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The theme that describes our approach over the next three 
years is: Ensure, Explore and Embrace 
 

Ensure  we continue to do what we have been doing so well 

for many years 
 

Explore  developments and improvements so we are ready 
for future requirements 
 

Embrace  change and the concept of value for money 
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FOREWORD 
 
Hospice in the Weald is the leading specialist palliative care provider for the communities of West 
Kent and northern East Sussex.  We have grown over the last 30 years, supported by the 
community, to become the organisation that the community we serve wants and deserves.  We are 
not part of the NHS or any big national charity but a local charity and Civil Society Organisation 
rooted in the community we serve. 
 
This Business Plan has been developed at a very difficult and uncertain time in respect of the 
economic and political landscape.  However, the Trustees and management know that we must 
plan and that as part of our openness and transparency, we need to tell everyone what we do, how 
we do it and what we plan to do in the future.  Whatever the external landscape, when patients, 
carers and families have need for the Hospice and our services, they simply require us to be 
available and to provide the highest quality of service and to satisfy the ever increasing demand.  
We also know that the community needs, deserves and expects this as a social return on the funds 
it provides. 
 
You will see if you read this Business Plan that Hospice in the Weald is a complex organisation.  We 
do a difficult and often complicated job.  Society is ill prepared for how we will die in the next 30 
years.  This Hospice has been around for the last 30 years ensuring our patients do not die in pain 
and die with dignity.  We will continue to play our part in making sure people from our community 
do not die in a place they have not chosen, cut off from carers, family and friends and dependent 
on systems and procedures that are impersonal and over which they have little or no control. 
 
Our Business Plan is one small part of us playing our part.  We will strive to ensure that the 
community we serve has access to: compassionate, individualised, holistic and supportive care for 
all patients with life-limiting illnesses, their carers and families. 
 
 
 
 
Rob Woolley         Jonathan Bryant 
CEO          Chairman 
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1 INTRODUCTION 
 
This is the first time that Hospice in the Weald has had a Business Plan.  We have in the past had a 
number of Clinical Plans and related plans.  However, as the Hospice has grown into quite a large 
and complex organisation, which in many respects is like a business, we felt that we should create 
this Business Plan.  It is for anyone and everyone that is interested in our work or in the community 
we serve. 
 
As you will discover in the reading of this Business Plan, it is a very difficult and unusual time for 
Hospices generally and Hospice in the Weald is no exception.  It is a challenging time to be writing a 
business plan but our work is vitally important to the community we serve and this plan is 
necessary.  In trying to develop a coherent theme that describes our approach we think that over 
the next three years we will need to: Ensure, Explore and Embrace; Ensure we continue to do what 
we have been doing so well for many years; Explore developments and improvements so we are 
ready for future requirements; Embrace change and the concept of value for money so that any and 
all investment can show a good return for our patients, carers and their families. 
 
As well as our philosophy of care, it is our analysis of the internal and external environment that has 
helped develop this theme.  We are confident that our governance and management structure will 
enable the effective and efficient delivery of this Business Plan.  You will see in this plan that we 
have made our objectives as SMART (specific, measurable, achievable, relevant, time based) as 
possible. 
 
Hospice in the Weald offers much more than people think and has many varied, but integrated, 
Services for people with progressive life limiting illnesses and their carers/families.  In this Business 
tƭŀƴ ǿŜ ƻŦǘŜƴ ǳǎŜ ǘƘŜ ǘŜǊƳ ΨIƻǎǇƛŎŜΩ ǘƻ ŘŜǎŎǊƛōŜ ŀƴŘ ƳŜŀƴ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴ ς Hospice in the 
Weald.  As you will see Hospice is not about a building or one service, it is about a multifaceted 
organisation and for us about a philosophy of care. 
 
We have tried to share drafts of this Business Plan as it has emerged.  We have gathered comments 
and thoughts from various stakeholders both internal and external.  If you are reading this final 
version we are still keen to hear from you if you think that something you want to tell us is of 
interest.  Please do not hesitate in letting us know via who you think is the most relevant person at 
the Hospice from the contact details in Appendix C. 
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2 MISSION, CORE VALUES AND STRATEGY 
 
We feel that the Trustees, staff and volunteers have always known what the Hospice is for and 
what we want to achieve.  The writing of this Business Plan means that we are setting all this down 
in words for everyone to understand. 
 

2.1 Mission 
 

Hospice in the Weald strives to ensure that the community we serve has access to: 
 
Compassionate, individualised, holistic and supportive care for all patients with life-
limiting illnesses, their carers and families. 
 

It is difficult to set out the philosophy that underpins what we do and that is inextricably linked to 
our Mission.  We feel that the words and phrases below encapsulate what that philosophy of care 
is: 
 
Compassionate: Compassionate care is part of our culture at the Hospice.  It includes empathy, 

active listening and sensitivity and is about valuing patients, carers and 
families at a potentially difficult time.  It embraces human kindness, dignity 
and respect. 

 
Striving to care for patients in the environment they would choose and 
actively encouraging patient, family and carer involvement in care decisions 
because social and personal factors can be as important as medical ones for 
patients at the end of life.   

 
Talking to people about how they want to live while they are dying. 

 
 
Individualised: This is about treating everyone as an individual ς an extension of being 

person-centred.  It includes everyone with different needs and wants. 
 

Accepting and recognising the unique circumstances of each patient, carer 
and family - beliefs, community, home, support, relationships and age. 

 
Assessing and managing pain and other symptoms in a way that is 
appropriate to each patient, their carers and families.   

 
Giving information aǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƻǿƴ ǇŀŎŜ ŀƴŘ ƛƴ ŀ ǿŀȅ ǘƘŀǘ ǘƘŜȅ Ŏŀƴ Ŝŀǎƛƭȅ 
understand.  

 
 
Holistic:  Delivering excellent specialist palliative care. 
 

Our Hospice care is provided in a way that ensures the whole person and their 
circumstances are addressed ς their physical, emotional, social and spiritual 
needs considered.  
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Open and honest conversations when required together with pre- and post- 
bereavement support as well as co-ordination of practical help. 

 
Acting in a timely way can help get things right ς being pro-active rather than 
reactive. 

 
Trying to help people live as they would choose until they die, and thinking 
about how and where to die. 
 

Supportive: Supportive care can help the patient, their carers and family to cope with 
progressive life-limiting disease from diagnosis, through treatment and 
continuing illness or death and into bereavement. 

 
It can help the patient to maximise the benefits of treatment and to live as 
well as possible with the effects of the disease. 

 
Availability of support can be a critical part of having as good a death as 
possible - ensuring the burdens of patients, carers and families are shared. 

 
DƻƛƴƎ ǘƘŜ ΨŜȄǘǊŀ ƳƛƭŜΩΦ 

 
Designated palliative care at its best. 

 
 
This is set out as Figure 1 and this single page and representation is displayed throughout the 
Hospice and will be in much of our literature. 
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2.2 Core Values 
 
We are an organisation that is proud to be driven by our values.  These Core Values, set out below, 
are what we ŦŜŜƭ ǎǳƳǎ ǳǇ ǿƘŀǘ ΨŘǊƛǾŜǎΩ ǳǎΦ  Lƴ ǘƘƛǎ .ǳǎƛƴŜǎǎ tƭŀƴ ǿŜ ƭŜŀǾŜ ǘƘŜƳ ŀǎ ǎƛƳǇƭŜ ƻƴŜ ƭƛƴŜ 
statements, but will expand these during 2011 to make clear what this means for each individual at 
the Hospice and for all managers.  We envisage that the Strategy may alter and our next Business 
Plan may change, but our Core Values will endure over a very long time period.  We will always stay 
true to our Values as they are what define us.  The order in which we have written them down is 
not significant as they are inextricably linked.  It is interesting to note that in any discussion about 
Values, putting patients first is always a priority. 
 
!ǘ IƻǎǇƛŎŜ ƛƴ ǘƘŜ ²ŜŀƭŘ ǿŜ ǎŜŜ ǘƘŜǎŜ ±ŀƭǳŜǎ ŀǎ ǘƘŜ ƻǇŜǊŀǘƛƴƎ ǇǊƛƴŎƛǇƭŜǎ ŦƻǊ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ 
internal conduct as well as our relationship with the external world.  They are intended to sum up 
the shared understanding of current staff, trustees and volunteers, the sense of commitment we 
want to sustain and for anyone that joins the organisation to embrace. 

 To put patients first. 
 

 To support patients, carers, and their families. 
 

 To deliver the most effective specialist palliative care we can. 
 

 To respect and value the contribution of all Hospice in the Weald staff, trustees and 
volunteers. 

 

 To be open, honest and transparent in all that we do. 
 

 To make best possible use of funds and to ensure value for money. 
 
 

2.3 Strategy Generally 
 
It is a very difficult time to set a Strategy for the Hospice and indeed, with a different external 
environment, we would have possibly set out a separate Strategic Plan to sit over a Business Plan.  
We talk about the external environment in the next section ςΨ/ƻƴǘŜȄǘΩΦ 
 
We are confident that the work that we have undertaken to develop our Strategic Aims below, will 
set the strategic direction for the organisation.  They have allowed the various Services and 
Departments at Hospice in the Weald to set SMART (specific, measurable, achievable, relevant, 
time based) Objectives.  At the Hospice we see what we do for patients, carers and families as a 
Service; we are here to serve.  We use the term Department for the non-clinical, but vital, functions 
that support the Services. 
 
Strategy and strategic thinking is often misunderstood by both those who make strategy and those 
that deliver services and/or commission the delivery of services.  Often strategy, policy and delivery 
are used interchangeably.  We think that strategic thinking is useful in building a better 
understanding of plausible futures and as a result an organisation should be in a better position to 
shape the future as well as react to it.  
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This Business Plan attempts to capture a vision of the future for End of Life and Palliative Care in 
West Kent and East Sussex and expresses how we want to behave in that future. Possible futures 
have been brought into focus in order to define the strategic direction in which Hospice in the 
Weald wants to move. We have based this on an understanding of causes, trends and possible 
ŦǳǘǳǊŜǎΣ ŎƭŀǊƛǘȅ ŀōƻǳǘ ƻǳǊ ŀƛƳǎ ŀƴŘ ǇǊƛƻǊƛǘƛŜǎΣ ŀƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ŎŀǇŀŎƛǘƛŜǎ ŀƴŘ ΨŘǊƛǾŜǊǎΩ ŀƴŘ ǿŜ 
hope a narrative that makes sense to all stakeholders. 

It could be argued that strategic governance is a high level thinking process that matches the 
capability of an organisation to the challenges it faces so that its future services will be both 
successful and cost effective. We feel this Business Plan meets our aspirations and our 
understanding of strategy generally. 

 

2.4 Strategic Aims 
 
STRATEGIC AIM 1  Build and nurture our culture of improvement.  Use creativity and innovation 

continually to improve all aspects of our work and develop ways to measure 
and evaluate that improvement. 

 
STRATEGIC AIM 2 To develop, in partnership with statutory organisations locally, a fully 

integrated palliative care service available 24 hours a day and 7 days a week 
(24/7). 

 
STRATEGIC AIM 3 tǊƻƳƻǘŜ ǘƘŜ Ŧǳƭƭ ŀƴŘ ŀŎǘƛǾŜ ǳǎŜ ƻŦ 9ƴŘ ƻŦ [ƛŦŜ /ŀǊŜ ό9h[/ύ ΨǘƻƻƭǎΩ ǎǳŎƘ ŀǎ ΨDƻƭŘ 

{ǘŀƴŘŀǊŘǎ CǊŀƳŜǿƻǊƪΩ όD{CύΣ [ƛǾŜǊǇƻƻƭ /ŀǊŜ tŀǘƘǿŀȅ ό[/tύΣ tǊŜŦŜǊǊŜŘ 
Priorities of Care (PPC) and Advance Care Plan (ACP). 

 
STRATEGIC AIM 4 To ǿƻǊƪ ƛƴ ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ ƻǘƘŜǊǎ ǘƻ ƘŜƭǇ ƛƴŦƭǳŜƴŎŜ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ 

attitudes to death and dying to one where conversations are open, honest 
and perceived in a more positive light. 

 
STRATEGIC AIM 5 Strive to make the best use of all ICT systems to maximize the benefits to 

patients, carers and families.  Explore how we utilise Information and 
Communication Technology (ICT) in all we do.   

 
STRATEGIC AIM 6 To influence the full implementation of the End of Life Care Strategy1 by 

partners  through support and promotion and, where appropriate, to lead on 
various aspects of the Strategy. 

 
STRATEGIC AIM 7 Build on our reputation for high quality Education, Learning and 

Development in palliative care, by delivering this to health and social care 
staff and partners. 

 
STRATEGIC AIM 8 To raise funds to permit the high quality of service and further development 

without the risk of interruption due to funding shortfalls from one year to the 
next. 

As we have developed this Business Plan and these Strategic Aims have emerged, we are aware  
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that eight is quite a large number and ideally an organisation would normally look for no more than 

five.  A smaller number can help staff, volunteers and indeed other stakeholders understand the 

vision, aims and priorities of the organisation. We will look over the next few years for 

opportunities to merge some and certainly in our next Business Plan, we will aim to have fewer 

than we have in this one.  
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3 CONTEXT 
 
Hospice in the Weald is a local charity that over the last 30 years has become well established in the 
community it serves.  However, despite it being established, or possibly because it is so, it is often 
misunderstood by a significant number of people that come into contact with us. Many people 
think that we are part of the NHS ς clearly we are not.  One could argue that Hospice in the Weald 
has always been a key part of The Big Society2 (or ideas around what constitutes The Big Society) 
and regardless of fashion we are, and have always been, a Civil Society Organisation (CSO). Hospice 
in the Weald is a CSO that exists to serve the community of West Kent and northern East Sussex 
and we see ourselves as accountable to them.  In private company terms, the Trustees see the 
community as our shareholders but the Return on Investment of funds, so generously given, is 
social rather than financial. 
 
This Business Plan has been developed at a very uncertain time in respect of the NHS and how it 
deals with commissioning and delivery of medical care.  We are confident that the services that we 
provide represent excellent value for money (VFM).  However, over the period this plan covers we 
will need to demonstrate that VFM and show our high quality services in a new commissioning 
landscape that is rapidly changing and in transition. 
 
The next few years ŀǊŜ ƭƛƪŜƭȅ ǘƻ ōŜ ŎƘŀƭƭŜƴƎƛƴƎ ƻƴŜǎ ŀǎ ǘƘŜ ά[ƛōŜǊŀǘƛƴƎ ǘƘŜ bI{έ ²ƘƛǘŜ tŀǇŜǊ3 
moves forward and services are reformed.  The challenge for the Hospice will be in engaging with 
the new decision makers and commissioners and ensuring that End of Life Care (EOLC) and 
specialist palliative care remain high on the local agenda. Although the exact shape and format of 
GP consortia4 are not yet known, these groups of professionals will be the local policy makers and 
are likely to be roughly geographically similar to our current catchment area. 
 
The Hospice is in a good position to engage with these groups as we have spent the past 5 years 
forging relationships with local GPs and increasing our profile with them through regular Gold 
Standard Framework (GSF) meetings, telephone support and teaching events. However, palliative 
care is often considered to be a non-specialist subject and could be considered as the remit of the 
GPs. This would offer a much cheaper alternative to the GP consortia who may decide not to 
commission our services.  
 
Another challenge will be the future funding of palliative care services. A review is currently 
underway nationally to look at ways to design a robust and meaningful payment scheme for 
palliative care services. Although likely to offer a fairer payment for specialist input, the timing of 
this is difficult at a time when GP consortia are only just forming and have many other financial 
demands on their resources. It is highly likely that there will be no increase in statutory funding for 
our services but we need to have robust systems in place to ensure accurate measurement of 
services in order to claim for payments. 
 
Much debate is taking place and the shape, size, functions and membership of the proposed GP 
Consortia is under heated discussion.  The review is underway in respect of NHS funding for 
palliative care in any new structure: the Palliative Care Funding Review (PCFR)5.  It is not clear what 
will emerge from this review and the NHS funding level to this Hospice in the future is unknown.  
However, we do know that in announcing the review, it was said: 
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άLƴ ŀ ŎƻƳǇŀǎǎƛƻƴŀǘŜ ǎƻŎƛŜǘȅΣ ǇŀǘƛŜƴǘǎ ς both adults and children ς should be able to 
receive palliative care in the manner they wish, in the setting they choose.  Most would 
choose to be cared for at home, so we need to devise a funding system which is 
responsive to their wishes, while being fair to all providers and affordable to the public 
purse.  So I am announcing a much-needed review of dedicated palliative care funding to 
ǎǳǇǇƻǊǘ ǳǎ ƛƴ ƛƴǘǊƻŘǳŎƛƴƎ ǎǳŎƘ ŀ ǎȅǎǘŜƳΦέ 

 
Andrew Lansley MP, Secretary of State for Health, July 2010 

 
It is also the most uncertain time in respect of the economy.  The άŀƎŜ ƻŦ ŀǳǎǘŜǊƛǘȅέ has begun to 
have an effect on the public services our patients, carers and families often rely upon.  It is also 
beginning to have an effect on our fundraising and income.  At the time of writing this Business 
Plan, it costs £5m to run the Hospice.  Historically the NHS, via the PCT, funds just over 20% of that 
figure so we are totally dependent upon the community to fund our vital work in order for us to 
continue. 
 
Despite the current uncertainty around EOLC the various agencies involved in Health and Social 
Care say that the EOLC Strategy published in 2008 remains in place as a core document to define 
the delivery of EOLC.  Hospices welcomed the publication of the EOLC strategy and fully supported 
ƛǘǎ άǿƘƻƭŜ ǎȅǎǘŜƳǎ ŀƴŘ ŎŀǊŜ ǇŀǘƘǿŀȅ ŀǇǇǊƻŀŎƘŜǎέΦ  IƻǎǇƛŎŜ ƛƴ ǘƘŜ ²ŜŀƭŘ Ƙŀǎ ǿƻǊƪŜŘ ƘŀǊŘ ǘƻ 
ensure we have done all we can to deliver our services in keeping with steps required in EOLC 
strategy approaches: 
 

 Identification of people approaching the end of life and initiating discussions about 
preferences for end of life care 
 

 Care planning: assessing needs and preferences, agreeing a care plan to reflect these and 
reviewing these regularly 
 

 Coordination of care 
 

 Delivery of high quality services in all locations 
 

 Management of the last days of life 
 

 Care after death 
 

 {ǳǇǇƻǊǘ ŦƻǊ ŎŀǊŜǊǎΣ ōƻǘƘ ŘǳǊƛƴƎ ŀ ǇŜǊǎƻƴΩs illness and after their death 
 
However, despite our best endeavours we do not feel that the aspirations set out in the EOLC 
strategy have ever been implemented.  We have tried hard to work with various agencies and 
organisations responsible for implementing the strategy but the reality is that it has not been 
implemented.  In many respects this is due to a lack of funding that was required to implement 
what was promised.  It was never clear who would be accountable for the implementation of the 
EOLC strategy.  We will do all we can to play a lead role in taking forward the good things that were 
set out in that EOLC strategy. 
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¢ǊǳǎǘŜŜǎ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ƘŀǾŜ ŀƭǎƻ ǎǇŜƴǘ ǎƻƳŜ ǘƛƳŜ ƭƻƻƪƛƴƎ ŀǘ ǘƘŜ 59ah{ wŜǇƻǊǘ ά5ȅƛƴƎ ŦƻǊ 
/ƘŀƴƎŜέ6 and fully support the thrust of this report which calls for a radical transformation to End 
of Life Care.  We are also aware that the Coalition Government has an agreement (The Compact7) 
to ensure that Government and Civil Society Organisations (CSO) like Hospice in the Weald work 
effectively in partnership to achieve goals and outcomes for the benefit of communities and 
citizens.  We are confident that, despite the uncertainty, the future for this Hospice and our 
patients, carers and families looks good. 
 
