospice Inpatients by
GP Trainee Doctors, Consultant in Palliative Medicine 

This was a retrospective audit of ACP documentation for hospice inpatients. 
Results were reassuring with the majority of patients having ReSPECT forms and 
CPR recommendations, with an increase prior to discharge (86% to 92%). Only 31%
of the patients had ACP information on e-Searcher. The audit highlighted the need 
for improved electronic systems for access and sharing of information with primary 
care.





The St Michael’s Hospice website:
www.stmichaelshospice.com

By email: 
info@stmichaelshospice.com  

Or by post to Dr Karen Clarke, Chief Executive at St Michael’s 
Hospice: 
St Michael's Hospice
25 Upper Maze Hill
St Leonards on Sea
East Sussex
TN38 0LB
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St Michael’s Hospice Quality Account Feedback
If you would like to comment on the content or format of the 
St Michaels Hospice Quality Account 2021/22 please submit your 
comments via:


