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Clinical Audit

The hospice has revitalised our programme of clinical and assurance audits which are overseen by the CREG as

summarised below:

Audit

Completed Assurance Overall I
: : Date Improvement Actions
Audit Compliance

Safeguarding Compliant October 2023 Review the Designated Safeguarding Officer
Role

Falls Risk Assessments 81% November 2023 | Introduce Falls Policy and further develop
falls training. Introduce baseline lying and
standing blood pressure monitoring.
Introduce guidance on documentation of
falls risk assessment and post-fall clinical
review.

Controlled Drugs (CD) 97.4% November 2023 | Introduce procurement SOP

Audit

Non-CD Audit 93% February 2024 Standard operating procedures developed;
prescription chart audit introduced.

Integrated Palliative Care Variable February 2024 Additional training introduced and rolled

Outcome Scale (iPOS) out to raise awareness and engagement.

Audit

Controlled Drugs 100% February 2024 Continue to be vigilant and monitor any

Accountable Officer legislative changes.

(CDAO) Audit

Prescription charts audit 60% March 2024 Record weight, create a list of agreed
abbreviations and add to the SOP. Create list
of names and signatures for prescribers.

Hand hygiene audit 95% March 2024 Posters displayed and additional training
provided.

Annual Infection control 92% July 2023 Action progress monitored via the monthly

IPC working group.






















QIPs for 2024-2025

Define our Models of Care

e Toensure equitable access to services by all those who need us.
e To streamline processes and ensure patients receive the right care in
the right place, by the right person, at the right time.

We will define and describe what we do, for whom, when, and
how much.

We will describe pathways according to a coherent taxonomy.
We will determine the level of input for patients with frailty,
dementia, and other diseases where it is less clear to what
degree hospices should intervene.

We will develop the models of care into a Clinical Strategy for
the next 3-5 years.

Electronic Prescribing

e Tohelp reduce medication incidents.

e Toimprove remote assessment, remote prescribing, and easier
integration of records for medication audits and incidents.

We will research and implement an electronic prescribing system
for use on the In-Patient Unit.

We will aim to collaborate with a local Hospice to reduce
duplication of effort and time and financial resources needed.

We will work with the new system provider to ensure hardware and
software are in place to accommodate electronic prescribing.

We will provide training for all staff involved in the prescribing and
administration of medicines.
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Non-Medical Prescribing

To improve the support we give our patients to live and die well in
their preferred place of care, through the enhanced skills of Non-
Medical Prescribing (NMP).

To enhance effective symptom control by supporting patients with
timely access to treatment with medicines, thus enabling choice,
reducing symptom burden and admission to hospital at the end of life.

We will define NMP minimum standards for the Hospice.

We will identify an organisational Independent Prescribing Lead
together with a NMP Lead role profile.

We will complete the self-assessment employer readiness tool and
establish SMART objectives.

We will complete a trainee NMP readiness checklist and establish
SMART objectives to support trainees.

We will agree organisational minimum standards for prescribing.
We will devise a returning / resuming to prescribing practice
process and competency.

We will produce and implement an organisational NMP policy and
framework.
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Data Quality, Analysis and Application

To effectively assess how best to improve PEoOLC across our system,
place, or neighbourhood.

To use quality data to help us understand what our population needs,
and how and where care and support services should be
commissioned and provided.

To ensure existing, routinely collected data, is being
leveraged/exploited to its full potential. To use the right data to help
us predict future need and understand how symptoms in patient
cohorts influence how care should be organised and provided.

We will use an agreed method of categorising patients according to
level and severity of frailty, adopting the same approach to assessing,
monitoring, scoring and categorising interventions.

We will embed uniform definitions of Core, Specialist and Enhanced
services, and use these in reporting outputs and outcomes.

We will develop a uniform approach to data entry, collection and
reporting for Personalised Care and Support Planning in PEoLC.

We will identify population need and quantifiable estimates of reach
based on agreed methods.

We will develop a set of KPIs for reporting that are meaningful and
achievable.

We will determine optimal methods (with requisite data collection and
reporting) for assessing impact of care at service level.
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