As set out in the Strategy section (3.3), we needed to explore both the internal and external 
environment in order to set our Strategy and Strategic Aims.  For completeness we have included 
some of our thinking and analysis in this Business Plan.  Part of our look at the external 
environment was the PEST (Political, Economic, Sociological, and Technological) factors that may 
have a significant effect on the Hospice.  The staff, trustees and volunteers commented on the 
initial results and a prioritization process looked at their importance.  The same process was used 
for our look at our internal environment with a SWOT (Strengths, Weaknesses, Opportunities, and 
Threats) analysis.  The results are shown in 4.1 and 4.2.  We have tried to make sure our Strategic 
Aims and the Objectives address the findings of our SWOT and PEST analysis.  
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4. OVERVIEW OF HOSPICE IN THE WEALD STRUCTURE 
 
Hospice in the Weald is a local charity rooted in the community it serves.  As a charity it is governed 
by Trustees that have a plethora of governance requirements set out by Charity and other 
legislation. 
 
Governance is the current 21st century word for supervision, responsibility, control, advice, duty, 
trusteeship and red tape.  So, nothing new; all the things that good trustees have done for 
centuries.  Trustees are not supposed to get involved in day-to-day management and there is a real 
skill in avoiding crossing over the line that can be tempting due to enthusiasm. 
 
Hospice in the Weald has 12 Trustees who are expected to serve for a maximum of two terms, each 
of three years.  This allows for experience to be gained and a contribution made but without staying 
forever.  The collective noun for our Trustees is a Council. 
 
The Trustees delegate the everyday management of the organisation to the CEO, Directors, and 
Managers.  The management structure has changed many times over the 30 years that the Hospice 
has been operating.  In recent years the Trustees have made clear they wanted a management 
structure that was fit for the purpose of managing a complex and modern hospice with a variety of 
interrelated and seamless services and departments.  As a result, the current management 
structure as set out in Figure 2 was created and subsequently implemented in 2010.   
 
The management structure has four Directorates: Fundraising, Medical, Nursing and Operations.  
(We set them out in the Business Plan in alphabetical order because no one directorate is more 
important than another).  Without a Nursing Directorate there is no hospice care and without a 
Fundraising Directorate there are no funds to pay nurses etc.  In the past, the Hospice in the Weald 
medical and nursing functions came under a clinical director.  However, in the current management 
structure, clinical services are often shared responsibilities between Medical and Nursing 
Directorates.  We are confident that our management structure ensures the best possible 
effectiveness and best possible value for money. 
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5 FUNDRAISING DIRECTORATE 
 
Hospice in the Weald benefits from a high profile in West Kent and East Sussex.  It is seen as a well 
regarded and trusted charity.  The Hospice relies heavily on the commitment and generosity of the 
local community who understand its relevance to so many people.  There has been a sustained 
effort over the last 30 years to raise the funds necessary to continue to provide and develop the 
services. 
 
Fundraising is at the core of the Directorate but the plan cannot ignore the importance of informing 
and educating supporters to generate income.  It is important therefore to recognise that this 
Directorate is also involved and concerned with all aspects of marketing, branding, PR and 
relationships with many stakeholders, both internal and external, to the organisation. 
 
Historically at Hospice in the Weald there has been two very separately run income generating 
departments ς Fundraising and Trading. The appointment of a Fundraising Director (after a gap of 
several years) will encourage these two arms to work more closely together to further benefit the 
fundraising opportunities. 
 
A new structure has recently been implemented putting Hospice in the Weald in a stronger position 
to create and develop more opportunities to raise the vital funds over the next challenging 3 years. 
For the first time business objectives are being put in place within the team aligned to the overall 
Business Plan to deliver focus, direction and measurable accountability. 
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5.1 Fundraising - Objectives 
 
It is widely perceived that fundraising tends to be focused on events.  Whilst we are reliant on our 
own organised events and ones organised within our community, there are also many other vital 
income streams that we must focus upon to achieve the £4.5 million needed each and every year. 
 
We will start to work to a Relationship Fundraising model.  This is about long term relationships 
with our donors/supporters and providing opportunities for them to get involved in ways that work 
for them.  Appreciation of donor needs is paramount, as is enabling the opportunity for mutual 
benefits of association.  The plan is concerned not with quick wins but long term partnerships. 
 
Relationship Fundraising will form the basis for our approach to all. We need to work harder with 
our existing supporters offering choice and flexibility in the way people give to us.  We appreciate 
that giving may not just be about donating money but it could be offering us time as a volunteer or 
skills to assist with fundraising or offering their business services (eg marketing, printing etc) thus 
saving us vital expenditure.   
 
The fundraising proposition will promote clarity, information, vision and above all honesty where 
the key aims will be to educate, inform, involve and provide a relevance and benefit for our 
supporters so we can continue to raise the necessary funds from varying different income streams. 
 
Hospice in the Weald has received in the past, and still receives, donations which can be described 
ŀǎ ΨƳŀƧƻǊΩΦ  However, it would appear that since the original campaign, there has been no 
consistent, strategic approach to soliciting and managing major gifts.  We live in an affluent area 
and need to support individuals who are keen to invest with us.  We will strive to work in ways that 
suit them, if that be anonymously or otherwise. 
 
Our lottery is a high potential source of income not focused upon in recent years.  It is important to 
us as a provider of a regular income stream. 
 

 To introduce a minimum of two new annual events in 2011: a corporate dinner and a Santa 
Dash.  There will also be a strong link forged with Help the Hospices and an annual 
awareness week put in place including various projects during that week to encourage 
volunteer involvement and donor support.    
 

 During 2011 create plans to develop Lottery, Events, Communication, Income Generation, 
Link Group activities and Media/PR.  Produce the timetable to create these plans by end of 
June and have a final draft of each of the plans agreed by the CEO and include in the plans 
how they will be implemented and put into practice.  
 

 ¢ƻ ŘŜǾŜƭƻǇ ǘƘŜ 5ƻƴƻǊŦƭŜȄ ŘŀǘŀōŀǎŜ ǘƻ ōŜ ǘƘŜ ƻƴŜ ǎȅǎǘŜƳ ǳǎŜŘ ŦƻǊ ŀƭƭ Ψƴƻƴ-ǇŀǘƛŜƴǘ ǊŜŎƻǊŘΩ 
database activity and to implement a plan to achieve this before end June 2011.  To ensure 
that all staff understand the importance and benefits of an effective database to enhance 
fundraising opportunities and communicate efficiently and effectively in the appropriate 
way with our donors by end of December 2011. 
 

