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Butterwick Hospice Care Mission Statement, Philosophy and Values 

 
 

Why We Are Here: 

▪ We aim to improve the quality of life for those who have a life limiting illness and 
their families and to offer positive support for every challenge they may encounter 
during the illness and to see death as part of life’s journey. 

 
In Particular We Will: 
 

▪ Provide supportive and palliative care for children and adults with life limiting 
conditions.  

▪ Ensure each person receives care in a homely environment whilst maintaining 
privacy, dignity and choice.  

▪ Provide holistic, person-centred care by responding to and respecting the patient 
and family’s individual physical, social, cultural, educational, spiritual, and 
emotional needs throughout the illness and bereavement. 

▪ Acknowledge and respect the way the family care for their relative and endeavour 
to continue their chosen pattern of care.  

▪ Work together in developing an environment based on support and mutual 
respect.  

▪ Maintain the high quality of the service through on-going reflection, evaluation, 
education and development.  

▪ Communicate effectively and efficiently both within the hospice and with external 
agencies, to ensure continuity of care and promote service development and 
improvement. 

 

Our Core Values: 

▪ We treat people how we want to be treated.  
▪ We treat each other with dignity and respect 
▪ We recognise that everyone’s contribution counts. 
▪ We share knowledge, accept challenges, and recognise achievements.  
▪ We communicate openly and honestly in a professional manner.  
▪ We have a positive attitude and embrace change. 
▪ We encourage, support, and care about each other.  
▪ We work together in harmony, with all contributing to the Butterwick team. 
▪ We respond to all issues affecting the Charity, staff members, and volunteers in a 

fair, transparent, and professional manner, involving all parties, with the objective 
of resolving identified problems and conflict in a timely and efficient manner. 
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Chief Executive’s Statement 

It gives us great pleasure to present the Quality Account for Butterwick Hospice (Stockton 
and Bishop Auckland) for 2021-2022. 
 
Butterwick Hospice Care welcomes the opportunity to promote the services that we 
provide for our patients, families, and carers. 
 
We also welcome the opportunity to demonstrate to our key stakeholders that we 
continue to be committed to provide a high standard of care. 
 
This report is for our patients, their families and friends, and the local NHS organisations 
that provide us with some funding. The majority of the finance required to pay for the 
services we provide is raised through fundraising, legacies, and our retail shops. 
 
The patient – both adult or child – is at the heart of all Butterwick Hospice services, and we 
continue to strive to provide quality care. 
 
Our resilience and adaptability have been essential during the challenges of the last year – 
one of which was to make the hard decision to temporarily close our Adult In-patient Unit. 
 
Our many teams – from the clinical staff, volunteers, those who operate our shops, raise 
funds for us, or promote our work – have battled on despite the pandemic and the 
disappointment as the result of the CQC inspections. 
It’s been another difficult year for Butterwick Hospice Care, but all our staff have risen to 
the challenge, and, as a result, we continue to strive to make progress towards providing 
the very best palliative care for our community in Stockton. 
 
Together with the Board of Trustees, we would like to take the opportunity to thank all our 
staff and volunteers for their hard work, commitment, and support. 
 
We are committed to continuing to evolve and emerge stronger as we look to the future 
and focus on the priorities of Butterwick Hospice Care. 
 
Work has begun on our project to remodel our Adult In-patient Unit, and we are engaging 
with staff and key stakeholders to map the way forward for our in-patient units, and the 
day and community services. 
 
To the best of our knowledge, the information reported in the Quality Account is accurate 
and a fair representation of the quality of care services that are provided. 
 

Virginia Harrison      Allana Massingham 
Director of Finance      Director of Care 
 
On behalf of: 
Debbie Jones 
Chief Executive Officer 
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Priorities for Improvement 
 

Butterwick Hospice Care aspires to provide high quality care to all of our patients and 
service users, provided by medical, nursing, allied health professionals, complementary 
therapists, and counsellors.  
 
We aim to do this by the development of a transparent and supportive culture, that 
understands the importance of learning lessons, and fully embraces and takes our duty of 
candour very seriously. 
 
Butterwick Hospice Care had 3 inspections by the Care Quality Commission (CQC) during 
2021-2022. These inspections were:  
 

▪ 4-6 May 2021 
▪ 7-9 September 2021 
▪ 1-2 February 2022 

 
The outcome of the inspections was as follows: 
 

Service CQC Rating  
4-6 May 2021 

CQC Rating 
7-9 Sept 2021 

CQC Rating 
1-2 Feb 2022 

Adult Services 
(Stockton) 

Inadequate Inspected but  
not rated 

Temporarily 
closed 

Butterwick House 
(Stockton) 

Inadequate Inspected but  
not rated 

Requires 
Improvement 

Adult Services 
(Bishop Auckland) 

Inspected but  
not rated 

Inspected but  
not rated 

Inadequate 

 
The priorities for 2021-2022 have been to focus on the service improvements required to 
meet the standards required by CQC. Butterwick Hospice accepts that it is responsible 
and accountable for the standards of care that it provides. Butterwick Hospice recognises 
that we must develop and implement systems and processes to review, monitor, report, 
and take action in response to all clinical issues and concerns. To this aim we must embed 
and sustain a quality and service improvement culture, and as such we aspire to reduce 
risk, prevent harm, and promote safety as the foundation for providing and meeting the 
requirements of the 5 CQC domains: 
 

▪ Safe: our patients must be cared for within services that are well managed to 
protect them from avoidable harm. 

▪ Effective: our patients need to be confident that care that is provided meets their 
individual needs, and will be underpinned by evidence based and best practice 
guidelines. 

▪ Caring: our patients need to know that they will be treated with compassion, 
dignity, and respect. 

▪ Responsive: our patients need to know that we will provide care tailored to their 
specific needs as we recognise our role in supporting them to make every moment 
count. 

▪ Well-led: we recognise that this domain is critical to continue to develop and 
strengthen processes that evidence a commitment to continuous service 
improvement. 

 
The service improvement plans (appendix 1; appendix 2; appendix 3) provide the detail of 
the areas that have been focused on during 2021-2022. However, it should be noted that 
the latest service improvement plan (appendix 3) will be ongoing through 2022-2023. 
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The Key Priorities from the Service Improvement Plans Were: 
 

▪ To identify areas that require service improvement and to develop and implement 
a plan that prioritises key areas: 

▪ For the senior leadership team and board of trustees recognise that Butterwick 
Hospice Care is on a long journey, and that the aim must be to embed and sustain 
as opposed to implementing a quick fix approach. 

▪ For staff to feel supported through the senior leadership team and the board 
demonstrating visible leadership commitment. 

▪ To ensure that barriers to staff involvement, engagement, and buy in with service 
improvement were overcome. 

▪ To share the vision for service improvement with managers and front-line staff – and 
to empower and enable them to be a part of our journey. 

▪ To enable managers and staff to own the service improvements required without 
making them feel undervalued. 

▪ To involve people who use our services to contribute to the work required. 
 
 
What Will We Do to Achieve This: 
 

▪ Build on the work completed to date through the Moving to Good Committee. 
▪ Reinvigorate work that has been completed by the Clinical Review Working Group 

to embed and sustain improvements to further enhance the organisation’s 
performance in line with its strategy.  

▪ This will involve application of a more systematic and structured approach to 
identifying priorities to improving quality, safety, and value within the Hospice. This 
work will be monitored by the Moving to Good Committee. 

▪ We will explore how we can free up capacity within the Hospice to enable staff to 
lead and champion identified projects, and allow senior leaders to be more 
strategic in strengthening the model for service improvement. 

▪ Strengthen leadership (clinical and non-clinical) through access to learning and 
development. 

▪ Measure the effectiveness of the care that is delivered through outcome 
monitoring. 

 
 
How Will We Measure Achievement: 
 

▪ Introduction of a robust audit programme and quality improvement tools that will 
provide evidence of assurance in relation to all CQC requirements. 

▪ Development and implementation of a training strategy that will result in staff 
having the skills and competences to be able to deliver the required high quality 
care to our patients. This will include the introduction of an effective induction and 
probation programme, and an effective competency framework with regards to 
palliative and end of life care for Registered Nurses and Health Care Assistants. 

▪ Development and implementation of a recruitment strategy that will result in 
Butterwick Hospice Care being considered as an employer of choice. 

▪ Development and implementation of a clinical strategy that sets out the 
development pathway for nurses and healthcare assistants. 

▪ Successful completion of the EoL Project which results in the re-opening of the 
Adult In-patient Unit.  

▪ Inspection by CQC will rate Butterwick Hospice Care as a minimum of good across 
all areas – and on the way to outstanding. 
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Review of Butterwick Service Areas 
 

During 2021-2022 Butterwick Hospice Care provided 5 key services: 
 

▪ Adult In-patient Unit (Stockton) 
▪ Children’s In-patient Unit (Butterwick House, Stockton) 
▪ Day Service (Stockton and Bishop Auckland) 
▪ Palliative Home Care Team (Bishop Auckland) 
▪ Family Support (Stockton and Bishop Auckland) 

 
The impact of the coronavirus pandemic and the outcome of the CQC inspections had a 
significant impact on the delivery of services during 2021-2022. 
 
 
Adult In-patient Unit: 
 
The Adult In-patient Unit is an 8-bed unit, all with ensuite facilities. 
 
Butterwick Hospice Care at Stockton aims to provide specialist palliative and end of life 
care primarily for adult patients living in the Stockton Borough Council geographical area. 

 
The objectives are (prior to temporary closure of the Adult In-patient Unit): 
 

▪ To provide a 24 hour, 7 days a week in-patient service. 
▪ To provide short term respite care. 
▪ To provide holistic multidisciplinary care, that meets the physical, emotional, 

spiritual and social needs of patients and, as relevant, their carers and relatives.  
▪ To provide nursing care, counselling, advice, complementary therapies, and 

bereavement support to patients, their carers and relatives.  
▪ In all cases to ensure patients, their carers, and relatives are supported by a team of 

skilled and appropriately trained staff and volunteers. 
 
Due to the conditions imposed following the CQC inspections, Butterwick Hospice was 
able to admit 2 patients, who were stable, for respite care. The patients also had to be 
known to the provider. 
 
Activity during 2021-2022 was: 
 

▪ From the activity reported from 2020-2021, 7 patients had died. 
▪ 7 patients were admitted to the in-patient unit for respite care. 
▪ 0 were admitted for end-of-life care. 
▪ 0 were admitted for symptom control. 
▪ There were 20 episodes of care/admissions. 
▪ There was a total of 62 days of care provided. 
▪ The caseload had reduced to 4 patients by December 2021, and the decision was 

made to temporarily close the unit as of 31 January 2022. 
 
Children’s In-patient Unit: 
 
The Children’s In-patient Unit is a 6-bed unit – 4 rooms for children 0-17 years and 2 rooms 
for young people 18-25 years. 
 
Butterwick House Children’s Hospice at Stockton aims to provide specialist palliative and 
end of life care for infants, children, and young people with life-limiting conditions. It is a 
holistic service providing physical, emotional, and spiritual care to the whole family 
throughout their journey. 
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The objectives are: 
 

▪ To provide a 24 hour, 7 days a week in-patient service. 
▪ To provide short term respite care. 
▪ To provide emergency and end of life care. 
▪ To provide holistic multidisciplinary care, that meets the physical, emotional, 

spiritual and social needs of the children, and their families as a whole. 
▪ To provide nursing care, counselling, advice, complementary therapies, and 

bereavement support to the children, their families, and carers. 
▪ In all cases to ensure the children, their carers, and relatives are supported by a 

team of skilled and appropriately trained staff and volunteers. 
 
Following CQC imposed conditions, Butterwick Hospice Care was able to admit 2 patients, 
who were stable, for respite care. The patients also had to be known to the provider. 
 
Activity during 2021-2022 was: 
 

▪ 16 children / young people were admitted to the in-patient unit for respite care. 
▪ 0 were admitted for end-of-life care. 
▪ 0 were admitted for symptom control. 
▪ There were 91 episodes of care/admissions. 
▪ There was a total of 206 nights of care provided. 

 
 
Day Service – Stockton: 
 
The Day Services are delivered on an appointment basis with nursing, complementary 
therapist, and physiotherapy input as required Services are delivered from appropriately 
and attractively furnished rooms.   
 
The objectives are: 
 

▪ To provide a day hospice service two days each week (Monday and Friday).  
▪ To provide holistic multidisciplinary care, that meets the physical, emotional, 

spiritual and social needs of patients and, as relevant, their carers and relatives.  
▪ To provide nursing care, counselling, advice, complementary therapies, and 

bereavement support to patients, their carers and relatives.  
▪ In all cases to ensure patients, their carers, and relatives are supported by a team of 

skilled and appropriately trained staff and volunteers. 
 
Activity during 2021-2022 was: 
 

▪ 51 patients attended the service. 
▪ There were 614 episodes of care. 
▪ There were 49 physiotherapy treatments provided. 
▪ There were 295 complementary therapy treatments provided. 

 
The objectives are: 
 

▪ To provide a day hospice service three days each week (Tuesday, Wednesday, and 
Friday).  

▪ To provide holistic multidisciplinary care, that meets the physical, emotional, 
spiritual and social needs of patients and, as relevant, their carers and relatives.  

▪ To provide nursing care, counselling, advice, complementary therapies, and 
bereavement support to patients, their carers and relatives.  
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▪ In all cases to ensure patients, their carers, and relatives are supported by a team of 
skilled and appropriately trained staff and volunteers. 
 

Day Service – Bishop Auckland: 
 
The Day Services are delivered on an appointment basis with nursing, complementary 
therapist and physiotherapy input as required Services are delivered from appropriately 
and attractively furnished rooms.   
 
Activity during 2021-2022 was: 
 

▪ 91 patients attended the service. 
▪ There were 2063 episodes of care. 
▪ There were 263 physiotherapy treatments provided. 
▪ There were 917 complementary therapy treatments provided.  

 
 
Palliative Home Care Team: 
 
The Service is for the provision of social, cultural, and personal care for adults who have a 
life limiting illness.  The Service is provided by Health Care Assistants within the person’s 
own home, or location (provided District Nurse agrees to continue to provide/arrange 
alternative District Nurse clinical cover). 
 
The objectives are: 
 

▪ To provide social and practical support for the patient, and their family. 
▪ To provide care that will maintain the patient’s dignity and support a sense of well-

being. 
▪ To provide support for their family/carers as they are able to sleep, or go out, 

knowing that the patient is being well looked after.  
 
Activity during 2021-2022 was: 
 

▪ 67 patients were supported by the service in their own home. 
▪ There were 714 episodes of care. 
▪ There were 3808 hours of care provided. 

 
 
Family Support – Stockton: 
 
The Service offers emotional and psychological support to patients, as well as their 
families, and carers. 
 
Family Support consists of qualified and experienced counsellors, supported by a team of 
dedicated volunteers. 
  
The Service also supports and supervises the training practice of student counsellors, who 
are attending university, and working towards their qualified status. 
 
During the pandemic, the Family Support team transitioned from face-to-face working to 
remote working – either telephone or online link. 
 
This transition started to be reversed in the latter part of 2021-2022, with most 
appointments returning to face-to-face, although the option for telephone and online 
support is still available if required.  
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The objectives are: 
 

▪ To provide a compassionate and practical service. 
▪ To provide people with a confidential space in which they can safely share their 

thoughts and feelings. 
▪ To provide support to people at any stage of their cancer journey – from the 

beginnings of the initial shock of their diagnosis, throughout their treatment, and 
whatever lies beyond. 

▪ To provide support for those who have been bereaved, where death of a significant 
person has been through cancer or other life limiting illness. 

▪ To provide 1to1 counselling for children and young people, both pre and post 
bereavement, where emotions are seen to be affecting their day-to-day life. 

 
Activity during 2021-2022 was: 
 

▪ 136 clients accessed bereavement support / counselling (pre or post death). 
▪ 152 1to1 contacts were provided. 
▪ 862 telephone support calls were undertaken. 
▪ 62 video sessions were provided. 

 
 
Family Support – Bishop Auckland: 
 
The Service offers emotional and psychological support to patients, as well as their 
families, and carers. 
 
Family Support consists of qualified and experienced counsellors, supported by a team of 
dedicated volunteers.  
 
The Service also supports and supervises the training practice of student counsellors, who 
are attending university, and working towards their qualified status. 
 
During the pandemic, the Family Support team transitioned from face-to-face working to 
remote working – either telephone or online link.  
 
This transition started to be reversed in the latter part of 2021-2022, with most 
appointments returning to face-to-face, although the option for telephone and online 
support is still available if required.  
 
The objectives are: 
 

▪ To provide a compassionate and practical service. 
▪ To provide people with a confidential space in which they can safely share their 

thoughts and feelings. 
▪ To provide support to people at any stage of their cancer journey – from the 

beginnings of the initial shock of their diagnosis, throughout their treatment, and 
whatever lies beyond. 

▪ To provide support for those who have been bereaved, where death of a significant 
person has been through cancer or other life limiting illness. 

▪ To provide 1to1 counselling for children and young people, both pre and post 
bereavement, where emotions are seen to be affecting their day-to-day life. 

 
Activity during 2021-2022 was: 
 

▪ 182 clients accessed bereavement support / counselling (pre or post death). 
▪ 126 1to1 contacts were provided. 
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▪ 126 telephone support calls were undertaken. 
▪ 49 video sessions were provided. 
▪ 389 school visits were provided. 
▪ 72 children accessed the service. 
▪ 502 hours of support were provided. 
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Funding of Services 
 
In 2021-2022 Butterwick Hospice Care received the following grants for our core funding: 
 

▪ Bishop Auckland services funding from Co Durham CCG: £494,531 
▪ Stockton adult services funding from Tees Valley CCG was reduced by £119,481 as a 

result of the CQC rating: £358,443 (net) 
▪ Stockton children’s services funding from NHS England: £226,631 

 
This total core funding represented 31% of our full group costs, i.e., charity and trading 
subsidiaries of retail and lottery. 
 
In 2022-2023 Butterwick has lost the adult services funding from Tees Valley CCG in full. 
The funding for Bishop Auckland services is estimated to be around £501,500. 
 
Therefore, the total core grant funding against group costs is estimated to have reduced 
from 31% (2021-2022) to 25% (2022-2023). 
 
This difference could have a significant impact on the organisations ability to deliver 
services, as the above excludes the re-opening of the Adult In-patient Unit. 
 
 

Fundraising 
 
For the fundraising team, 2021-2022 was a challenging year for generating funds for 
Butterwick Hospice Care. The covid pandemic restrictions continued to impact on many 
traditional income streams, and, in particular, events. 
 
Towards the end of the financial year we managed to hold a small number of events – 
including our Annual Ball and our Rudolph Run, both of which generated funds, raised the 
profile of the Hospice, and encouraged engagement with our local community. 
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Workforce 
 
During 2021-2022, Butterwick Hospice had a workforce of 134 employees – which equated 
to 104.69WTE staff.  
 
During 2021-2022, Butterwick experienced long-term absence, resignations, and 
subsequent vacancies in some of the key clinical roles: Clinical Leads (adults and 
childrens); Clinical Governance Lead; Director of Care. However, this did not impact 
adversely on ensuring that staffing levels were safe in the clinical areas. Butterwick 
continues to pro-actively review the staffing establishment of Registered Nurses and 
Health Care Assistants across all clinical areas. 
 
Staff turnover during 2021-2022 was 19.52%, with an absence rate of 4.9%. 
 
Training compliance during 2021-2022 was 82.26% (average). A training needs analysis was 
undertaken as a result of the CQC inspections, and a plan is in place so that staff receive 
statutory and essential training for their roles, to ensure that they have the required skills 
and competences. 
 
Butterwick Hospice Care recognises that all our staff (permanent, bank, and volunteers) 
are our most valuable asset, and as such we recognise the importance of continuing to 
develop our staff through learning and development opportunities. Our aim is to also 
increase the number of volunteers as these contribute significantly to the care and 
services that are provided to our patients. 
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Quality of Performance and Patient Safety 
 
 
Care Quality Commission (CQC): 
 
The Registered Manager and Nominated Individual meet monthly with the CQC inspector 
aligned to Butterwick Hospice Care. This is a structured, minuted, meeting that covers: 
 

▪ Staffing 
▪ Activity 
▪ Current risks and concerns 
▪ Regional activity with hospices in the area and North Tees NHS Trust 
▪ CQC action plans 

 
 
Audit Data: 
 
During 2021-2022, Butterwick Hospice Care reviewed the audits that were being 
undertaken within each service areas. As a result of this the audit tools were standardised 
across service areas, and results were reported through the senior leadership team and 
the Quality, Safety, and Risk Committee (a sub group of the Board). The audit results are at 
appendix 4. 
 
 
Controlled Drugs: 
 
The Director of Care is the Controlled Drugs Accountable Officer and attends the local 
Controlled Drugs Local Intelligence Network (CDLin). 
 
In 2021-2022, Butterwick had two controlled drug incidents. It has not been possible to 
compare with the previous year. The data management software system, Vantage is 
being implemented during 2022-2023 and this will ensure accurate capture of accidents 
and incidents year on year. 
 
All medication incidents are reviewed at the Quality, Safety, and Risk Committee. 
 
 
Medication Events: 
 
In 2021-2022, Butterwick had 10 medication events. It has not been possible to compare 
with the previous year. 
 
All medication incidents are reviewed at the Quality, Safety, and Risk Committee, and are 
closed. 
 
 
Infection, Prevention, and Control: 
 
During 2021-2022, Butterwick had: 
 

▪ Coronavirus – staff: 40 
▪ Coronavirus – patients: 0 
▪ Clostridium difficile: 0 
▪ MRSA: 0 
▪ Norovirus: 0 
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An Infection, Prevention, and Control Audit was undertaken in March 2021, and repeated 
in March 2022, through an SLA with NT&H FT. The overall scores were: 
 

Service Area March 2021 March 2022 
Adult Services (Stockton) 97% 94% 

Children’s IPU 97% 92% 
Bishop Auckland 91% 87% 

Overall Compliance 95% 91% 
 

Due to the pandemic, the development and implementation of the action plan for 2021-
2022 had been delayed, and had not been robustly monitored. Following the audit in 
March 2022, an action plan has been developed, and the implementation of the required 
actions is being monitored monthly through the IPC Group. 
 
 
Incidents: 
 
During 2021-2022, Butterwick had 87 incidents within clinical services. 
Of these: 
 

▪ Low harm: 44.8% 
▪ Moderate harm: 34.5%  
▪ High harm: 20.7% 

 
▪ Adult IPU: 36.8% 
▪ Children’s IPU: 41.4%  
▪ Day Service: 12.6% 
▪ Family Support and PHCT: 9.2% 

 
Butterwick has recognised that work was required with regards to capturing lessons 
learned. Incidents are now not closed until a lessons learned has been recorded. These 
lessons learned are shared (anonymously) across all service areas through team meetings 
and the staff newsletter. 
 
 
Health and Safety RIDDOR Reportable: 
 
There have been no serious untoward incidents or RIDDOR reportable incidents during 
2021-2022.  
 
 
Information Governance: 
 
There were no data breaches during 2021-2022. 
 
The Compliance Manager is responsible for completing the DSP Toolkit that sets out the 
National Data Guardian’s data security standards. By completing the self- assessment, the 
Compliance Manager assesses whether Butterwick can provide evidence that 
demonstrates that we can meet the standards. 
 
Complaints and Concerns: 
 

▪ Number of complaints / concerns 2021-2022: 3 
 
One related to a parent’s concern over care provided to their child; another occurred as a 
result of a patient message not being picked up on an answering machine; and the third 
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complaint was received from staff who raised a complaint with regards to the general 
conduct of an external inspector in May 2021. 
 
It is critical that the organisation listens and learns from any complaints or concerns that 
are raised, as this enables us to make any improvements that are required. 
 
All complaints and concerns were managed in line with policy, and they were all resolved 
and closed. Complaints are also discussed at the Quality, Safety, and Risk Committee to 
ensure that any learning is implemented. 
 
In 2021-2022, Butterwick reviewed the complaints poster (appendix 5) and ensured that it 
was visible in all areas. 
 
Compliments: 
 
Butterwick Hospice Care does not have a structured approach to gathering this 
information. The Friends and Family Test was introduced mid-way through 2021, however, 
further work is required with regards to gathering patient feedback. 
 
Safeguarding: 
 
During 2021-2022, Butterwick Hospice Care focused on ensuring that clinical staff received 
safeguarding training at the appropriate level (in line with policy and intercollegiate 
guidance). 100% compliance was achieved by October 2021. 
 
Butterwick encourages all staff, patients, families, and visitors to raise any safeguarding 
concerns they may have. 
 
During 2021-2022, an on call rota was introduced to ensure that staff had access to 
support, and could raise concerns, 24/7 and 365d/year. 
 
During 2021-2022: 1 safeguarding alert was made to the Adult Safeguarding Team. This 
was also notified to CQC. 
 
Patient Outcomes: a sample of feedback from patients and families across all services 
are – and how Butterwick Hospice Care has had an impact on their quality of life: 
 

▪ ---- loves visiting and I’m confident that he is well cared for by all the staff, or I 
wouldn’t leave him. 

▪ Excellent care and service. ---- loves to come to Butterwick. 
▪ Well taken care of. 
▪ Staff are lovely and so welcoming every visit. 
▪ Very happy with the care received, and would highly recommend. 
▪ Excellent service. Very friendly staff. We love Butterwick! 
▪ It’s a safe place for me to come. 
▪ Calming and beneficial. 
▪ I couldn’t have managed without them. 
▪ I don’t know what I’d have done without Butterwick. 
▪ I felt accepted and welcomed – and I was listened to. 
▪ I felt very supported. 
▪ I value the service – and the sanity it gives me. 
▪ It’s the only time that I can fully be myself. 
▪ Professional and helpful – an excellent service. 
▪ I feel so much better when I’ve been there. 
▪ I feel so much better – and look forward to the next time.  
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Statement from the Board of Trustees 
 

 
Reflecting on the content of this Quality Account has provided me with an overview of 
what Butterwick Hospice Care has achieved.  
 
Despite a pandemic that disrupted so much, and the challenges brought as a result of 
three CQC inspections within a year, our hardworking teams have shown enormous 
determination and commitment. 
 
Following CQC conditions, we are allowed to admit 2 patients to each in-patient unit for 
respite care. 
 
Furthermore, these patients must be known to Butterwick – we have been unable to 
accept new referrals or patients.  
 
Sadly, as a result of only 4 patients remaining on the caseload, the Adult In-patient Unit 
had to temporarily close on 31 January 2022. 
 
Our Children’s In-patient Unit has remained open, and continues to provide care for 2 
children every week.  
 
In addition to this, our Day and Community Service, and our Family Support Service, are 
progressing well and gradually increasing the range of services that are available. 
 
Butterwick Hospice Care is determined to re-group and re-establish our charity, emerging 
stronger and even more committed to provide the highest standard of care to meet the 
needs of our patients and their families. 
 
The challenges that we have faced has not stopped us, but encouraged us to take a look 
at who we are, what we do, and how we do it. We emerge stronger, more adept, and ready 
to continue and develop our important work, as we must support those people within our 
community who need us to help them make “every moment count”. 
 
This is Mary Butterwick’s legacy – part of her story, and it’s not finished yet. 
 
 
 
Paul Bury 
Chair of Trustees 
 



 

 
 

Appendix 1: CQC Action Plan May 2021 
 

Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

        
Requirement Action Priority Lead 

Responsibility 
Timeline Progress monitoring and reporting Link to evidence Project / work 

update 

1. Assessing 
risk to health 
and safety of 
service users 

1.1 Conduct a gap analysis 
and review all care related 
policies and procedures 
(P&P’s) to identify: 

Critical 1.1   Allana  
Massingham 
(AM), Suzie 
King (SK), 
Laura Garrett 
(LG) 

June 30 2021 Update Policy Log and submit new, 
revised/updated P&P’s for approval to 
Board, relevant sub-committees and 
SLT 

Updated 11 August 2021, work ongoing. Project / work 
completed 

  

a Urgently required P&P’s 

      

Gap analysis complete, missing 
policies identified. 
Six policies out for ratification by the 
Board; 14 reviewed and being 
prepared for ratification. 

..\Action Plan June 2021  

  

  b. Missing P&P’s            

  c. Outdated P&Ps            

  
d. Redundant / duplicate 
P&P’s            

  1.2 Review and update P&P 
Log initially for all care 
related and HR P&Ps then 
other organisational P&Ps 
and priorities  

Critical 1.2  AM, SK, LG June 30 2021 Report recommendations to Board, 
relevant sub-committee and SLT for 
P&P approval, redundancy and 
archiving 

  Project / work 
completed 

  

a. Agree date and timeline 
that prioritises P&P’s for 
urgent review/update i.e., to 
ensure safe: 

Critical  a. Peter Hallett 
(PH), SK, LG 

June 30 2021 See action 1.1 above. 

  

Project / work 
completed 

  i. Care       
P&P's being developed. 

    

  ii. Staff       
  

    

  iii. Environment       
  

    

  iv. Equipment       
  

    

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/CQC/Action%20Plan%20June%202021/Action%20Plan%20June%202021
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Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

  

b. Identify governance 
processes for sign off and 
approval of all P&P’s by: 

Critical b. Board / 
relevant Board 
sub-
committee 
and SLT 

June 30 2021 Establish standing agenda item on 
Board, sub-committee and SLT 
business agenda ‘Approval of P&P’s’ 

..\..\..\..\Public\Procedures\Organisational  Project / work 
completed 

  
i. Board    

         

  
ii. Relevant Board sub-
committee 

  
         

  
iii. CEO / Senior Leadership 
Team (SLT) 

  
          

  

c. Develop, produce and 
present quarterly report to 
Board, relevant sub-
committee and SLT 
meetings 

Medium 
term 

c. DJ and AM 
producing 
quarterly 
reports for 
Board and 
relevant Board 
sub-
committees 

For next 
scheduled 
round of 
Board, Board 
sub-
committee 
and SLT 
meetings 

Draft report format for SLT to sign off 
in readiness for presentation at Board 
and relevant Board sub-committees. 

Draft report format signed off and 
discussed with managers. 

Project / work 
on schedule 

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and reporting Link to evidence Project / work 
update 

2. Mitigating 
risks to 
health and 
safety 

2.1 Review risk register Critical 2.1   Rob 
Gardner (RG), 
AM with 
support of SLT 

July 31 2021 Present risk register to Board and 
SLT establish standing agenda item 
on Board, business agenda ‘Review of 
Risk Register’ 

..\..\..\Management Group\03. Integrated 
Governance\01. Risk Register  

Project / work 
completed 

  

a. Update to include risks 
related to meeting CQC 
Regulations 12 and 17            

  

b. Identify mitigations/ 
action to reduce risk 

           

  
c. Identify leads for risk 
assessments             

  

2.2 Review risk 
assessments to identify 

Critical 2.2   RG, AM 
with support 
of SLT 

July 31 2021 Gap analysis ongoing.   Project / work 
completed 

  

a. Urgently required missing 
risk assessments 

    

July 31 2021 Risk assessments identified.   Project / work 
completed 

  

2.3 Agree processes for 
annual review of risk 
assessments 

High 2.3   Board, 
Sub-
committees 
and SLT 

August 31 
2021 

    Project / work 
on schedule 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Organisational
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/03.%20Integrated%20Governance/01.%20Risk%20Register
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/03.%20Integrated%20Governance/01.%20Risk%20Register
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Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

  

2.4 Procure Vantage 
Management System to 
include risk assessment 
systems 

High 2.4  SLT and 
RG 

Procurement 
in progress 

Agree implementation and training 
plan following procurement  

  Project / work 
on schedule 

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and reporting Link to evidence Project / work 
update 

3. Ensuring 
persons 
providing 
care have 
appropriate 
qualification, 
competence 
and skill to 
practice 
safely 

3.1 HR to produce 
contemporaneous 
spreadsheet of: 

Critical 3.1   PH and HR 
team, Beryl 
Murray 

June 30 2021 Present HR staff report and 
spreadsheet to Board and SLT 

  Current status 

  
a. Fitness to practice data 
including: Critical   June 30 2021 

Data to be presented in HR quarterly 
report 

V:\HR\06 - CQC  Project / work 
on schedule 

  

i. Practitioner registration 
status (NMC, GMC, HPC, 
GSCC) 

        

  

  
ii. DBS status / periodic 
sampling audit 

        
   

  
iii. License to practice         

   

  
iv. Practicing privileges   Policy in place     

   

  

b. Organisational training Critical 

  

July 31 2021 Data to be presented in HR quarterly 
report 

V:\HR\06 - CQC  Project / work 
behind 
schedule 

  

i. Induction and annual 
health and safety training 

  

New induction 
and e-lfH 

      

  

ii. Doctor appraisal PREP 

  

EA and AG 
discussion 
required   

  
 

  

  

iii. Confirm Designated 
Body / Responsible Officer 
arrangements  

  

EA and AG 
discussion 
required 

June 30 2021 Review and update service level 
agreement re Designated Body cover 
and Dr responsible officer 
arrangements 

 
  

  
iv. NMC, HPC, GSWC 
revalidation   

AM 
       

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/HR/06%20-%20CQC
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/HR/06%20-%20CQC
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Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

  

v. Competence training 

  

Ongoing - 
statutory, 
mandatory, 
essential and 
desirable        

  

vi. Annual appraisal 

  

Ongoing - put 
forms on 
V:\drive?        

  
vii. Performance 
management   Ongoing         

  

3.2 Identify personnel 
related P&P’s that assure 
the Hospice of clinical / 
professional staff fitness 
and license to practice 

Urgent 3.2   PH and 
HR team, AM, 
BM 

July 31 2021 Update all HR related P&P's that 
assure Hospice that all 
clinical/professional staff are fit / 
licensed to practice 

V:\Public\Policies\Policies Current PDF  Project / work 
completed 

  

3.3 Produce HR quarterly 
monitoring spreadsheet 

Short term 
requirement 

3.3   PH and 
HR team 

August 31 
2021 

Data to be presented in HR quarterly 
report 

V:\Management Folders\Management 
Group\Management Team Meetings\MT 01 
Jun 21  

Project / work 
on schedule 

  
a. Progress reporting to:  

           

  
i. Board 

           

  
ii. Sub-committees 

           

  
iii. CEO / senior 
management team             

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and reporting Link to evidence Project / work 
update 

4. Ensure 
premises 
used by 
service users 
are safe for 
such use 

4.1 Review Risk Register to 
ensure risks associated 
with premises are 
actioned: 

Critical 4.1   Tomasz 
Juskowiak (TJ), 
Anneline 
Dowell (AD) 
and RG with 
support of SLT 

July 31 2021 Establish standing agenda item on 
Board, business agenda ‘Review of 
Risk Register’ 

..\..\..\Management Group\03. Integrated 
Governance\01. Risk Register\Master Risk 
Register V18 July 2021.xlsx  

Project / work 
completed 

  

a. Safe access and egress to 
Hospice premises 

      

Present Risk Register and risk 
mitigation plans to Board and SLT for 
executive oversight 

 
  

  

b. Adequate 
internal/external and 
emergency lighting 

      

  Records of calibration and maintenance 
etc held within the Operations 
department 

  

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/Management%20Team%20Meetings/MT%2001%20Jun%2021
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/Management%20Team%20Meetings/MT%2001%20Jun%2021
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/Management%20Team%20Meetings/MT%2001%20Jun%2021
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/03.%20Integrated%20Governance/01.%20Risk%20Register/Master%20Risk%20Register%20V18%20July%202021.xlsx
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/03.%20Integrated%20Governance/01.%20Risk%20Register/Master%20Risk%20Register%20V18%20July%202021.xlsx
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/03.%20Integrated%20Governance/01.%20Risk%20Register/Master%20Risk%20Register%20V18%20July%202021.xlsx
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Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

  

c. Fire safety and evacuation  

      

V:\Public\Procedures\Organisational  V:\Public\Policies\Policies Current 
PDF\Fire Policy.pdf  

  

  
d. Safe equipment and plant 

           

  
e. Safe clinical equipment  

           

  
f. Hazard warning signs 

           

  
g. Safe storage / use of 
medical gases            

  

h. Appropriate signage i.e., 
visually impaired / dementia   

Pick up at a 
later date        

  
i. Conduct periodic 
environmental audits            

  

4.2 Review and update 
Business Continuity Plan 
(BCP) 

High 4.2   RG with 
support of SLT 

August 31 
2021 

Present BCP and mitigation plans to 
Board and SLT for executive oversight 

..\..\..\..\Quality & Compliance\02 - 
Management\03. Health and Safety\04. 
Business Continuity Plan  

Project / work 
on schedule 

  

a. Review significant risks in 
event of emergency / 
catastrophe that threatens 
continuity of service delivery            

  
b. Identify mitigations to key 
risks            

  

c. Develop action plans in 
event of emergency / 
catastrophe that threatens 
service continuity             

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and reporting Link to evidence Project / work 
update 

5. Ensure 
equipment 
used to 
provide care 
is safe for use 
and used 
safely 

5.1  Develop clinical 
equipment asset register 

Critical 5.1   TJ, AD, RG, 
SLT 

July 31 2021 

  

In progress, this exists it needs to be 
saved on the network in a suitable 
location. 

Project / work 
on schedule 

  

a. Embed processes for 
timely response to Medical 
Device Alerts 

      

Immediate action to review medical 
device alerts and action plans 

..\..\..\..\Quality & Compliance\02 - 
Management\09. Safety Alerts  

  

  

b. Review alert log and 
action plans 

           

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Organisational
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Fire%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Fire%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Quality%20&%20Compliance/02%20-%20Management/03.%20Health%20and%20Safety/04.%20Business%20Continuity%20Plan
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Quality%20&%20Compliance/02%20-%20Management/03.%20Health%20and%20Safety/04.%20Business%20Continuity%20Plan
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Quality%20&%20Compliance/02%20-%20Management/03.%20Health%20and%20Safety/04.%20Business%20Continuity%20Plan
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Quality%20&%20Compliance/02%20-%20Management/09.%20Safety%20Alerts
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Quality%20&%20Compliance/02%20-%20Management/09.%20Safety%20Alerts
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Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

  

c. Include annual or 
manufacturer maintenance 
/ service schedule / PAT 
testing 

High 

    

  
 

  

  

d. Where relevant secure 
training for clinical staff is 
use of specific medical 
devices / equipment            

  
e. Conduct periodic 
equipment audit             

6.  Ensure 
equipment 
and 
medications 
supplied by 
provider are 
in sufficient 
quality to 
meet service 
user needs  

6.1 Periodic review of 
medical equipment / 
device asset register 

Short term 
requirement 

6.1  TJ, AD, RG, 
SLT 

July 31 2021 Conduct equipment audit / review 
before re-opening service to service 
users. No later than end of July 2021 

In progress, this exists it needs to be 
saved on the network in a suitable 
location. 

Project / work 
on schedule 

  

a. Repair / replacement of 
equipment 

      

Maintain, update and present 
medical device/equipment alert log 
and action plans for operational 
review by SLT 

 
  

  

b. Recommendations for 
the procurement of new 
equipment where relevant 

      

Falls protection equipment. 

   

  

c. See above re: 
maintenance / service 
schedules 

           

  

d. Review of essential 
medical device 
requirements before 
opening service to service 
users 

           

  

e. Review Pharmacy (Lloyds) 
provider contract 

      

e.  Review pharmacist sessional input   Project / work 
behind 
schedule 
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Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

7.  Ensure 
safe 
medicines 
management  

7.1 Confirm with Pharmacy 
Provider review of: 

Urgent 7.1  AM, 
Prescribing 
practitioners, 
SK, LG and 
pharmacist 

July 31 2021 Conduct review before re-opening 
service to service users. No later than 
end of July 2021 

  Project / work 
on schedule 

  

a. Processes for medicines 
reconciliation and 
optimisation   

Done 

  

Form for medicines reconciliation 
created and in use in the Adult unit. 

Medicines reconciliation completed with 
every admission for respite on the Adult 
unit. 

  

  

b. Storage capacity and 
medicines security  

  

Done 

  

Review of medicines safe storage 
and security etc across Adults and 
Children's units ongoing.  
Pharmacist on site 15 July 2021 to 
conduct a review of processes and 
storage.    

  
c. Stock requirements and 
review   

BM upload 
evidence   

Training on disposal/destruction of 
CDs/POMs to be scheduled with 
Pharmacist. 

To be scanned to the network   

  

d. Safe receipt, storage, use 
and disposal of Controlled 
Drugs / POMs and patient 
own medication   

RG, big purple 
top bin for CD 
disposal 

     

  

e. CD stock check audits 
and stock balance 
reconciliation 

  

Retrospective 
audits from 
April 2021 

  

No CD stock currently 

   

  

f. Regular audit of stock 
levels, prescribing and 
medicines management 

  

Pharmacy 
Tech does this 
weekly etc in 
Adults and 
Childrens 

       

  

g. Weekly compliance audit 
of MAR charts  

  

Taking place 
daily, weekly 
and monthly 
etc         

8.  Assess risk 
and take 
appropriate 
steps to 
control, 
prevent and 
minimise the 
spread of 
infection 

8.1  Review Infection 
control P&P and practical 
measures including: 

Urgent 8.1 AM, SK, LG, 
nursing and 
allied health 
practitioners, 
AD and 
housekeeping 
staff.  Expert 
advice from 
NHS Trust 

July 31 2021 Present Report inspection reports 
from NHS Trust infection control lead 
to relevant sub-committee and any 
action plans identified from the 
inspection report 

V:\Public\Policies\Policies Current 
PDF\Infection, Prevention and Control 
(IPC) Policy.pdf  

Project / work 
on schedule 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Infection,%20Prevention%20and%20Control%20(IPC)%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Infection,%20Prevention%20and%20Control%20(IPC)%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Infection,%20Prevention%20and%20Control%20(IPC)%20Policy.pdf
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Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

infection 
control lead  

  
a. Covid 19 preventative 
measures             

  

b. Notifiable disease, MRSA / 
C. Diff reporting 

  

b.  Expert 
advice from 
NHS Trust 
infection 
control lead  

July 31 2021 Present findings of NHS Trust 
Infection lead twice yearly inspection 
reports to Board, relevant sub-
committee and SLT 

..\Inspection Reports\Butterwick Annual 
Audit Report Sept 2020.docx  

Project / work 
on schedule 

  
c. Signage 

  
SK 

       

  

d. PPE / Handwashing 

  

SK 

  

V:\Public\Procedures\Clinical\PPE 
procedure Apr 2020.pdf  

V:\Public\Procedures\Clinical\Hand 
Hygiene Procedure 2021.pdf  

  

  

e. Safe disposal of 
contaminated materials 

  

RG, TJ 

  

  V:\Public\Policies\Policies Current 
PDF\Waste Management policy - Ratified 
30072019.pdf    

  
f.  Decontamination 

  
f. 

  
  

 

  

  

g.  Uniform Policy 

  

Done 

  

  V:\Public\Policies\Policies Current 
PDF\Uniform Dress & Appearance 
Policy.pdf    

  

h.      Isolation / Barrier 
nursing process   

Done      V:\Public\Procedures\Clinical\Isolation of 
Patient (Barrier Nursing) March 2020.pdf    

  

i. Decision to close access to 
services in the event of 
contagious infections 

  

SK to check 

       

  

j. Water Safety and 
Legionella risk assessments 
/ standards   

TJ   Legionella risk assessments and 
standards located here: 

V:\Operations\02 - 
Management\Legionella\LG Risk 
Assessment 2020    

  k. Meet National Standards 
of Healthcare Cleanliness 
(2021) 

  TJ   New standards published May 2021. 
18 months to implement. 

 
  

   i. Meet NHS Commitment 
to Cleanliness Charter 
standards 

  TJ         

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and reporting Link to evidence Project / work 
update 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/CQC/Action%20Plan%20June%202021/Inspection%20Reports/Butterwick%20Annual%20Audit%20Report%20Sept%202020.docx
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/CQC/Action%20Plan%20June%202021/Inspection%20Reports/Butterwick%20Annual%20Audit%20Report%20Sept%202020.docx
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Clinical/PPE%20procedure%20Apr%202020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Clinical/PPE%20procedure%20Apr%202020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Clinical/Hand%20Hygiene%20Procedure%202021.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Clinical/Hand%20Hygiene%20Procedure%202021.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Waste%20Management%20policy%20-%20Ratified%2030072019.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Waste%20Management%20policy%20-%20Ratified%2030072019.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Waste%20Management%20policy%20-%20Ratified%2030072019.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Uniform%20Dress%20&%20Appearance%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Uniform%20Dress%20&%20Appearance%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Uniform%20Dress%20&%20Appearance%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Clinical/Isolation%20of%20Patient%20(Barrier%20Nursing)%20March%202020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Procedures/Clinical/Isolation%20of%20Patient%20(Barrier%20Nursing)%20March%202020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Operations/02%20-%20Management/Legionella/LG%20Risk%20Assessment%202020
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Operations/02%20-%20Management/Legionella/LG%20Risk%20Assessment%202020
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Operations/02%20-%20Management/Legionella/LG%20Risk%20Assessment%202020
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Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

9.1  Where 
responsibility 
for care and 
treatments is 
shared or 
transferred to 
other persons 
work with 
such persons 
to ensure 
timely care 
planning to 
ensure safety 
of service 
users 

9.1  Procure SystmOne 
integrated clinical record 
for all care records 

Urgent 9.1 AM, SK, LG, 
medical, 
nursing and 
allied health 
practitioners, 
social work 
and 
bereavement 
counsellors 

December 31 
2021 

Procure and implement SystmOne as 
soon as possible and embed before or 
as soon after decision to open service 
to service users 

  Rescheduled to 
new timeline 

  

a. Train staff in use of 
SystmOne 

      Training to be secured from TTP 
following SystmOne installation and 
set up. Clinical Educator Report on 
uptake and completion of staff 
training in using of the care record 

  
 

   

b. Adopt SystmOne 
palliative care module and 
adapt to organisation 

          
 

  

c. Shared records and 
communication with other 
key care partners: 

  

SK, LG, 
medical, 
nursing and 
allied health 
practitioners, 
social work 
and 
bereavement 
counsellors   

Communicate with key care partners 
the transition to and adoption of 
SystmOne integrated care records 

  
 

  

I. Community palliative care 
teams 

      

Establish close working relationships 
with Trust palliative care team leads / 
improve communication across 
teams post SystmOne 
implementation 

  
 

  
ii.  Primary Health Care 
Teams            

  
iii.  Marie Curie Service 
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Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 12: Safe care and treatment.  

Care and treatment must be provided in a safe way for service users. Things the registered person must do to comply with this include: 

  

d. Develop live multi-
disciplinary team meetings 
for contemporaneous care 
planning: 

  

SK, LG, 
medical, 
nursing and 
allied health 
practitioners, 
social work 
and 
bereavement 
counsellors   

Adopt SystmOne as basis for 'live' 
weekly MDT clinical review and 
updating of care records 

  
 

  
i. Review and acceptance of 
referrals            

  

ii. Discharge planning and 
transfer to other service 
providers 
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

        
Requirement Action Priority Lead 

Responsibility 
Timeline Progress monitoring and 

reporting 
Link to evidence Project / work 

update 

1.  Assess, monitor 
and improve quality 
and safety of the 
services provided in 
carrying out 
regulated activities 
(including quality of 
experience of service 
users in receipt of 
services 

1.1   Adopt and adapt the 
NHS Friends and Family 
test for all service users and 
report to Board, relevant 
subcommittee and SLT 

High AM, SK, LG, 
medical, nursing 
and allied health 
practitioners, 
social work and 
bereavement 
counsellors.  
Admin support to 
collate results and 
feedback 

Ongoing Adopt Friends and Family test as 
organisation wide service user 
feedback and commence as 
soon as all services re-open to 
service users. 
Q1 report present for IPU, 
awaiting data for Q2.  
Day services/PHCT/Butterwick 
House to implement F&F w/c 19 
July 2021. 

V:\Clinical\03 - Adult Services  Project / work on 
schedule 

  

1.2  Review incident trends, 
complaints and 
commendations  

High Board, CEO, SLT, 
SK, LG, medical, 
nursing and allied 
health 
practitioners, 
social work and 
bereavement 
counsellors. 

July 31 2021 Incident Trend Reports to be 
produced for Board, relevant 
sub-committee and SLT of 
incident trends analysis and 
action plans in response to 
lessons learned  

..\..\..\Management Group\01. 
Incident Log, Reporting and 
Review Meeting  

Project / work on 
schedule 

  

1.3 Continued drive to 
support a learning centred 
culture, with appropriate 
professional accountability, 
of all incidents and near 
miss reporting.  

Ongoing 

  

Ongoing Already in place.  Quarterly 
report being developed for 
Board and sub-committees. 
 
Attach safety briefing and 
clinical supervision sessions, 
for Childrens and Adults. 

Need meeting minutes link 
etc. 

Project / work on 
schedule 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/03%20-%20Adult%20Services
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/01.%20Incident%20Log,%20Reporting%20and%20Review%20Meeting
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/01.%20Incident%20Log,%20Reporting%20and%20Review%20Meeting
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/Management%20Group/01.%20Incident%20Log,%20Reporting%20and%20Review%20Meeting
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  

1.4  Introduce validated 
palliative care outcomes 
measures initially Phase of 
Illness, Karnofsky Score and 
Integrated Palliative 
Outcome Scores (IPOS) as 
measures of impact and 
clinical effectiveness of 
care interventions. 

High AM, SK, LG, 
medical, nursing 
and allied health 
practitioners, 
social work and 
bereavement 
counsellors. 
 
Need to review 
how the 
Children's unit 
introduces these 
outcomes. 

Ongoing Palliative care outcome 
measures Phase of Illness, 
Karnofsky score and IPOS in 
place to be embedded in 
SystmOne and adopted as 
formal review in weekly MDT. 
 
MDT meetings 24 June, 1 July, 8 
July and 15 July 2021. 
Scheduled for every Thursday 
10.30-11.30hrs. 
 
Up until the 15 July 2021, MDT 
discussions and updates 
recorded in patient notes. 

Written evidence in patient 
notes. 
 
Clinical admin developing 
report format to capture 
clinical outcomes. 

Project / work on 
schedule 

  

1.5  Introduce weekly Multi-
Disciplinary Team (MDT) 
meetings that 
systematically review 
patient care, risks and 
outcome measures and 
revise and update plans of 
care in SystmOne service 
user record. Review of: 

High  AM, SK, LG, 
medical, nursing 
and allied health 
practitioners, 
social work and 
bereavement 
counsellors 

Ongoing Adopt as standard practice for all 
new patients accepted into 
Hospice services 

Revised MDT document 
present in patient notes. 

Project / work on 
schedule 

  
a. Personal Emergency 
Evacuation Plans (PEEP)      See above.    

  
b. Mental Capacity to make 
decisions           

  c. Consent to treatment           

  
d. Advanced decisions to 
refuse treatment (DNACPR)           

  

e. Status of Emergency 
Health Care Plans (EHCP)           

  
f.  Safeguarding (adult and 
child)            

  

1.6  Introduce weekly 
clinical education sessions 
for all clinical staff to 
include: 

Short term 
requirement 

AM, SK, LG, 
medical, nursing 
and allied health 
practitioners, 
social work and 
bereavement 
counsellors 

August 31 
2021 

To establish clinical education 
sessions based upon 
complex/clinical case review, 
emerging best practice and 
lessons learned 

  Project / work on 
schedule 
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  
a. Complex case review(s) 
following MDT           

  

b. Seminars reviewing 
emerging best practice in 
complex symptom 
management in palliative 
care 

     

Every Thursday post MDT 
scheduled education sessions 
11.30-12.30hrs 

PowerPoint slides, schedule 
of learning events, 
attendance log and 
evaluation sheets. 

  

  

c. Also to including journal 
reviews, review of significant 
events, clinical audit and  
other topics decided by the 
clinical team         

Link to be added for clinical 
audits etc. 

  
Requirement Action Priority Lead 

Responsibility 
Timeline Progress monitoring and 

reporting 
Link to evidence Project / work 

update 

2.  Assess, monitor 
and mitigate risks to 
health, safety and 
welfare of each 
service user and 
others who may be 
at risk which arises 
from carrying out 
the regulated 
activity 

2.1 Review all service user 
individual risk assessments 
and action plans in 
response to outcomes: 

Critical For risk 2.1 ‘a’ - ‘g’ 
all AM, SK, LG, all 
medical, nursing 
and allied health 
practitioners 
conducting 
admission 
assessments for 
new service users. 

Ongoing From now for current service 
uses and for all new users as 
services recommence. 
 
All risk assessments on IPU and 
Butterwick House to be 
completed within 6 hours of 
admission (day 1). 
Risk assessment audit to be 
completed (day 2). 
 
Day Care risk assessment on 
first appointment and eight 
weeks thereafter unless 
condition/circumstances 
change. 

Evidence in patient files. Project / work on 
schedule 

  

a.  Mental Capacity status 
and consent to treatment 

     

All risks to be reviewed on an 
ongoing basis and at weekly 
MDT 

 

  

  
b.  Mobility and PEEP on 
admission            

  
c.  Falls risk assessment on 
admission to the service.            

  

 i.  Fall risk prevention plan in 
place immediately following 
admission or within 6 hours 
of admission. 

          



  

Page 31 of 78 
 

Butterwick Hospice Care CQC Action Plan May 2021 

Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  

d.  Pressure ulcer (PU) risk 
assessment on or within 6 
hours of admission to the 
service.            

  

i.  PU risk prevention plan in 
place immediately after or 
within 6 hours of admission. 

          

  

e.  Infection control risk 
assessment on admission 
and plans to mitigate risk of 
spread of infection if patient 
admitted with MRSA, C.Diff 
or other high risk 
transmissible infection.           

  

 i.  Introduce prevention / 
control of infection measures 
immediately where indicated           

  

f.  Nutrition and hydration 
assessment on or within 6 
hours of admission.   

          

  

i.  Nutrition and hydration 
plan in place following 
assessment.           

  

g.  Veno-Thrombo 
Embolism (VTE) risk 
assessment 100% 
compliance within 24 hours 
of admission           

  

h.  Medicines 
reconciliation/optimisation 
on admission assessment by 
medical team or non-
medical independent 
prescribers 

Critical For risk 2.1 ‘h’ also 
weekly review at 
MDT with 
pharmacist 
advice and 
guidance. 
As above to 
conduct 
retrospective 
review of any 
current service 
user in day care 
or home care. 

July 31 2021 Form present every patient 
admission. 

Link to admission procedure. 
SK 

Project / work on 
schedule 
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  

i. Medical device and drug 
alerts 

Critical For risk 1 ‘i’ AM, 
SK, LG and RG for 
organisational 
non-clinical alerts 

Ongoing Alert log produced monthly.  
Procedure reviewed; update to 
be issued asap (29 Sept 2021). 

Link to device alert 
procedure. RG 

Project / work on 
schedule 

  

2.2  Prompt recognition and 
timely management of 
PALLIATIVE CARE 
EMERGENCIES: 

Critical All medical, 
clinical leads, 
nursing staff and 
allied health 
practitioners 

July 31 2021 Adopt best practice as outlined 
in: Northern England Clinical 
Networks Northern England 
Clinical Networks Palliative and 
End of Life Care Guidelines 
Symptom control for cancer and 
non-cancer patients (2016) next 
review 2021 

  Project / work on 
schedule 

  

a.  Uncontrolled bleed   
 

  Agreement with UHNT 
consultants to deliver refresher 
training. 

Add link to existing training. 
Training timetabled for 29 
July 2021, overview on 
palliative care emergencies  

  

  

b. Malignant Spinal Cord 
Compression 

  
 

  Simulations to be scheduled 
for a-e. 

 
  

  c. Hypercalcaemia   
 

    To be scheduled   

  

d.  Superior Vena Cava 
Obstruction 

  
 

    To be scheduled   

  
e. Status epilepticus              

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and 
reporting 

Link to evidence Project / work 
update 

3.  Maintain and 
secure an accurate, 
complete and 
contemporaneous 
record in respect of 
each service user, 
including a record of 
the care and 
treatment provided 
to the service user 
and of decisions 
taken in relation to 
the care and 
treatment provided 

3.1  Contemporaneous 
update of SystmOne care 
records following each 
intervention / episode of 
care  

Critical SK, medical, 
nursing and allied 
health 
practitioners, 
social work and 
bereavement 
counsellors.  

Ongoing From re-commencement of 
admission of service users. 
 
Contemporaneous review of 
care records and update until 
implementation of and transfer 
to SystmOne care records. 

Add link to documentation 
audit. 

Project / work 
behind schedule 
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  

a.  Feedback to colleagues at 
shift change / handover   

  
  

  Add link to redacted 
Butterwick House records. 

  

  

3.2   Formal weekly MDT 
review all service user 
response to treatment and 
care outcomes and efficacy 
of clinical intervention and 
adjustments to plan of care 
in response to review 

Critical 

    

See action 1.5 above.   Project / work on 
schedule 

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and 
reporting 

Link to evidence Project / work 
update 

4.  Maintain securely 
such records as are 
necessary to be kept 
in relation to: 

4.1 Confirm Hospice meets 
NHS Information 
Governance standards to: 

Urgent IT Lead, SLT, all 
clinical and 
clinical admin 
staff. Operational 
CEO / SLT, 
Director of Care 
and other service 
leads 

Ongoing Once SystmOne installed and 
running 

When available add link to IT 
survey to determine system 
capacity. 

Project / work on 
schedule 

a.  Persons 
employed in 
carrying on of the 
regulated activity 

a. Adopt SystmOne care 
record  

  

 

  

Other IT systems such as SAGE, 
Donorflex 

 

  
b.   The management 
of the regulated 
activity 

 i.  SystmOne card access 

  

 

  

Other electronic records HR and 
payroll 

 

  

  

 ii.   Encryption protocols for 
electronic records 

     
   

  

  
b.  Access ICE pathology / 
radiology results service             

  

4.2  Secure archiving, 
destruction and retrieval of 
records 

  

Registered 
Manager as 
Caldicott 
Guardian      

..\..\..\..\Public\Policies\Policie
s Current PDF\Information 
Governance Policy Ratified 
30 7 2019.pdf  

Project / work 
completed 

  

4.3  P&P for data 
management and data 
breaches  

        

Project / work 
completed 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Information%20Governance%20Policy%20Ratified%2030%207%202019.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Information%20Governance%20Policy%20Ratified%2030%207%202019.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Information%20Governance%20Policy%20Ratified%2030%207%202019.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Information%20Governance%20Policy%20Ratified%2030%207%202019.pdf
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  

4.4  P&P for approval of 
access to records by a third 
party or service users for 
their clinical records         

Add link to procedure. DJ 
currently reviewing 

Project / work on 
schedule 

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and 
reporting 

Link to evidence Project / work 
update 

5.  Seek and act on 
feedback from the 
relevant persons and 
other persons on the 
services provided in 
carrying on of the 
regulated activity, 
for the purposes of 
continually 
evaluating and 
improving such 
services  

5.1  Adopt a version of the 
NHS Friends and Family 
test for all service users and 
report to Board, relevant 
subcommittee and SLT 

High 5.1  Operationally 
CEO, SLT and 
service leads 

Ongoing From current service users and 
once in-patient services 
recommence 

See action 1.1 Project / work 
completed 

  

a.  Respond promptly to 
issues raised in service user 
feedback         

See patient feedback boards.   

  

5.2  Respond promptly and 
as per policy complaints 
raised by service users, 
their relative and or 
external feedback 

  

5.2  Strategic 
issues raised in 
complaints Board 
and CEO 

    

..\..\..\..\Public\Policies\Policie
s Current PDF  

Project / work 
completed 

  

5.3  Share commendations 
form service users / partner 
organisations  

  

5.3  CEO, SLT and 
Director of Care 

  

Compliments and complaints. 

  

Project / work 
completed 

  

5.4  Accept and respond to 
NHS Trust Infection Control 
lead periodic infection 
control audits as external 
Clinical Commissioning 
Group (CCG) contract  

  

5.4  CEO, SLT and 
Director of Care 

    

..\Inspection 
Reports\Infection Prevention 
and Control  

Project / work 
completed 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/CQC/Action%20Plan%20June%202021/Inspection%20Reports/Infection%20Prevention%20and%20Control
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/CQC/Action%20Plan%20June%202021/Inspection%20Reports/Infection%20Prevention%20and%20Control
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Clinical/CQC/Action%20Plan%20June%202021/Inspection%20Reports/Infection%20Prevention%20and%20Control
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Regulation 17: Good governance. 

Systems and processes must be established and operated effectively to ensure compliance with requirements in this part.  
Without limiting paragraph 1 such systems or processes must enable the registered person, in particular to:  

  

5.5  Clinical Commissioning 
Group (CCG) contract 
quality inspection 
meeting/reports and 
feedback in meeting of 
contract KPI’s requirements   

5.5  CEO, SLT and 
Director of Care 

    

Need meeting minutes link 
etc 

Project / work 
completed 

Requirement Action Priority Lead 
Responsibility 

Timeline Progress monitoring and 
reporting 

Link to evidence Project / work 
update 

6.  The registered 
person must send to 
the Commission 
when requested to 
do so and by no later 
than 28 days on the 
days after receipt of 
the request 

6.1  Registered Manager to 
fulfil Care Quality 
Commission (CQC) 
reporting requirements for 
example: 

Ongoing For actions AM as 
registered 
manager with 
support of CEO / 
SLT 

Ongoing Adopt CQC standard reporting 
framework.  Liaise with CQC 
engagement officer 

..\..\..\..\Public\Policies\Policie
s Current PDF\Incident 
Reporting and Investigation 
Policy - Ratified 18052020.pdf  

Project / work on 
schedule 

a.  A written report 
setting out how , 
and to the extent to 
which, in the opinion 
of the registered 
person  

a.  Fulfilling Duty of 
Candour  

      

Written report to Board, CEO 
and SLT as appropriate. 

..\..\..\..\Public\Policies\Policie
s Current PDF\Duty of 
Candour Policy.pdf  

Project / work on 
schedule 

b.  Reporting Serious 
Incident Reporting (STEIS) 

       

..\..\..\..\Public\Policies\Policie
s Current PDF\Incident 
Reporting and Investigation 
Policy - Ratified 18052020.pdf  

Project / work on 
schedule 

  

c.  Reporting Serious Harm 
to a person using the 
services           

  
d.   Reporting Safeguarding 
concerns        

..\..\..\..\Public\Policies\Policie
s Current PDF    

  

e.  Reporting risk to the 
continued running of the 
service             

b.  Any plans that 
the registered 
person has for 
improving the 
standard of the 
services provided to 
service users with a 
view to ensuring 
their health and 
welfare 

Review of strategy to be 
undertaken in light of CQC 
inspection and Covid-19 
epidemic. 

Ongoing For action by CEO 
/ SLT 

Ongoing Written report to Board, CEO 
and SLT as appropriate 

  Project / work on 
schedule 

file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Duty%20of%20Candour%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Duty%20of%20Candour%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Duty%20of%20Candour%20Policy.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF/Incident%20Reporting%20and%20Investigation%20Policy%20-%20Ratified%2018052020.pdf
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF
file:///C:/Users/rob.gardner/AppData/Local/Microsoft/Windows/INetCache/departments/Management%20Folders/Public/Policies/Policies%20Current%20PDF
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Appendix 2: CQC Action Plan September 2021 
 

ISSUE REQUIRED ACTIONS IDENTIFIED RESPONSIBILITY EVIDENCE  
(TO BE PROVIDED BY 

BHC) 

PROGRESS UPDATE 
 

TIMESCALE 
 

1) Did not provide 
Statutory Training in 
key skills to all staff. 

1.1 Statutory and Essential Training 
must be clearly defined. 
 
 
 
 
1.2 BHC must ensure that it can 
evidence promptly that staff have the 
qualifications, competence, skills, and 
experience required to provide care.  
 
 
 
 
 
 
 
 
 
1.3 Must ensure that all staff receive 
safeguarding training for adults and 
children at the appropriate level – and 
in line with intercollegiate guidance.   
 
 
 
 
1.4 Must ensure that there is a robust 
process in place that maintains 
accurate and up-to-date oversight of 
regular training.    
 
 
 
 

HR Manager 
 
 
 
 
 

HR Manager 
 
 
 
 
 
 
 
 
 
 
 

 
HR Manager 

 
 
 
 
 
 
 

HR Manager 
 
 
 
 
 
 
 

Training Matrix in place 
that clearly identifies 
essential training for 
each clinical role. 
 
 
Certificates for training 
available for checking. 
BHC provide a 
compliance with training 
rate to all service leads at 
the end of every month. 
 
 
 
 
 
 
 
Training cross referenced 
with guidance. 
Training Matrix provides 
evidence that staff have 
received safeguarding 
training at the required 
level. 
 
Service leads can see 
training matrix as read 
only to ensure oversight. 
 
 
 
 
 

Essential training confirmed 
and agreed for Childrens, 
Family Support and Palliative 
Home Care Team.  Confirmed 
by HR.  
 
Training Matrix completed 
detailing Statutory and 
Essential training.  Matrix 
requires certificates to be 
appended to record evidence 
date of completion of training. 
Statutory training certificates 
confirmed as completed and 
essential training certificates 
require work – should be 
complete by 31/3/22. 
 
 
Safeguarding training above 
90% for Clinical staff and 
Trustees.  Four Domestic staff 
to receive Level One training in 
Feb22 – completed. 
 
 
 
Regular monthly reports to 
Senior Leadership team, 
Quality Safety & Risk 
Committee, Business 
Committee, and Management 
Group. 
 

28/2/22 
 
 

 
 
 

28/2/22 
 
 
 
 
 
 
 
 
 

31/3/22 
 

 
28/2/22 

 
 
 
 
 
 

 
14/1/22 
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TIMESCALE 
 

 
 
 
 
 
 
 
 
 
 
 
 
1.5 Trustees must complete all 
required training. 

 
 
 
 
 
 
 
 
 
 
 
 

CEO 
 

 
 
 
 
 
 
 
 
 
 
 
 
Training Matrix includes 
evidence of the training 
required by Trustees and 
their completion rate. 

Management team can now 
view training spreadsheets. 
Certificates now checked and 
linked to training spreadsheet. 
BLS refresher training 
outstanding.  A provider has 
been identified.  Staff to do 
Resus training on ELFH in 
advance of formal training. 
Completed for Stockton. 
B/A staff scheduled to attend 
22/3/22. 
 

 
 
 
 
 
 
 

28/2/22 
 

22/3/22 
 

 
28/2/22 

2) Managers did not 
monitor statutory and 
Essential Training to 
ensure all staff 
completed it. 

2.1 Managers must review statutory 
compliance weekly and follow up staff 
that are due / overdue to complete 
training. 
 
2.2 Similar action must be taken with 
regards to Essential Training. 
 
2.3 There must be a training certificate 
on file for all training attended. 
Training certificates must be stored in 
the correct files. 
 
2.4 Training certificate dates and 
dates on the training log must be the 
same. 
 
2.5 Performance monitoring and risk 
assessment must be completed for 
staff who have not undertaken all the 
required training. 

Mgmt Team 
 
 

 
 

Mgmt Team 
 

 
HR Manager 

 
 

 
 

 
HR Manager 

 
 
 

HR Manager 
Mgmt Team 

 

In addition to the above. 
Managers will have 
access to the Training 
Matrix (read only). 
Managers will report % 
completion as part of 
their monthly reporting. 
Managers will put a 
remedial plan in place for 
staff who have not 
completed all required 
training within the 
required timescale. 
Timescale to be 
developed and 
implemented. 

Managers access the Training 
Matrix weekly to identify any 
training due. 
 
To confirm completion of 
training certificates are 
provided to HR. 
 
Certificates provided to HR to 
confirm completion of 
training.  These are then 
scanned and linked to the 
individuals training record. 
Cross reference to be 
completed to provide final 
assurance. 

28/2/22 
 
 
 
 
 
 
 
 
 
 
 
 
 

4/3/22 
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TIMESCALE 
 

3) Safety incidents not 
managed. 

3.1 Must ensure that incidents (inc 
meds events) are reported accurately 
and in a timely manner. 
 
3.2 All parts of the incident form must 
be completed. 
 
3.3 Incidents must be investigated 
correctly. 
 
3.4 Incident action plan must be 
completed. Incident lessons learned 
form must be completed. Actions and 
learning is embedded to prevent 
similar incidents occurring. 
 
3.5 Incident log must be kept up to 
date. 
 
3.6 Incident log must be reviewed as 
part of the monthly Integrated 
Governance Meeting. 

Mgmt Team 
 

 
 

Comp Manager 
Mgmt Team 

 
Mgmt Team 

DofC 
 

DofC 
Mgmt Team 

Comp Manager 
 
 

 
Comp Manager 

 
 

Comp Manager 
 

KPIs for reporting and 
investigating must be 
adhered to. 
 
Audit will confirm that all 
parts of the incident form 
(that are required) are 
completed – or action 
taken to address. 
The incident log is 
reviewed weekly and 
updated with progress – 
or remedial actions 
required. 
Evidence that no 
incidents are closed 
without lessons learned. 
These are shared with 
staff. 
Trends are identified and 
discussed at IGM. 
Evidence in meeting 
minutes. 

Incident reports are reviewed 
weekly. 
 
 
Staff have received and signed  
to state that they understand 
the Incident reporting and 
Investigation Policy. They are 
also encouraged to report, and 
this demonstrates an open 
and transparent culture. 
 
All clinical incident reports are 
sent to the Director of Care, 
Quality and Governance Lead, 
and Compliance Manager. 
 
Monthly summary of incidents 
including lessons learned is to 
be shared at Integrated 
Governance Group and 
cascaded to Senior Level 
Team, Quality, Safety & Risk 
Committee, Business 
Committee and Management 
Group.  
Need to obtain assurance that 
shared at team level. 
Confirmed shared on 
Children’s IPU. 
 
Incident training scheduled for 
15th and 24th February to be 
attended by Clinical staff and 
Management Team. 
Further incident training 
scheduled for March. 

31/1/22 
 
 
 

11/3/22 
 
 
 
 
 
 
 

31/10/21 
 
 
 
 

28/2/22 
 
 
 
 
 
 
 
 

4/3/22 
 
 
 
 

24/2/22 
 
 
 

31/3/22 
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PROGRESS UPDATE 
 

TIMESCALE 
 

4) Lessons not learned 
or shared from 
incidents. 

4.1 Incidents must be investigated 
correctly.   
 
4.2 Actions and learning is embedded 
to prevent similar incidents occurring.   
 
4.3 Learning must be cascaded across 
all areas. 

DofC 
Comp Manager 

 
DofC 

Mgmt Team 
 
 

DofC 
Mgmt Team 
Clinical Lead 

 
 

Evidence that incidents 
are investigated 
correctly. No incidents 
are closed without 
lessons learned. These 
are shared with staff. 

 

Lessons learned are discussed 
at the Information Governance 
meeting. These are monitored 
by Compliance Manager and 
DofC. Lessons learned are 
shared with Service Leads 
through Management Group 
to discuss with staff as they 
occur.  
 
Childrens unit has “You said, 
We did” board that displays 
incidents and learning.  This is 
updated monthly. 
 
Reporting process supported 
by generic leaning shared 
through the Information 
Exchange discussions. 
 
 

31/1/22 

5) Did not collect 
safety information and 
use it to improve the 
service. 

5.1 Incidents must be investigated 
correctly. 
 
5.2 Actions and learning is embedded 
to prevent similar incidents occurring.  

DofC 
Comp Manager 

 
DofC 

Mgmt Team 
 

As previous. Any recurring themes are 
identified as part of the 
Integrated Governance 
Meeting, and the service 
requested to provide a plan to 
address. This is to be 
monitored until complete. 
 
Incidents are discussed at the 
weekly review and monthly 
Information Governance 
meeting.  Lessons cascaded 
through Integrated 
Governance Meeting minutes 
and reports. 
 

31/1/22 
 
 
 
 
 
 
 

31/1/22 
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Lessons learned are shared 
with Service Leads through 
Management Group. 
Need to obtain assurance that 
shared at team level. 
Confirmed shared on 
Childrens IPU. 
 
Incident training scheduled for 
15th and 24th February to be 
attended by Clinical staff and 
Management Team. 
Further incident training 
scheduled for March. 

4/3/22 
 
 
 
 
 
 
 

24/2/22 
 
 
 

31/3/22 
 

6) No robust oversight 
of patient outcome 
monitoring. Findings 
not used to make 
improvements and 
achieve good 
outcomes for patients. 

6.1 Each service must assess, monitor, 
and improve the quality and safety of 
the services provided – including the 
quality of the experience. 
 
6.2 Use of outcome tools must be 
developed and implemented.  
 
6.3 Use of benchmarking must be 
developed and implemented.    

DofC 
Mgmt Team 

 
 
 
 
 

DofC 
Mgmt Team 

 
DofC 

Mgmt Team 

There is evidence that 
each service monitors 
the quality of the service 
– including the quality of 
the experience. 

Friends and Family Test has 
been restarted. 
Childrens Outcomes Surveys 
are completed on discharge. 
Outcome tools for Childrens 
Services have been piloted and 
rolled out. 
 
Outcome for parents and 
siblings need to be displayed 
on the unit.  
 
Part of the  North East Hospice 
Networking Group which 
includes benchmarking. 
Next meeting planned for 
April. 

28/2/22 
 
 

 
31/12/21 

 
 
 

31/1/22 
 
 
 

31/1/22 

7) Leaders did not 
have the capacity, 
skills, and abilities to 
run the service. There 
was sustained 
absence across the 

7.1 A detailed plan should be in place 
to cover for leadership absence. 
 
7.2 Explore support from consultant 
(TW). 
 

CEO 
DofC 

 
 

 Skills audit of Trustees and 
Managers to be undertaken to 
identify gaps – completed 
10/2/22. To be undertaken by 
management team mid-
March. 

28/2/22 
 
 
 

31/3/22 
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senior leadership 
team. 

7.3 Review leaders skills and abilities. Procedure outlining 
deputising roles (and 
responsibilities) within each 
area drafted. On-call rotas 
(Clinical & Non-Clinical) are 
available to staff.    
 
Appraisals and one to one 
meetings highlight skills, 
capacity and ability issues and 
support provided through PDP 
and training where required. 
 
Overall managers skills, 
capacity & ability assurance is 
monitored through content of 
monthly managers reports.   
 

31/1/22 
 
 
 
 
 
 

28/2/22 
 
 
 
 
 
 

28/2/22 

8) There remained 
confusion between 
senior leaders 
regarding their roles 
and accountabilities. 

8.1 Senior leaders within the service 
should be given clear, defined roles 
and responsibilities that support 
delivery of the service. 
 
8.2 Detailed, formalised arrangements 
should be in place to cover for 
leadership absence. 

CEO 
 

 
 

 
CEO 
DofC 

 Deputising arrangements 
formalised. 
 
Skills audit (trustees) to be 
completed in February 22.  
 
“ Meet the Team” board under 
development. 

31/1/22 
 
 

10/2/22 
 
 

30/4/22 

9) Systems were not 
used to manage 
performance 
effectively. 

9.1Governance processes must be 
robust. 
 
9.2 Risks must be identified, and 
actions taken to reduce their impact. 

Trustees 
CEO / SLT 

 
Comp Manager 

Mgmt Team 

 Risk Register reviewed and 
updated monthly and shared 
with teams.  Clinical In Patient 
unit displays top three risks. 
 
Reporting structure in place 
with regular monthly reports. 
Governance structure in place. 
Standardised agendas for all 
meetings in place. 

28/2/22 
 
 
 
 

31/12/21 
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10) Relevant risks were 
not always identified 
and escalated – and 
actions identified to 
reduce their impact. 

10.1 Risks relating to the health, safety, 
and welfare of patients, and others 
who may be at risk, must be assessed, 
monitored, and mitigated. 

DofC 
Mgmt Team 

Comp Manager 

Risk Assessments are 
robust and in place.  
There is evidence that 
R/As are reviewed 
annually. 

Current Risk Assessments 
have been identified.   
 
Risk Assessment log being 
finalised.   
Annual review to take place.  

31/12/21 
 
 

31/7/22 
 

 
11) Gaps in 
documentation were 
evident. 

11.1 Documentation audits must be 
completed monthly and actions taken 
to address deficits. 
 
11.2 Risk assessments – for example, 
MUST – should be completed. 

DofC 
Clinical Lead 
Mgmt Team 

 
DofC 

Clinical Lead 
Mgmt Team 

Monthly audits will 
identify any issues and 
that action plans have 
been developed, and 
monitored until 
complete. 

Monthly documentation/ 
record keeping audits are 
being completed. Action plans 
are developed and monitored 
until they are complete. 
 
Audits to continue and actions 
to be monitored until 
completed by Service Leads. 

31/1/22 
 

 
 
 
 
 
 
 

12) No evidence of 
DBS and there was 
the potential for staff 
to have unsupervised 
access with vulnerable 
adults and children. 

12.1 Review DBS checklist. 
 
12.2 Review DBS Policy. 
 
12.3 Review all staff against DBS 
checklist to ensure that all required 
staff have a current DBS – and identify 
and document staff who do not 
require a DBS. 

SLT 
 

HR Manager 
 

HR Manager 

Monthly report will 
evidence that 
compliance rate is 100%. 
 
 
 

DBS Policy revised and ratified 
this includes Reception staff. 
 
Reminders are sent to staff 
three months ahead. 
 
DBS monitored monthly as 
part of reporting process. 
 
Staff will be transferred to DBS 
update service for annual 
checks. This will form part of 
the review of T&Cs. 

31/12/21 
 
 
 
 
 

31/1/22 
 
 

31/7/22 
 

13) Patient choice with 
regards to 
administration of 
medicines was not 
recorded – and the 
policy did not reflect 
this. 

13.1 Review Medication Policy. 
 
13.2 Review Medication Procedures. 
 
13.3 Patient choice with regards to 
administration of medicines must be 
recorded. 

DofC 
Clinical Lead 
H/Physicians 

ANP 

Medication policies and 
procedures have been 
reviewed. 
Audit confirms that a 
medication care plan is in 
place for all patients. 

Controlled Drug Procedure 
drafted.  End of Life project will 
incorporate full policy review 
for Adult services. 
 
Childrens service procedures 
embedded in care delivery. 

31/8/22 
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14) Systems and 
processes were not 
used to safely monitor 
and record 
medication – 
particularly with 
regards to those taken 
PRN. 

14.1 There must be a comprehensive 
medication care plan in place for all 
patients. 
 
14.2 PRN protocols must be detailed 
to support staff in the safe 
administration of medicines. 

Clinical Lead 
RNs 

 
 

Clinical Lead 
RNs 

Audit confirms that a 
medication care plan is in 
place for all patients. 
 
Audit confirms that PRN 
protocols are detailed. 

Childrens medication care 
plans embedded.  
Adult services to be reviewed 
as part of End of Life plan. 

4/2/22 
 
 

TBC 
31/1/22 

15) The plan for 
recommencing EoL 
services comprised of 
a list of actions for the 
service but was not 
measurable, and 
lacked an 
underpinning strategy 
and aim. 

15.1 Meet with Christina Thompson 
NT&H FT. 
 
15.2 Develop and implement project 
plan with clear actions and 
milestones. 

CEO 
DofC 

 
CEO 
DofC 

CT 

The project plan will 
detail the required 
actions and whether 
milestones/targets are 
being met. 

PID developed.  
 
Weekly meeting take place. 
 
Linking with Tees Valley 
Palliative End of Life Exemplar 
project to identify appropriate 
service model. Last meeting 
postponed – being rearranged 
for March. 
 
Contact made with 
Healthworks and meeting 
being scheduled. 

7/1/22 
 

17/12/21 
 

31/3/22 
 
 
 
 
 
 

31/3/22 
 

 
16) EHCP had a 
different dose for 
epilepsy management 
to protocol. These 
discrepancies had not 
been identified within 
the internal audit or 
the external pharmacy 
audit or the care plan 
audit. 

16.1 Audit tools to be reviewed to 
ensure that they identify issues, so 
that they can be addressed and 
resolved. 
 
16.2 If issues are unable to be resolved, 
these must be escalated, and 
reported as an incident. 

DofC 
Clinical Lead 
H/Physicians 

ANP 
 

Clinical Lead 
RNs 

H/Physicians 
ANP 

Evidence that staff 
escalate any issues that 
they are unable to 
resolve. 
Audit tool will identify 
any issue.  

Discussed with staff that they 
must escalate any issues that 
they are unable to resolve – 
that we must be able to 
evidence that we have done 
everything possible. 
 
A statement is included in 
transcribing procedures as to 
what to do if there are 
exceptions to EHCP (i.e. 
difference in medication 
dosage. 

31/1/22 
 
 
 
 
 
 

31/3/22 
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17) Potential for 3 CQC 
action plans to be 
running concurrently: 
May Action Plan 
NoP/NoD Action Plan 
September Action 
Plan 

17.1 Review all action plans, and cross 
reference to ensure actions are not 
missed. 
17.2 Close completed actions. 
 
17.3 Add ongoing actions to one 
master work (action) plan. 
 
17.4 Ensure that all staff are aware of 
the current work plan. 

Trustees 
SLT 

DofC 
Mgmt Team 
Compliance 

Manager 

 Action plans cross referenced, 
and actions closed as evidence 
available. 
 
 
Developing action plan based 
on Key Lines of Enquires. 
Leads allocated to each 
domain. Timescale for work on 
each domain to be one month. 

31/12/21 
 
 
 
 

31/7/22 

Ongoing From May 
2021 
18) Progress required 
P&Ps, and R/As. 

18.1 Continue to review P&Ps as 
required. 
 
18.2 Policies to be ratified as per 
procedure. 
 
18.3 Draft schedule for ongoing 
planned review of policies. 
 
18.4 Medication Policy and Procedures 
to be reviewed as part of EoL Project. 
 
18.5 Clinical procedures to be 
reviewed as part of EoL Project. 
 
18.6 Clinical R/As to be reviewed as 
part of EoL Project. 
 
18.7 Agree process for annual review 
of R/As – in particular: 
MCA & consent to treatment; 
Moving & Handling; 
PEEPs; 
Falls; 
Skin integrity / pressure damage; 
IPC; 
Nutrition & hydration;VTE. 

SLT 
 
 
 
 
 

 
 
 

DofC 
Clinical Lead 
H/Physician 

V-Drive. 
Staff know where to 
locate policies. 

Policy Log in place. 
Policy Log reviewed monthly. 
Policies available on the Public 
Drive. 
Procedure Log developed. 
Risk Assessment Log 
developed. 

31/8/21 
 
 
 

31/7/22 
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19) Review Pharmacy 
(Lloyds) Provider 
Contract. 

19.1 Arrange to meet with relationship 
manager. 
 
19.2 Look at alternative pharmacy 
options to ascertain best provider 
based on quality, safety, and cost. 

DofC 
 
 

CEO 
DofC 

 Decision made to review as 
part of EoL Project. 
Will be actioned as part of the 
EoL Project. 
 
Covered a s part of End of Life 
Project 

TBC 

20) Review of Strategy. 20.1 To be undertaken due to CQC 
inspection and covid-19 pandemic 
affecting timescales. 

CEO 
Trustees 

SLT 

 Trustee planning day schedule. 
1st session completed. 

30/4/202 

21) Develop clinical 
equipment asset 
register. 

21.1 Include annual or manufacturer 
service schedule / PAT testing. 
 
21.2 Where relevant secure training re 
use of equipment. 
Conduct periodic equipment audit. 
 
21.3 Provide service with summary 
sheet of clinical equipment and 
service date/due date. 

Operations 
Manager 

 Clinical Equipment Asset 
Register complete. 
 
Equipment training identified 
through statutory training, risk 
assessments and 
competencies. 

14/2/22 
 
 
 
 
 
 
 
 

 
22) Business 
Continuity Plan. 

22.1 Review significant risks in the 
event of an emergency that threatens 
continuity of service. 
 
22.2 Identify mitigations to key risks. 
 
22.3 Develop action plans in event of 
emergency that threatens service 
continuity. 

Comp Manager 
CEO 

 Business Continuity Plan 
reviewed by SLT and 
Management Group. Signed 
off and available on V-Drive. 
 
Risk register reviewed and 
updated monthly. 
 
 

28/2/22 
 
 
 
 

23) Procure Vantage 
System to include R/A 
systems. 

23.1 Work has commenced on the 
implementation of Vantage. 
 

Comp Manager  Data collection for the first 
module, incident reporting is 
complete.  
 Awaiting test site from 
Vantage to enable testing of 
first module. 
Test page now available for 1st 
module: incident reporting. 

31/7/22 
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24) Procure SystmOne 
for care records. 

24.1 Develop project plan 
 
24.2 Consider option of using iCare as 
an alternative. Complete options 
appraisal and mapping exercise. 

Comp Manager 
 

Operations 
Manager 

 Awaiting feedback on Great 
North Care Record as 
alternative to System One. 

TBC 
 

 

     

 

NOTES: 

 

 

 



  

Page 47 of 78 
 

Appendix 3: Service Improvement Plan 2022 and PHCT Action Plan 

 

 
 

 
 
  

C C Action Plan Update

 ey to personnel:

DoC, Director of Care  Allana Massingham
 G ,  uality Governance  ead   ouise Aslett
C , Clinical  ead   ucy Henderson
D&CS , Day & Community Service  ead  Di Coleman
HR, Human Resource Manager  Peter Hallett
CM, Compliance Manager  Rob Gardner

C C Action Plan Update

 iagnostic and screening  rocedures
 reatment of disease  disorder or in ury 
 egulation   
Person centred care

 o  the regulation  as not  eing met:
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1.  ndertake a training needs analysis to ensure training and 
com etencies  ithin the organisation meet the needs of 
 atients.
 eekly revie  of incident trends to ca ture any concerns 
regarding com etencies and training. 

 Responsible departments HR,  uality & Governance, Compliance

 Timescale for completion:     une     

   date   c 1   une  y    and   : Training needs analysis completed by DoC and  G  where we mapped the 

training on the matrix to the competencies to determine what as an organisation we required. During the 

mapping process, DoC &  G  noted areas of concerns pertaining to the matrix  unable to access certi cates 

easily, some certi cates were not in date order, the matrix did not allow easy calculation of compliance rates and 

the matrix did not automatically identify training that was becoming due. DoC issued an email request to all 

service leads to obtain their view and to feedback of retrieving training compliance and ease of use. These 

concerns are being addressed by the HR manager. AIPU C  looked at E E CA and will produce a proposal that 

makes recommendations for training for nurses and HCA s. S T have acknowledged that it would be appropriate 

to outsource training to an external provider as this will provide a more robust overview, monitoring and delivery 

of training. A business case has been submitted to the Board. A skills audit for service leads has been completed 

by DoC and a meeting is planned to discuss results with HR.  rom this a training schedule can be developed and 

implemented.

2.  essons learned to  e shared at staff meetings  ne sletter  and 
information exchange to ensure staff can  e involved in service 
im rovement and ensure sharing of lessons learned  ithin the 
organisation.

 Responsible department  uality & Governance, Compliance, Marketing, Service  eads

 Timescale for completion:     une     

   date   c 1   une  oC &    : lessons learned are now part of monthly staff 

meetings.  rom these meetings, the minutes are printed and  led within each service 

so that information can be disseminated to the wider staff team. Clinical lessons 

learned are shared on a quarterly basis with marketing in order for these to be placed 

on the news letter which goes organisation wide. BHC has scheduled to take place on 

the   th  uly      RCA training to gain further insight in to the development of lessons 

learned.
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 . Ensure training to recognise the deteriorating  atient and the 
management of  ain to ensure  atients are referred to the 
a  ro riate health  rofessional in a timely manner.

 Responsible department: Clinical  eads

 Timescale for completion:     une     

   date   c 1   une  oC &    : this was an area raised within the C C report for 

patients accessing the home care service  previously PHCT .  rom this, internal 

training was provided to all HCS staff by he advanced nurse practitioner in 

recognising the deteriorating patient. Pain scores have now been introduced.

 . Ensure staff receive  eriodic su ervision and annual a  raisals 
to identify and address any develo ment or  erformance needs.

 Responsible department: Service  eads, HR

 Timescale for completion:     une     

   date   c 1   une  oC and    : DoC&  G  reviewed the one to one / supervision form 

to include prompts of focus for  whistleblowing, safeguarding and training within the document. 

We have introduced a supervision matrix so that service leads at a glance can identify when 

supervision / appraisal has been completed and is next due. We have also included supervision 

percentage, appraisal percentage statutory & essential training compliance to be included on 

monthly staff and HR reports. We have devised and completed a focused supervision speci cally 

for the HCS care assistants as identi ed with the action plan following C C inspection in  ebruary 

    .
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 .  evie  current clinical su ervision  olicy and  rocedure to 
include safeguarding su ervision  ithin this to ensure staff 
understand the ex ectations of their role.

 Responsible department: Director of Care

   date   c 1 th  une  oC: Draft clinical supervision policy submitted by DoC to 

MTGC on the   th  une. Comments requested by Thursday   th  une, draft policy 

updated in line with this. Policy submitted to CM on the   th  une to send out to the 

trustees for comments and rati cation. DoC is identifying potential supervisors and 

supervisee groups.

 Timescale for completion:     une     

 .   ou said  e did   oards to  e im lemented  ithin service 
areas  ased on Friends and Family  est outcomes and  eriodic 
service evaluations.

 Responsible department: Service  eads,  uality & Governance, Clinical Admin

 Timescale for completion:     une     

   date   c 1   une  oc &    : all services now have  you said, we did boards  in place. We 

are currently monitoring turnover of subject matter and from  unes monthly report  this will be 

included.  G  identi ed that the friends and family test process was not robust. In that the 

number of forms gone out were not mapped against how many were returned.  urthermore, 

these were not  led correctly.  rom this, a discussion was held with the clinical administrators as 

they co ordinate the friends and family test. It was agreed that, all sent and returned forms will 

be captured on a monthly basis and identi ed within the monthly report and audit.  iles for each 

service were set up month buy month to store the completed forms and allow visibility to staff in 

order to complete the you said, we did board.  rom  uly, the clinical administers will collate 

comments from the friends and family test and forward to the DoC& DoIGfor marketing of 

services.
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 .   ou said  e did   oards to  e im lemented  ithin service 
areas  ased on Friends and Family  est outcomes and  eriodic 
service evaluations.

   date   c 2   une  oc &    :  G  met with Charlotte Pett from North Tees Trust to 

support in updating our current surveys.  G  will liaise with marketing team in order to devise a 

document that can be used organisation wide.

 .   eet the  eam   oard to  e im lemented  ithin service areas 
in order for  atients to kno   ho is involved in the regulated 
activity and their care.

 Responsible department: PA to the CEO

 Timescale for completion:     uly     

   date   c 1 th  une  oC &    : Meet the team boards purchased by DoC. PA to 

the CEO requested to take photos of the trustees at the board meeting on  th  une 

    . Trustees were aware, however, due to internal developments this date has been 

rearranged.  G  l will email all trustees top request an up to date, passport type 

photo to be returned by the   th  une     .
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 . Com lete a focussed su ervision  ith nurses and health care 
assistants reinforcing their roles  res onsi ilities  and the 
res onsi ilities of referrers.

 Responsible department: Service  eads

 Timescale for completion:     uly     

   date   c 1   une  oC &    :  G  devised a focus supervision document 

speci cally for the HCS team which has been carried out. All service leads have been 

directed by DoC to review  ob descriptions and feedback by the end of  une     . 

Any changes required to job descriptions will need to be completed in conjunction 

with HR.

 .  evie  documentation for P C  and  ay Service to ensure 
that it re ects an assessment of individual needs   reference for 
care and treatment  and to identify and mitigate any  otential 
risk.

 Responsible department: Service  eads,  uality & Governance, Director of Care

 Timescale for completion:     une     

   date   c 1   une  oC &    : Upon suspension of PHCT all documentation was reviewed 

and updated by ANP, C , DoC,  G , D&CS .  ollowing redraft of the patient pack, the document 

was signed of by the CEO and within the integrated governance group. The healthcare assistants 

within the service were provided with several in house training sessions including scenario based 

and examples of completed documentation. The pack has been version controlled and is 

monitored by  G . The day service documentation has been reviewed and is currently in draft 

stage completed by  G . Upon completion of the document  this will be shared within the 

MTGC for formal sign off. At  nal sign off of the day services documentation , this along with the 

HCS pack will be put in PD  format.
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1 . Provide o erational oversight to ensure a  ro riate su  ort 
and su ervision of staff  oth during and out of hours.

 Responsible department: Director of Care

 Timescale for completion:     une     

   date   c 1   une  oC &    : The DoC populates a monthly on call / out of hours 

rota which is disseminate d to all clinical services. The DoC has developed a walk 

round document for other managers / directors to utilise when they attend Bishop 

Auckland site. This has been signed off by the MTGC and will be implemented w/c 

  th  une     . This document will be kept on  le as evidence.

11.  evie  and im lement a  ro riate audits  that  rovide 
assurance of standards met.

 Responsible department:  uality & Governance, Director of Care, Service  eads

 Timescale for completion:    September     

   date   c 1   une  oC &    : The audits were reviewed by DoC last year and it 

was agreed which audit would be used for which service, however, here is evidence 

that different audits are now being used in different service areas. The  G  removed 

duplicates and variations of audits from the  :  drive and re  instated the original 

audits as agreed last year. The medication audit has been reviewed and a draft 

completed taking into consideration  NICE,   OE and pharmacy audits. DoC to liaise 

with North Tees in order to progress the audit review and implementation of 

appropriate audits to ensure that standards are met.
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12.  evelo  care  lans that evidence colla orative  orking  ith 
the individual and evidences holistic assessment of needs. Care 
 lan to evidence that care is  rovided in line  ith the individuals 
 references  and that the individual has  een a le to  artici ate 
in making informed decisions a out their care or treatment.

 Responsible department: Service  eads,  uality & Governance, Director of Care   

 Timescale for completion: TBC

   date   c 1   une  oC &    : This aspect of the requirement has previously been 

covered in slide  . which will include the  what matters to me  document.

1 .  evelo  and im lement   hat  atters to  e  document to 
ensure the needs and  ishes of the  atients are met.

 Responsible department: Service  eads,  uality & Governance, Director of Care

 Timescale for completion:    August     

   date   c 1   une  oC &    : As per number   and   
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1 .  evelo  and im lement a  ro riate outcome measures that 
demonstrate inclusiveness  that also ena les changes in consent 
and individualised care delivery.

 Responsible department: Service  eads,  uality & Governance

 Timescale for completion:    October     

   date   c 1   une  oC &    : A group has been set up by the DoC for D&CS  and 

Ho S to lead upon the process and documentation required for measurement of 

outcomes. IPOS, MYCAW and the Childrens outcome tool are being considered with 

regards to the most appropriate tool to be used and how data is captured an 

reported.

1 .  o revie  current  rovision of meeting nutrition and hydration 
needs  ithin day services. Pilot a  Snack  ar   rovision  here 
 atients can o tain something to eat and drink during their 
a  ointment.

 Responsible department: Service  eads, Estates &  acilities, Dietetic Students

 Timescale for completion:    August     

   date   c 1   une  oC &    :  G  raised catering facilities at Bishop Auckland and what 

provisions can be implemented to provide hydration and nutrition to patients who attend for 

treatment. The option of a vending machine was discussed, however, deemed inappropriate due 

to sell by date on provisions within the machine and cost of purchasing. Considered using current 

catering provision at Stockton and transporting non perishable items to Bishop Auckland. The 

 Snack bar  launched mid May and is currently being well received. The process will be reviewed 

at the end of  une by Operations team to determine what if, any changes are required. Signage 

and a menu list are in place and a health care assistant nominated to cover the snack bar each 

shift. We now have support from two dietetic students who will support the progression of the 

menus.
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1 .  C  and  o S training to  e com leted  y staff and in 
 re aration for  PS.  he organisation to disseminate an 
a  ro riate  orksho  to ensure staff have an understanding of 
the changes  hen they are im lemented as  er government 
guidance.

 Responsible department: Service  eads,  uality & Governance

 Timescale for completion:     uly     

   date   c 1   une  oC &    : All training compliance id to be      by  une   th . 

In addition to the MCA / Do S   G  has disseminated an webinar link that provides 

staff with the knowledge base in preparation for the  PS.

1 .  oard  S C to  ork  ith the CE  and  irectors to devise and 
im lement KPIs for regulated services that  ill  e monitored 
monthly.  his  ill ensure staff  ithin the organisation are 
meeting the standards required set  y the organisation.

 Responsible department: Trustees  MB, YE 

 Timescale for completion:    August     

   date   c 1   une  oC &    : It has been discussed and agreed that  PI s will 

form part of the MTGC work.
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1 . Key clinical trustees chaired  y Professor  ike  ram le form 
 uality Safety  isk Committee ( S C) that  ill monitor and 
 rogress the C C action  lans in their entirety and re ort 
 rogress to the  oard of trustees.  his  ill ensure that any 
remedial actions are identi ed and  ut in  lace in a timely 
manner.

 Responsible department: Trustees

 Timescale for completion:    November     

   date   c 1   une  oC &    : This improvement plan will be on the agenda for 

 SRC which takes place on the   th  une     .

1 . Care  lan matrix to  e devised that identi es all  atients on 
the P C  ( CS) and  ay Services case load.  he outcome of 
revie ed and com leted care  lans to  e re orted to the 
 irector of Care on a  eekly  asis so that remedial actions can 
 e taken if  rogress is not made.

 Responsible department: Service  eads, HCS Co  ordinator

 Timescale for completion:     une     

   date   c 1   une  oC &    :  G  to devise a matrix that acts as a patients 

admission checklist so that tis prompts use of two week check, retrieval of notes, 

discharge audit and condolence letter / card by end of  une     . a similar matrix has 

been requested from D&CS  but has not yet been produced.  urther request made 

for completion by end of  une     .
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2 .  eferral and admission  rocess to  e devised and 
im lemented in accordance  ith a service s eci cation.  his  ill 
ensure clarity that  e can meet the needs of the  atients 
referred to the services.

 Responsible department: Adult Clinical  ead

 Timescale for completion:     uly     

   date   c 1   une  oC &    : DoC has devised and implemented a service spec 

for HCS. This was signed off by Integrated Governance Group. C&DS  has been 

tasked to devise a service spec for day service and also referral and admission process 

for HCS and day service. These will be completed by end of  uly     .

C C Action Plan Update

 iagnostic and screening  rocedures
 reatment of disease  disorder or in ury
 egulation 1  
Staf ng

 o  the regulation  as not  eing met:
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1.  o develo  and im lement a skills audit to  e carried out  ithin 
the organisation to include trustees  senior leadershi  team  and 
management team.

 Responsible department: Director of Care, HR, Compliance

 Timescale for completion:     une     

   date   c 1   une     &  oC: skills audit has been completed by trustees and all 

clinical management. Non  clinical to complete

2. S readsheets have  een develo ed for all staff that highlight 
rene al dates for statutory and essential training.  hese are 
monitored  y service leads and com liance levels re orted to 
and discussed at  oard level and  S C. If com liance is less than 
    for each module service leads  ill address  ith individual 
mem ers of staff.

 Responsible department: Service  eads, Director of Care

 Timescale for completion:     une     

   date   c 1   une     &  oC: Clinical services are collating individual services 

pro le of training in order to obtain a clearer picture of training. All services have 

been advised that training compliance must be      by the end of  une.
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 .  raining statistics are no  featured on the revised su ervision 
form and is also re orted monthly.  his information is shared at 
 S C and the  oard.

 Responsible department: Director of Care

 Timescale for completion:     une     

   date   c 1   une     &  oC: The DoC has revised the new supervision policy and 

included on the monthly report a header for training compliance.

 .  usiness case to  e com leted to outsource training that  ill 
offer a more ro ust a  roach to ensure staff are suita ly trained  
at the correct frequency  in accordance  ith the fundamental 
standards.  his is to include com letion of the Care Certi cate  y 
all staff.

 Responsible department: Senior  eadership Team

 Timescale for completion:     une     

   date   c 1   une     &  oC: DoC,  D and DoIG have completed a business case 

which has been sent to the Board for approval
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 . Ensure staff receive  eriodic su ervision and annual a  raisals 
to identify and address any develo ment or  erformance needs.

 Responsible department: Service  eads, HR

 Timescale for completion:     une     

 Update w/c     une  G  & DoC: Revised supervision policy implemented by DoC.

Service leads are in the process of obtaining data pertaining to appraisal to ensure a 

streamlined approach going forward.

 .  evie  current clinical su ervision  olicy and  rocedure to 
include safeguarding su ervision  ithin this to ensure staff 
understand and are su  orted to meet the ex ectations of their 
role.

 Responsible department: Director of Care

 Timescale for completion:     une     

   date   c 1   une     &  oC: supervision policy reviewed and published which 

includes safeguarding as a header
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 .  o revie  and u date the induction (including cor orate 
induction) and  ro ation documents to ensure that they meet 
the needs of staff  and  rovide a ro ust introduction to the 
organisation  and facilitates the develo ment of the required 
skills and com etences for the role.

 Responsible department: Clinical  ead, HCS Co  ordinator

 Timescale for completion:     uly     

   date   c 1   une     &  oC: DoC,  G  & C  currently reviewing and updating 

job descriptions and formulating a more robust induction and probation process 

along with documentation. Corporate Induction to be updated by S T
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Appendix 3: Service Improvement Plan 2022 and PHCT and Day Services Action Plan 
 

PHCT and Day Services Action Plan 

Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

Suspend PHCT 
service with 
immediate 
effect 

Risk assessments/ care 
plans not in place- night 
sits cancelled with 
immediate effect. 
Suspend service formally. 

DofC Discussed with PHCT Co-ordinator – no assurance 
provided of DN oversight or documentation for 
patients that night. Service suspended from 2/2/22 
at 17.00hrs. 

2.2.22 2.2.22 
COMPLETED 

 

Safeguarding 
notification for 
PHCT 

Contact county Durham 
LA for transparency. 

Quality and 
Governance 

Lead 

Q&G Lead contacted Social Care Direct – does not 
meet safeguarding criteria (see email). 

3.2.22 3.2.22 
COMPLETED 

CQC 
notification for 
PHCT 

To inform regarding 
safeguarding notification. 
See below regarding 
changes to the service. 

DofC CQC notification (potential abuse) not required as 
does not meet safeguarding criteria.  

3.2.22 3.2.22 
COMPLETED 

Incident Form To inform the 
organisation of the 
background to the 
concern. 

DofC Completed and submitted to Compliance 
Manager. 
 

4.2.22 4.2.22 
COMPLETED 

Risk Register Discuss with CEO and 
Compliance Manager. 

DofC Discussed with Compliance Manager who 
confirmed that he will put entry on the Risk 
Register. 

7.2.22 11.2.22 
COMPLETED 

Changes to the 
PHCT service 

Complete notification to 
CQC regarding significant 
events that have 
impacted the service. 
Full service review to 
ensure it meets the needs 
of patients. 
Develop and implement 
Service Specification. 
 
 

DofC 
 
 
 

DofC / 
HR Manager 

 
CEO /  
DofC 

 
 

CQC notification (events that stop a service 
running safely) submitted (DPL-1174868). 
 
 
Preliminary discussions with CEO, Q&G Lead, and 
Compliance Manager as part of Warning Notice 
representation. 
Draft service specification completed and out for 
comments. Will need to go to SLT on 28/2/22. 
Approved at SLT (following minor amendments). 
 

3.2.22 
 
 
 

w/c 7.2.22 
 
 

w/c 14.2.22 
 
w/c 28.2.22 
 

4.2.22 
COMPLETED 

 
 

28.2.22 
COMPLETED 
 

21.2.22 
COMPLETED 

28.2.22 
COMPLETED 



  

Page 64 of 78 
 

Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

 
 
Review JDs of HCAs and 
Co-ordinator. 

 
 

DofC / HR 
Manager 

Care Assistants draft JD completed – to go to IG 
Meeting. IG Meeting requested some minor 
changes to be done by 18/3/22 – then authorised. 
Co-ordinator JD to be drafted following meeting 
with current postholder.  
Discussed on 22/3/22, agreed to changes – JD to be 
amended.  

 
16.3.22 

 
 
 

w/c 11.4.22 

 
16.3.22 & 
18.3.22 

COMPLETED 
 

12.4.22 
COMPLETED 

Investigation 
into PHCT 

Assign investigation 
officer to undertake 
investigation. 
 
Complete terms of 
reference for 
investigation. 
 
Commence investigation. 
 
 
 
 
 
 
Meet with PHCT to clarify 
expectations and 
boundaries of role. 

DofC 
 
 

Quality and 
Governance 

Lead 
 

Quality and 
Governance 

Lead / HR 
Manager 

 
 
 
 

DofC 

Investigation officer assigned: Q&G Lead. 
 
 
Work ongoing: ToR and questions being drafted. 
 
Staff interviews scheduled for 8th and 9th February. 
Investigation completed, and report drafted. 
Report will be finalised by 16/2/22. Investigation 
report completed. Shared with CEO, HR Manager, 
and DofC. 
 
Meeting arranged for Monday 7/2/22 at 14.00hrs. 
Notes taken. 
 
Further meeting arranged for 23/3/22 to ensure 
staff understand expectations and boundaries. JD 
to be signed. 

3.2.22 
 
 

3.2.22 
 
 

7.2.22 
 
 

16.2.22 
 
 
 

7.2.22 
 
 

23.3.22 

3.2.22 
COMPLETED 

 
3.2.22 

COMPLETED 
 

11.2.22 
COMPLETED 
 

18.2.22 
COMPLETED 

 
 

7.2.22 
COMPLETED 

 
1/4/22 

COMPLETED 
Training for 
PHCT and Day 
services 

Undertake training needs 
analysis.  
 
Prioritise recognition of 
the deteriorating patient 
and the management of 
pain. 
 
 

Clinical Lead / 
HR Manager 

 
ANP 

 
 
 
 
 

Overview produced and some amendments 
suggested at review meeting on 7/2/22. 
 
Work commenced but yet to be presented. 
Draft completed – presented to DofC. For review by 
CEO and clinical team w/c 21/2/22 – further meeting 
w/c 28/2/22. 
To go to IG Meeting for sign off – agreed.  
 

3.2.22 
 
 

w/c 7.2.22 
 
 
 

16.3.22 
 

3.2.22 
COMPLETED 

 
7.3.22 

COMPLETED 
 

 
16.3.22 

COMPLETED 
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Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

 
Update training matrix to 
reflect agreed essential 
training. 
 
 
 
 
 
All staff to be 100% 
compliant with statutory 
and essential training. 

 
CEO / Clinical 

Lead 
 
 
 
 
 
 

Clinical Sister / 
HR Manager 

 
Some additions added as agreed. All staff to rotate 
into B/A or Stockton so that support can be 
provided – Clinical Lead to arrange.  
 
All staff to commence Palliative Care Training 
Modules – info forwarded to Clinical Lead and 
Clinical Sister. Progress to be reported by Di 
Coleman monthly / ongoing. 
Staff have stated that they have been completing 
training on NHS Net – no evidence of certificates 
and they do not have copies.  
Sent to PHCT Co-ordinator? Clinical Lead to be 
provided with temporary authorisation to look at 
PHCT Co-ordinator emails. 
Following review, some training has been added. 
BHC looking at external provision of training. Some 
staff changes have affected completion rates. KPIs 
to be reported and monitored monthly. 
 
ANP to provide training re new documentation 
and overview of most common long-term 
conditions. 

 
w/c 7.2.22 

 
 

 
w/c 21.2.22 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
w/c 28.2.22 

 
 

 

 
17.2.22 

COMPLETED 
 

 
21.2.22 

COMPLETED 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

11.3.22 
COMPLETED 

 
 
 

Supervision and 
Appraisals for 
PHCT 

Undertake analysis of 
supervision and 
appraisals and ascertain 
current position. 
 
Continue to undertake 
supervision. 
 

DofC 
 
 
 
 

Clinical Sister 
 
 

Appraisals: 100% completed. 
1to1s with Clinical Sister: 2mthly – last completed 
October 2021. To be scheduled for w/c 7/2/22. 
 
Clinical supervision to be scheduled every 2 
months. Clinical Sister has arranged dates and 
notified staff. To be reported and monitored 
monthly. 

7.2.22 
 

 
 
 

w/c 14.2.22 
 

 

8.2.22 
COMPLETED 

 
 
 

22.3.22 
COMPLETED 
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Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

 
Focused supervision to be 
delivered to HCAs 
reinforcing their roles, 
responsibilities, reporting 
structures, and the 
responsibilities of 
referrers. 
 
Ensure that all annual 
appraisals are up to date. 

 
Clinical Lead / 
Clinical Sister / 

ANP 
 
 
 
 

DofC 
 

 
Completed, however, further meeting arranged to 
discuss and ensure clarity. 
JDs reissued, discussed and signed. 
 
 
 
 
HR confirmed that all PHCT staff have had an 
appraisal within 12 months. 

 
 

23.3.22 
 
 
 
 
 
 

7.2.22 
 

 
 

01/04/22 
COMPLETED 

 
 

 
 

 
8.2.22 

COMPLETED 
Documentation 
for PHCT 

Make updates to 
document (already been 
to CRWG). 
 
 
 
 
 
 
Need to agree procedure 
for obtaining 
documentation – via NHS 
mail? 

Clinical Lead / 
Clinical Sister 

 
 
 
 
 
 
 

CEO /  
DofC 

 

Priority work for Monday 7/2/22 – aim to complete 
by Wednesday 9/2/22. 
Reviewed 9/2/22 – some adjustments required – 
carry forward to w/c 14/2/22. 
Draft completed – reviewed by DofC. For review by 
CEO and clinical team w/c 21/2/22 – further meeting 
w/c 28/2/22. 
To go to IG Meeting for sign off – agreed. 
 
Hard copy and then consider use of tablets in 
future. Staff have hard copies that can be 
populated from referral and DN records. Smart 
phones to be purchased – target date postponed. 

w/c 7.2.22 
 
 
 
 
 
 

16.3.22 
 
w/c 23.5.22 

7.3.22 
COMPLETED 

 
 
 
 
 

16.3.22 
COMPLETED 

 
 

Documentation 
for Day Services 

Review documentation 
and include relevant care 
plans. 

Clinical Lead / 
Clinical Sister 

Number of patients established – 78 patients on 
caseload. Clinical Sister will review risk assessments 
and develop and implement care plans as required 
at the next visit of each patient.  
Clinical Sister will provide weekly update of 
completed care plans to DoC. 

w/c 7.2.22 
 
 
 

 
w/c 4/4/22 

Ongoing 
 
 

 
 

Ongoing 
Referral Criteria Develop and implement 

for PHCT and day 
services. 

ANP / 
Clinical Sister 

Draft completed. Comments currently being 
collated. 

w/c 7.2.22 
 
 
 

7.3.22 
COMPLETED 
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Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

Draft completed – reviewed by DofC. For review by 
CEO and clinical team w/c 21/2/22 – further meeting 
w/c 28/2/22. 
To go to IG Meeting for sign off – agreed.  
 

 
16.3.22 

 
16.3.22 

COMPLETED 

Oversight of the 
service 

Operational oversight to 
be reviewed to ensure 
appropriate support and 
supervision. 
Review role and location 
of key staff. 
Confirm lines of reporting 
prior to service 
recommencing. 

DofC / 
Clinical Lead / 

Quality and 
Governance 

Lead 
 

DofC 

Operational oversight commenced 3.2.22. Move of 
base discussed and support for B/A agreed. 
 
PHCT Co-ordinator transferred to Stockton on 
Mondays and Fridays, and no longer working from 
home. 
Verbal discussion with staff.  
 
JDs amended and to be reissued. 

3.2.22 
 

 
 

7.2.22 
 
 

w/c 7.3.22 
 

23.3.22 

3.2.22 
COMPLETED 
 
 

7.2.22 
COMPLETED 
 

7.3.22 
COMPLETED 

1/4/22 
Communication Contact all relevant 

services to provide 
update. 

PHCT 
Co-ordinator 

Relevant services contacted to inform that the 
service is temporarily on hold. No concerns raised 
by patients or DNs. 
Discussed with Marie Curie 23/2/22. 
Services kept informed of progress. Service 
specification shared. Services contacted to let 
them know that service now operating. 

3.2.22 3.2.22 
COMPLETED 

Reports Review reports and audits 
submitted and increase 
frequency to provide 
assurance. 

Quality and 
Governance 

Lead 

Work has commenced. 
KPIs have been set and are to be reported and 
monitored monthly. 
Audit tool is being developed. 

w/c 11.4.22 Ongoing 

Audits Review current audits 
and link to report. 

CRWG Work has commenced, however, progress is slow 
due to staff changes. 

w/c 7.3.22 Ongoing 

Procedure Develop and implement 
procedure that provides 
assurance that all 
documentation and 
referral criteria have been 
met. 

Clinical Lead / 
Clinical Sister / 

ANP 

Work commenced, but draft not yet completed. 
Draft completed – reviewed by DofC. For review by 
CEO and clinical team w/c 21/2/22 – further meeting 
w/c 28/2/22. 
To go to IG Meeting for sign off. 

w/c 7.2.22 
 
 
 

16.3.22 

7.3.22 
COMPLETED 

 
 

16.3.22 
COMPLETED 
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Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

Outcomes 
measures 

Develop and implement 
appropriate outcome 
measures and pilot, as 
part of this develop and 
implement ‘What Matters 
to Me’ document. 

ANP / 
Clinical Leads 
/ Clinical Sister 

“What Matters to Me” document drafted. 
 
To go to IG Meeting for sign off – agreed.  
 
 

28.2.22 
 

16.3.22 

28.2.22 
COMPLETED 

16.3.22 
COMPLETED 

Staff meetings Team meetings are to be 
held monthly. Dates for 
2022 to be confirmed. 
Agenda to be circulated 
prior to the meeting and 
minutes documented, 
cascaded to team, and 
kept on file. 

Clinical Lead / 
Clinical Sister 

 
 

Clinical Sister 

Frequent meetings have been held with staff to 
provide support and discuss changes. 
 
Dates for monthly team meetings to be confirmed 
next week – prior to restart of Home Care Service. 
Reviewed 1/4/22 agreed to commence monthly 
team meetings each first Tuesday of the month.  
Clinical sister to provide full years dates 

w/c 28.3.22 
 
 
 
 
 
 

w/c 4/4/22 

1/4/22 
COMPLETED 

CQC Update CQC with 
outcomes from 
investigation and status 
of action plan before 
service delivery 
recommences. 
 
 
 
 
 
CQC Notification to be 
completed and sent to 
notify the relaunch of the 
service. 

DofC 
 
 
 
 

 
Q&G lead 

 
 
 

Q&G Lead 

Brief discussion at CQC engagement meeting 
17/3/22. Aware that intention is to recommence the 
service approx. 23/3/22. Postponed to 4/4/22 as 
some training not able to be accessed until 30/3/22.  
 
Action plan to be submitted to CQC following final 
planning meeting on 21/3/22 – LA to submit 1/4/22 
 
CQC Notification completed and submitted 
25/3/22. 

21.3.22 
 
 
 
 
 
 
 

01/4/22 
 
 
 

25/3/22 

22.3.22 
COMPLETED 

 
 
 
 
 

01.4.22 
COMPLETED 

 
 

25/3/22 
COMPLETED 

Butterwick 
Website 

Liaise with the marketing 
team to update 
information on the 
website. 

DofC 1st draft completed and agreed. 
Website updated. 

w/c 28.2.22 7.3.22 
COMPLETED 
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Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

District Nursing 
Service 

Arrange a meeting / 
phone call with Head of 
District Nurse to discuss 
service specification and 
referral criteria. 

DofC 
Clinical Lead / 

ANP 

Discussed. Happy with service spec and 
agree/confirm that DNs have clinical responsibility, 
however, initially not keen to share documentation 
– ANP to discuss further. 
Discussed with DN Leads – no problem to share 
hard copy of R/As and Care Plans (do similar for 
Marie Curie). Received email confirmation 1/4/22 
confirming this 

w/c 7.3.22 
 

w/c 21.3.22 

7.3.22 
COMPLETED 

21.3.22 
COMPLETED 

 
 

1/4/22 
COMPLETED 

 Diaries Diaries to be removed 
and archived securely. 

Clinical Lead Removed from staff. 
 
 
Secure archiving in progress. 

w/c 7.3.22 
 

 
23.3.22 

28.2.22 
COMPLETED 

 
1/4/22 

COMPLETED 
 Phone Establish exact use of 

work and OoH phones. 
Look at options. Texts or 
voicemails containing 
patient identifiable 
information to stop. 

Clinical Lead Discussed with staff – made aware that identifiable 
information must not be left via text or voicemail. 
Process for phones (in and out of hours) agreed 
and documented. 
This to include contact with manager on call. 
Needs to be revisited as manager on call rota not 
being followed – although calls are picked up. 

w/c 7.3.22 
 
 
 
 
 
 
 

15.5.22 
 

7.3.22 
COMPLETED 

 
 
 
 
 
 
 

1to1s  Monthly 1to1s to be 
arranged for all staff for a 
period of 6 months (then 
as per policy) to provide 
ongoing support and to 
ensure new processes are 
embedded. 

DofC 
Clinical Lead 

Q&G Lead 

Q&G Lead to undertake monthly supervisions with 
care assistants from April to September 2022 – to 
support Clinical Sister who will be undertaking 
Clinical Supervision. 

w/c 4.4.22 18.4.22 
COMPLETED 

Documentation Home Care Pack to be 
updated to include ‘hub’ 
numbers of the 
community DN team. 

Q&G Lead Contact numbers received 1/4/22.  All HCA’s and 
operations staff have contact details until pack 
amended.  

w/c 4.4.22 4.4.22 
COMPLETED 
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Issues Required Actions 
Identified 

Responsibility Progress Update Priority / 
Due Date 

Date of 
Completion 

Training – 
application of 
creams 

HCA’s to receive training 
to ensure they are 
competent in the 
application of 
creams/gels to patients.  

DofC 
Q&G Lead 

S.A.M 
Solutions 24/7 

Training booked for 30/3/22 by external training 
provider S.A.M Solutions 24/7. 
All HCA’s attended training, assessed and signed 
off as competence following competency 
assessments. 

w/c 28.3.22 1/4/22 
COMPLETED 

 

  



  

Page 71 of 78 
 

Appendix 4: Audits March 2022 
 

AUDIT REPORT FOR All audit results will be reported to IGM  
 

 
Month / Year: March  2022 KPIs will be reported to QSRC/Board  

 
 

Key: 
91% to 100% 75% or below 

76% to 90% Not Submitted N/S 
    

 

 
Childrens Responsibility Initially Score 

Pre-admission and Admission Audit Clinical Sister Monthly 97% 

Medication Management Audit Clinical Sister Monthly 100% 

Pharmacy Audit Clinical Sister Monthly 92% 

Discharge Audit inc PPofD Clinical Sister Monthly 90% 

Acuity / Dependency Tool Audit (Safe Staffing) Clinical Sister Monthly 100% 

Mattress Audit Clinical Sister Monthly 100% 

Bed and Bedrail Audit Clinical Sister Monthly 100% 

Medication Audit: CDs Director of Care/ Clinical Lead Monthly N/A 

Professional Reg NMC / HP / CT / Couns Director of Care / HR Monthly 100% 

Accident & Incident Audit (Trends) Director of Care/ Clinical Lead Monthly TBC 

Recording of Fridge & Room Temp Audit Finance / Fundraising Monthly 100% 

Uniform & Hand Hygiene Audit Finance / Fundraising Monthly 100% 

Care Plan Audit (20% of pts for month) Clinical Sister Monthly 90% 

Record Keeping Audit (20% of pts for month) Clinical Sister Monthly 100% 

Safe Environment Audit Facilities Monthly 90% 

Covid-19 Champion Audit (inc PPE) Champion Monthly 100% 

DofC Quality Audit Director of Care Monthly TBC 

Friends & Family Test Report Childrens Admin Monthly 7/7 

Complaints & Thank You Audit Childrens Admin Monthly Nil 
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Stockton Day Care Responsibility Initially Score 

Professional Reg NMC / HP / CT / Couns Director of Care / HR Monthly 100% 

Accident & Incident Audit (Trends) Director of Care/ Clinical Lead Monthly TBC 

Uniform & Hand Hygiene Audit Finance / Fundraising Monthly N/S 

Record Keeping Audit (20% of pts for month) Clinical Sister Monthly N/S 

Safe Environment Audit Facilities Monthly N/S 

Covid-19 Champion Audit (inc PPE) Champion Monthly 100% 

DofC Quality Audit Director of Care Monthly TBC 

Friends & Family Test Report Childrens Admin Monthly Complete 

Complaints & Thank You Audit Childrens Admin Monthly Nil 
    

    

Stockton Family Support Responsibility Initially Score 

Professional Reg NMC / HP / CT / Couns Director of Care / HR Monthly 100% 

Accident & Incident Audit (Trends) Director of Care/ Clinical Lead Monthly TBC 

Record Keeping Audit (20% of pts for month) Clinical Sister Monthly 100% 

Safe Environment Audit Facilities Monthly 100% 

Covid-19 Champion Audit (inc PPE) Champion Monthly 100% 

DofC Quality Audit Director of Care Monthly TBC 

Friends & Family Test Report Childrens Admin Monthly 9/9 

Complaints & Thank You Audit Childrens Admin Monthly Nil 
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Adults IPU Responsibility Initially Score 
Pre-admission and Admission Audit Clinical Sister Monthly N/A 

Medication Management Audit Clinical Sister Monthly N/A 

Pharmacy Audit Clinical Sister Monthly N/A 

Discharge Audit inc PPofD Clinical Sister Monthly N/A 

Acuity / Dependency Tool Audit (Safe Staffing) Clinical Sister Monthly N/A 

Mattress Audit Clinical Sister Monthly N/A 

Bed and Bedrail Audit Clinical Sister Monthly N/A 

Pressure Damage Audit Clinical Sister Monthly N/A 

External Medication Audit Pharmacist Monthly N/A 

Medication Audit: CDs Director of Care/ Clinical Lead Monthly N/A 

Professional Reg NMC / HP / CT / Couns Director of Care / HR Monthly N/A 

Accident & Incident Audit (Trends) Director of Care/ Clinical Lead Monthly N/A 

Recording of Fridge & Room Temp Audit Finance / Fundraising Monthly N/A 

Uniform & Hand Hygiene Audit Finance / Fundraising Monthly N/A 

Care Plan Audit (20% of pts for month) Clinical Sister Monthly N/A 

Record Keeping Audit (20% of pts for month) Clinical Sister Monthly N/A 

Safe Environment Audit Facilities Monthly N/A 

Covid-19 Champion Audit (inc PPE) Champion Monthly N/A 

DofC Quality Audit Director of Care Monthly N/A 

Friends & Family Test Report Childrens Admin Monthly N/A 

Complaints & Thank You Audit Childrens Admin Monthly N/A 
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Bishop Auckland Day Care Responsibility Initially Score 

Professional Reg NMC / HP / CT / Couns Director of Care / HR Monthly 100% 

Accident & Incident Audit (Trends) Director of Care/ Clinical Lead Monthly TBC 

Uniform & Hand Hygiene Audit Finance / Fundraising Monthly 100% 

Record Keeping Audit (20% of pts for month) Clinical Sister Monthly 98% 

Safe Environment Audit Facilities Monthly 100% 

Covid-19 Champion Audit (inc PPE) Champion Monthly 100% 

DofC Quality Audit Director of Care Monthly TBC 

Friends & Family Test Report Childrens Admin Monthly Complete 

Complaints & Thank You Audit Childrens Admin Monthly Nil 
    

    

Bishop Auckland Family Support Responsibility Initially Score 

Professional Reg NMC / HP / CT / Couns Director of Care / HR Monthly 100% 

Accident & Incident Audit (Trends) Director of Care/ Clinical Lead Monthly TBC 

Record Keeping Audit (20% of pts for month) Clinical Sister Monthly 100% 

Safe Environment Audit Facilities Monthly 100% 

Covid-19 Champion Audit (inc PPE) Champion Monthly 100% 

DofC Quality Audit Director of Care Monthly TBC 

Friends & Family Test Report Childrens Admin Monthly 3/3 

Complaints & Thank You Audit Childrens Admin Monthly Nil 

 
Note: Audits for the Home Care Service (formerly PHCT) are TBC. 
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Appendix 5: Complaints Poster 
 

Butterwick Hospice Care 

Comments, Complaints and Suggestions 

 

Butterwick Hospice Care strives to ensure that all its services are 

delivered to a consistently high standard. We are constantly seeking to 

improve our service to patient and carers.  

We welcome comments or suggestions that can help us improve the 

services we offer.  

We recognise there may be occasions when patients or carers 

expectations are not met. If this happens, please do inform us, so that 

every effort can be made to put things right and to prevent such errors 

in the future. 

There are multiple ways to make a complaint.  

If you would like to make a complaint, please speak to the member of 

staff who is dealing with you or the patient so your issues can be 

immediately addressed.  

If you would like to discuss the issue further, please ask to speak to a 

senior member of staff on duty.  

Written concerns can be addressed to the Quality and Compliance 

Manager at the hospice complaints@butterwick.org.uk, via the 

Butterwick Hospice Care website or via our media platforms (Facebook, 

Twitter etc.)  

Alternatively, a complaint can be made via telephone or in person to any 

member of staff. All complaints will be investigated, lessons learnt, and 

feedback supplied. 

If you are unhappy at our attempts to resolve the situation, please refer 

to the Parliamentary and Health Service Ombudsman 

https:/www.ombudsman.org.uk 

Butterwick Hospice Care, Middlefield Road, Stockton TS19 8XN 

Tel: 01642 607742 

Bishop Auckland Hospice, Woodhouse Lane, Bishop Auckland, DL14 6JU 

Tel: 01388 603003 

  

mailto:complaints@butterwick.org.uk
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Butterwick Hospice Quality Account Statement 
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