 To develop and plan for income generation ensuring Hospice in the Weald can gain income  
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from two new income streams not previously focussed on and to have created the plan and 
defined the two main income streams by end of July 2011.  
 

 To ensure Relationship Fundraising is being used to increase support and funding to achieve 
target at Hospice in the Weald by end of December 2011. During 2012 develop a set of 
measures to indicate how well Relationship Fundraising is understood at Hospice in the 
Weald, apply the indicators in 2012 and repeat in 2013 to measure how well this initiative is 
working. 
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5.2 Retail - Objectives 
 
The retail operations come under the Fundraising Directorate.  As charities cannot trade this means 
that there is a separate, arms length, Retail/Trading company which is wholly owned by the charity 
and controlled by the Trustees. 
 
Hospice in the Weald benefits from 15 shops throughout the towns and villages of our catchment 
area.  We have strong support from our 450 volunteers and historically do not have a problem with 
donations.  The aim and objective within all the shops is to generate as much money as possible 
from every item donated and through every channel available to us.  Any items donated that we 
cannot sell in the shops are disposed of responsibly.  Whilst not struggling to find volunteers, we 
are working more with schools under the Duke of Edinburgh Award Scheme to encourage some 
younger support.  We hope that this can also provide schools/young people in our community with 
ŀ ōŜƴŜŦƛǘ ǘƻ ΨƎƛǾƛƴƎ ǎƻƳŜǘƘƛƴƎ ōŀŎƪΩ ŀǎ ǿŜƭƭ as working with our supporters of the future. 
 
Our shops are the face of our charity and we will focus our move forward to increase the number of 
new premises to ensure we are represented in every key geographical area to us.  Hospice in the 
Weald has a shop on site which is profitable and often commented on as providing a valuable 
service to our patients, carers, families and visitors.  Whilst successful we feel it needs to be 
properly shop-fitted and moved into a more suitable and user friendly area to increase takings. 
 
Hospice in the Weald Retailing has grown year on year over the last 5 years but the increase in gift 
aid donations has been disappointing. We will look to further provide opportunities for this to rise 
dramatically through training of the shop managers/volunteers and learning from other charities 
currently doing well in this area.   
 
With new focus and direction we feel the retail operation to be one of great opportunity including 
looking at new niche areas (currently we have some specialist areas such as the furniture, bridal 
and vintage) to encourage more footfall.  There has been little PR coverage in the past which we 
ǿƛƭƭ ƭƻƻƪ ǘƻ ŀŘŘǊŜǎǎ ŀƴŘ ŀ ŎƭƻǎŜǊ ǿƻǊƪƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇ ǿƛǘƘ ΨŦǳƴŘǊŀƛǎƛƴƎΩ ŀƴŘ ΨǊŜǘŀƛƭΩ ǳƴŘŜǊ ǘƘŜ 
directorate will enhance income generation for the charity. 

 Draw up a Retail Department Business Plan by end of 2011 to be implemented by 2013 to 
include targets and objectives for managers. 

 

 Research, develop and implement a more simplified gift aid system to increase income by 
10% by end of October 2011. 

 

 To have computers in all shops by October 2011 and to have systems in place for the 
training of staff and volunteers in knowing how to use them. 

 

 To have a training plan introduced for all shop managers by end of September and to see it 
implemented by end of July 2012. 

 

 To develop the idea of a trustee Retail Advisory Development Group and to put in place the 
first meeting by end of November 2011. 

 

 Develop a plan by end of 2011 to expand retail outlets by end of 2013  
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5.3 Communications and Marketing - Objectives 
 
Communications and brand is key to raising money.  As a charity, it is important that we are clear 
and specific about our messages and objectives to reinforce our reputation and needs both for and 
within the community.  A vital new focus on our brand, including a change of our logo and colours, 
will ensure and reinforce consistency. 
 
We are also putting together a PR plan to ensure that a strong and beneficial presence within our 
catchment area is ongoing and working in our favour in terms of providing vital information 
regarding services, ways people can help and thanking those who do. 
 

 To have the name, brand and work of Hospice in the Weald understood throughout our 
catchment area of West Kent and East Sussex and increase database supporters by 10%. 
 

 Prepare a marketing and communications plan to increase the number of our supporters 
who are corporate or major investors by 5%. 
 

 Produce a summary of the Business Plan in a small, compact format that highlights the key 
services and messages by September 2011 and to have readily available by end of October 
2011. 
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6 CLINICAL LEADERSHIP: SHARED MEDICAL AND NURSING 
DIRECTORATE OBJECTIVES 

 
As mentioned in section 5 in the Overview of the Hospice in the Weald structure, in the past the 
medical and nursing functions came under a Clinical Director.  The Hospice Movement8 came out of 
a nurse led approach and over the last 40 years many hospices across the country have moved 
away from this to be led by doctors and in some hospices to be consultant led in a way that 
disempowers others.  This is not the case at Hospice in the Weald.  We are extremely fortunate at 
this Hospice to have excellent Consultants in Palliative Care, excellent doctors and excellent nursing 
staff.  We have the very best of a situational leadership approach and our clinical leadership comes 
from this approach, as does our leadership across the whole Hospice.  We stay true to the ethos of 
the Hospice Movement and we are nurse led when appropriate but also have the most outstanding 
joint working and are consultant led when required. 

It is because we genuinely put patients first that we are able to have a joint working model that is 
so effective.  Our situational leadership approach allows us to share objectives.  Below are some of 
the formal, high level, objectives shared by the Medical and Nursing Directorates and are key to the 
delivery of this Business Plan and testament to the shared clinical leadership at Hospice in the 
Weald. 
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6.1 Hospice in the Home 
 
To expand and develop the community team to form a Hospice in the Home service with the aim of 
enabling patients to be fully supported at home, and to die at home if that is their preference. To 
develop a Practical Help Crisis / Emergency service to be an integral element of the Hospice in the 
IƻƳŜ {ŜǊǾƛŎŜ ŀƴŘ ǘƻ ǇǊƻǾƛŘŜ ŀ ƳƻǊŜ άƘŀƴŘǎ ƻƴέ ŀǇǇǊƻŀŎƘ ǘƻ ŎŀǊŜ ǿƘŜƴ ŀ ǎƛǘǳŀǘƛƻƴ ŘŜǘŜǊƛƻǊŀǘŜǎΣ 
preventing inappropriate admission to Hospitŀƭ ǿƘŜƴ ǘƘƛǎ ƛǎ ƴƻǘ ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǿƛǎƘŜǎΦ 
 

 To build on the Practical Help Crisis / Emergency service started in 2011, to fulfil the brief set 
out by NHS West Kent. To continue to recruit and train Health Care Assistants (HCA) in order 
to meet ǘƘŜ ƴŜŜŘǎ ƻŦ 9h[/ ǇŀǘƛŜƴǘǎ ǿƛǘƘƛƴ ƻǳǊ ŎŀǘŎƘƳŜƴǘ ŀǊŜŀΦ ¢ƻ ǊŜǾƛŜǿ bI{ ²Ŝǎǘ YŜƴǘΩǎ 
evaluation of the service provided within 6 months of starting and to take forward any 
recommendations. To aim to have helped 40 families with this service by the end of 2011. 
 

 To review the roles and responsibilities of all staff working within the community setting 
following the 2011 appraisals. Looking at other Hospice models and drawing on their 
experience, write a plan by June 2011 to restructure the service incorporating the Clinical 
Nurse Specialist (CNS) team, occupational therapy, Practical Help Crisis / Emergency service, 
community nursing, information and benefits advice, carer support manager, homecare 
volunteers and clinical administration, ensuring it is fit for the future and care is available 
24/7. 
 

 To restructure the community team by September 2011.  To increase the skill mix to include 
more staff nurses, HCAs and volunteers and to bring the Practical Help Crisis / Emergency 
service under the management and leadership of the Hospice in the Home service. To 
encourage more practical, hands-on care such as the taking of bloods, swabs, etc by 
appropriately trained Hospice staff in the patientΩs home where appropriate to reduce 
referrals to other community staff where possible. 
 

 To bring the Clinical Administration team under the management and leadership of the 
Hospice in the Home service by the end of 2011. This will enable more efficient use of 
clinical staff time and better co-ordination and communication.  
 

 To look at ways of supporting carers, examining the feasibility of a Carer Support Worker 
within Hospice in the Home by May 2011.  To review with Counselling Support Service (CSS) 
the output and outcomes of the CarersΩ Group, submitting findings and recommendations 
to Clinical Effectiveness by April 2012. 

 

6.2 EOLC Strategy and Tools 
 
To increase the percentage of patients documenting their wishes for EOLC and using the 
appropriate EOLC tools. To aim to increase the percentage of patients achieving their preferred 
place of death and reducing inappropriate hospital admissions for EOLC patients. 
 

 Implement the South East Coast Strategic Health Authority (SEC SHA) DNACPR policy9 for 
Hospice in the Weald patients ensuring recognition across all sectors by June 2011.  
Continue to educate GPs and other community staff in its use. 
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 To increase the percentage of Hospice in the Weald patients with an Advance Care Plan 
(ACP) from 0 to 20% by December 2011. To continue to increase this percentage year on 
year, aiming for 50% by end 2013. 
 

 To collect data on avoidance of hospital or hospice admission due to carer breakdown from 
the start of the Crisis Emergency service in order to show a decrease in these over the first 
year of operation.  To aim to have avoided 20 admissions by end 2011.  
 

 To increase documentation of preferred place of death as part of ACP from 24% to 75% of 
Hospice in the Weald patients by end 2012. 
 

 To increase the percentage of patients achieving their preferred place of death (where 
known) from 66% to 80% by end 2012. 
 

 9ǎǘŀōƭƛǎƘ ŀ ΨŦŜŘŜǊŀǘƛƻƴ ƳƻŘŜƭΩ ǘƘŀǘ ƭƛƴƪǎ IƻǎǇƛŎŜ ƛƴ ǘƘŜ ²ŜŀƭŘ ǘƻ ƎǊƻǳǇǎ ƻŦ ŎŀǊŜ ƘƻƳŜǎΣ 
nursing homes and care agencies with an aim to migrate Hospice skills and values in 
dedicated palliative care throughout the federation.  The federation will be up and running 
with at least 10 members before the end of 2013. 

 

6.3 Infoflex / ICT 
 
To develop continually and adapt the new Electronic Patient record system, Infoflex, to best meet 
clinical need and to provide accurate statistics and work-lists to aid in planning and delivering 
clinical services.  To drive forward connection with N3 and linking Infoflex data with Hospital 
systems, GP databases and Out of Hours providers. 
 

 To convene a meeting with other Infoflex Palliative Care users locally by April 2011, to share 
best practice and solutions to common issues in collaboration with CIMS. 

 

 To dedicate 3 full days with the Infoflex Implementation Group in March/ April 2011, to 
change the focus of Infoflex to provide solutions to clinical issues and savŜ ŎƭƛƴƛŎƛŀƴǎΩ ǘƛƳŜΦ  

 

 To work closely with ICT staff to address these issues and have Work Lists, Data Analysis and 
Reports in common use across the entire Hospice clinical teams by the end of 2011.  

 

 ¢ƻ Ǌƻƭƭ ƻǳǘ LƴŦƻŦƭŜȄΩǎ ŎŀǊŜ Ǉƭŀƴǎ ƛƴŎƭǳŘƛƴƎ ǘƘŜ [/t ƻƴ IPU by August 2011.   
 

 To provide clinical input / representation to the ICT team taking forward the N3 project, 
using clinical expertise to help prioritise areas for development and implementation. 

 

6.4 Evaluation of Services 
 
To strive to improve constantly all of our services to best meet the needs of our patients. To 
develop robust feedback mechanisms and embed these in everyday clinical practice. To research 
ways of measuring outcomes rather than outputs and use these measures to guide service delivery 
and development. To build on the audit programme ensuring audits are a part of everyday clinical 
life.  
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 To build on our use of Symptom and Concerns Checklist (SACC) in IPU, DTC and Hospice in 
the Home. To develop an audit tool to look at SACC results as a proxy measure of symptom 
control effectiveness by June 2011. To carry out this audit and to have reported back to 
Clinical Effectiveness by November 2011. 

 

 To agree on an appropriate outcome tool to use in CSS and bereavement by summer 2011. 
To train CSS and other members of the wider team if necessary in using this tool and launch 
it by August 2011. To monitor continually results with a formal report to Clinical 
Effectiveness by March 2012 for the first 6 months of use. 

 

 To develop a Spiritual Care assessment tool in line with the Spiritual Care Competencies10 
for use throughout the Hospice. To start in 2011 using this in IPU, possibly starting in May 
2011 for at least a 6 month pilot. Following successful implementation in IPU, this can be 
extended to DTC and Hospice in the Home during 2012. To explore and research ways of 
measuring outcomes in spiritual care over 2011 with a view to linking this in with the 
assessment tool as appropriate. 

 

 To continue to take part in Help the Hospices audit for IPU and DTC and to extend this 
questionnaire to Hospice in the Home as in previous years. To examine critically these 
results especially where benchmarked and to formulate an action plan within 2 months of 
receiving the results. To compare year-on-year and make this information available to the 
appropriate Heads of service, SMT and Trustees as necessary. 

 

 To introduce the idea of outcome measurement to the Trustees via the Clinical Governance 
committee and to embed this form of reporting into the new structure of the Clinical 
Governance Committee by the summer 2012. 

 

6.5 Training of External Partners 
 
To increase and improve the quality of the training we deliver both internally and externally, 
formally and informally. To reach audiences who previously we have found difficult to reach. 

 To extend the training currently delivered to care homes in our catchment area, to include 
training on identifying dying, preventing hospital admissions and the use of EOLC tools (e.g. 
LCP, ACP, DNACPR, GSF). Review the role and scope of the EOLC facilitator and to begin the 
recruitment process for this post by April 2011.  To formalise the role of the community 
nurses (CNS and SN) in supporting care homes with EOLC patients (e.g. regular ward rounds) 
by end 2011. 

 

 To explore the possibility of setting up a Hospice in the Weald foundation care home by end 
2012 if this becomes a viable proposition following the DEMOS report. 

 

 To re-design the GP teaching evenings, launching in March 2011, with a more interactive, 
discussion forum type approach.  To plan for two different events for GPs at the Hospice 
over the year. To receive feedback on these sessions and adapt them as necessary over the 
year.  To ensure GP trainees are invited also.  To aim to attract over 40 attendees to each 
event. 
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 To make contact with the K&S postgraduate centre in 2011 with a view to being included on 
their rolling programme for GPs and physicians by 2012. 

 

 To look at formalising the visitors programme especially in regards to professional visitors. 
To look at the possibility of regular slots appropriate for visitors to which applicants slot into 
by summer 2011. To look to advertise this facility towards the end of 2011 into 2012, with 
the aim of increasing professional visitors to more than 50 per year by end 2012.  To 
formally offer secondments to Care of the Elderly StRs as part of their core training by end 
2011. 

 

 ¢ƻ ǇǳǊǎǳŜ ŦǳƴŘƛƴƎ ŦƻǊ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ .ŜǊŜŀǾŜƳŜƴǘ ¢ŜŀŎƘƛƴƎ tǊƻƎǊŀƳme for schools in our 
catchment area. To secure funding for this by April 2012 and aim to roll out in September 
2012, receiving feedback and developing the programme over the following year. 

 

 To offer specific teaching events for external clergy involved in end of life care. To have a 
programme developed for this purpose by end 2011, with a view to starting this training in 
2012. 

 

6.6 Research 
 
To embed the practice and principles of research in all we do clinically. To base all our Clinical 
Guidelines on evidence based practice where available and to encourage all clinical staff to use 
evidence based practice. To take a more active role in research projects, locally and nationally if 
possible. 
 

 To be an active member of the Kent & Medway Research in Palliative Care Group and to 
send a representative to every meeting. 

 

 To be recognised as a palliative care centre for research purposes and ensure we have all 
the relevant qualifications (e.g. Good Clinical Practice) and legislation in order for this to 
happen by the end of 2011. 

 

 To have taken part and recruited patients into a portfolio study by the end of 2012. 
 

 To increase the number of studies per year to two by the end of 2013. 
 

 To review the need to centralise the co-ordination of audit, research and quality within the 
Medical and Nursing Directorate by July 2011. If sufficient need identified, then to explore 
the possibility of a co-ordinator post, drawing on experience gained at Pilgrims Hospices. To 
develop a Job Description and look to recruit into this post by early 2012 in order to 
facilitate improved audit, research and outcome measurement leading to a measurable 
improvement in quality of care. 

 

 

 

  



37 
 

6.7 Changing NHS 
 
To ensure that EOLC remains a priority for commissioners in the new style NHS. To continue 
IƻǎǇƛŎŜ ƛƴ ǘƘŜ ²ŜŀƭŘΩǎ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ 9h[/ {ǘŜŜǊƛƴƎ ƎǊƻǳǇǎ ǿƛǘƘ bI{ ²Ŝǎǘ YŜƴǘ Řuring 2011 and 
2012 but to look for ways of engaging with the GP Commissioning Consortia as they emerge. To 
review the impact of GP consortia on the commissioning of and provision of End of Life Care within 
the Hospice catchment area. 

 Meet with key players within the GPCC during 2011, to explain the priorities and direction of 
9h[/ ŀƴŘ IƻǎǇƛŎŜ ƛƴ ǘƘŜ ²ŜŀƭŘΩǎ ŦǳƴŘƛƴƎ ŀǊǊŀƴƎŜƳŜƴǘǎΦ 
 

 Ensure our clinical systems are able to produce meaningful data for GPCC on quality as well 
as quantity of care. To agree priorities for reporting and ensure systems are in place to 
routinely gather this information during 2011. 
 

 Design by April 2012 a tool that will capture the perceived benefits and constraints of the 
new GP consortia on the commissioning and provision of care. 
 

 .ŜǘǿŜŜƴ с ƳƻƴǘƘǎ ŀƴŘ мн ƳƻƴǘƘǎ ŦǊƻƳ άƎƻƛƴƎ ƭƛǾŜέ ǿƛǘƘ Dt ŎƻƳƳƛǎǎƛƻƴƛƴƎΣ ƳŜŜǘ ǿƛǘƘ ǘƘŜ 
GPs and/or practice managers and gather information regarding this process producing a 
report on the findings. 
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7 MEDICAL DIRECTORATE 

 
Much work has been done nationally and locally on the development and uptake of EOLC tools and 
it is imperative that this work continues in our area. This includes the uptake of the Advance Care 
Plan (ACP), Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR), Liverpool Care Pathway 
(LCP) and Gold Standards Framework (GSF). The Hospice must continue to take a leading role in 
ensuring these tools are taken up by all providers of End of Life Care as their use has been shown to 
improve outcomes for patients, carers and their families.  
 
We have been very fortunate up till now to have over 90% of GP practices in our area using the GSF 
and inviting us to their monthly meetings to discuss palliative patients but this may not continue if 
the funding for the Locally Enhanced Service (LES) is withdrawn or the GPs decide to change their 
focus. There is still a great deal of work to be done to encourage and educate care home staff in the 
use of GSF and LCP especially and this work will be on-going for some time, given the high rate of 
staff turn-over in these institutions. 
 
The LCP still remains to be rolled out in our local community and this must remain a priority for the 
End of Life Steering group currently hosted by the Primary Care Trust (PCT). The Hospice must be a 
leader in rolling out the DNACPR paperwork as the majority of these forms are completed by our 
staff. In so doing, we will be demonstrating good anticipatory end of life care to primary care staff 
and enabling more patients to remain at home to die. 
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7.1 Medical - Objectives 
 
Diagnostic services 
 
To provide appropriate diagnostic services for palliative care patients in a patient centred manner. 
To complete training and start implementing an ultrasound service for patients requiring 
paracentesis. 

 The consultants to have completed further training in ultrasound techniques by March 
2011. To have set up the ultrasound machine on offer from Maidstone and Tunbridge Wells 
NHS Trust (MTW), ready to use by end March 2011. To start scanning patients in April 2011, 
completing the on-line portfolio with each patient. To have scanned 15 patients by the end 
of 2011, aiming to have reduced referrals to K&S USS department by 8 in the same time 
period. To increase this number to 25 patients scanned in 2012 and 35 in 2013. 

 
Review of medical staffing and hours worked and on call workload 
 
To ensure the medical cover for the Hospice is fit for purpose, taking into account the expansion in 
community services.  

 

 To perform a diary exercise early in 2011 to ensure the doctors in training comply with the 
European Working Time Directive11 (EWTD), to ensure specialty and consultant grade 
doctors are paid appropriately for on-call delivered and to modify rotas as appropriate.  To 
present the results of this exercise to CMT by June 2011. 
 

 To critically examine medical input to the Day Therapy Service by April 2012. 
 

 To review the specialty doctor provision, looking critically at number of doctors, expertise 
and service allocated to. To tie this into the provision of doctors in training now and into the 
future and the development of Hospice services to ensure all services are adequately 
covered at all times.  
 

 To develop a plan by October 2012 for the possibility of hosting a flexible (less than full-
time) trainee and adapting the medical team to accommodate this. 

 
Promoting 2nd on-call service  
 

 To ensure systems are in place and working well for internal calls to the 2nd on-call out of 
hours.  To audit calls received by 2nd on-call consultants during 2011 and use the results of 
this audit to prioritise areas needing most development.  
 

 To promote the consultant 2nd on-call rota in the acute Trust. To aim to increase calls to this 
service by 10% by end of 2014.  
 

 To liaise with South East Health and promote this service to them for specialist palliative 
care advice out of hours in 2013 and look to increase calls to the service by a further 10% in 
2013.  
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7.2 Counselling Support Service (CSS) - Objectives 
 
Over the next three years the priorities for CSS will be to increase the profile of psychosocial 
support across the Hospice, as competing external pressures grow and NHS services are reformed.  
Our plan over the next three years is to continue to build on our professional services that we 
currently provide whilst consistently evaluating and assessing the quality of our interventions, an 
area that has been particularly challenging for counselling services in the past. We are also keen to 
continue to investigate other areas of psychosocial support that are appropriate for the Hospice in 
the Weald population, drawing oƴ ƻǘƘŜǊ ǎŜǊǾƛŎŜǎΩ ŜȄǇŜǊƛŜƴŎŜ ǿƘŜǊŜ ƘŜƭǇŦǳƭΦ 
 

Evaluation  
 
To evaluate the clinical work of CSS using a validated, evidence based tool across pre death and 
bereavement work 
 

 To implement a tool such as Clinical Outcomes for Routine Evaluation12 (CORE) over the 
course of 2011 with a report to Clinical Effectiveness by March 2012. 

 
Current CSS Service  
 
To ensure that psychological support is the right service in the right place within the Hospice. 
 

 IPU project to be reviewed after last rotation (May 2011), report to Clinical Effectiveness by 
August 2011 and a view to incorporate any changes to the model into IPU by the end of 
September 2011. 
 

 To audit Day Therapy Centre using IPU experience from September 2011 - April 2012. 
 
Training and education  
 

 To audit training skills and needs within the team by end August 2012. 
 

 ¢ƻ ƛƴŎǊŜŀǎŜ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ ŎƻƴŦƛŘŜƴŎŜ ǘƻ ǘǊŀƛƴ ƛƴ ŀǊŜŀǎ ǇŜǊǘŀƛƴƛƴƎ ǘƻ 
palliative care and bereavement by sending team members on appropriate training where 
identified during 2011/12.  Each team member to teach on at least two Hospice courses 
throughout each year and to be assessed on training and presentation skills by the Head of 
CSS using agreed assessment tool. 
 

 ¢ƻ ōǳƛƭŘ ŀ ŎƻǊŜ ǊŀƴƎŜ ƻŦ ǘǊŀƛƴƛƴƎ ΨƳƻŘǳƭŜǎΩ ƛƴ Ŏƻƴǎǳƭǘŀǘƛƻƴ ǿƛǘƘ the Education department 
that can be used by anybody in the team to teach over the next 3 years. 

 
Staff support 
 

 To pilot staff support sessions facilitated by CSS and Chaplain for clinical staff from Jan-May 
2011. 
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 To write a plan about delivering this support for non-clinical staff and seek approval at SMT 
by July 2011. To have whatever support is deemed necessary in place by Nov 2011. 

 

Future developments for CSS  
 

 To explore and develop new areas to enhance psychological and social support within the 
Hospice including the feasibility of a Social Work post. 

o To investigate relevant models of social work in other palliative care settings 
including models, job descriptions, costs etc, and produce an option appraisal by 
April 2012. 

 

 To launch and promote Child Bereavement Training for schools within the Hospice 
catchment area. 

o Timescales dependent on acquisition of funding but aim to put out first flyers with a 
view to start training within the academic year 2011/2012. 

o To review training through delegate feedback and follow up by August 2012. 
 

 Explore the possibilities of putting in a bid for funding to expand bereavement support to 
ǘƘŜ ǊŜƭŀǘƛǾŜǎ ƻŦ ǇŀǘƛŜƴǘǎ ƴƻǘ ǳƴŘŜǊ ǘƘŜ IƻǎǇƛŎŜΩǎ ŎŀǊŜ ǿƛǘƘƛƴ ŀƭƭ ƻǊ ǎƻƳŜ ƻŦ ǘƘŜ IƻǎǇƛŎŜΩǎ 
catchment area. 

o To look at other services, locally and nationally and what they offer to non-palliative 
clients.  To report on this by January 2012. 

o To write a SWOT analysis / option appraisal for expansion of the service to non-
palliative clients by July 2012. 

o Internally ς to revamp bereavement needs assessment.  To set up a working party to 
look at documentation and training needs by August 2011 with a report to CMT by 
November 2011.  
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7.3 Chaplaincy - Objectives 
 
Community 

 Working with the CNS team, explore the provision of spiritual care for Hospice in the Weald  
patients in the community: 

o During April 2011 carry out refresher training on spiritual care for all members of the 
community team. 

o During May and June 2011 record details of when referral to Chaplain would have 
been appropriate if resources were available and type of support required (i.e. 
spiritual care or religious care). 

o During July and August 2011 review survey results, present to staff and make 
recommendations with regard to resources. 
 

 Build links and maintain regular contact throughout 2011 with clergy in the local Deanery in 
order to better inform them about the work of Hospice in the Weald and encourage their 
support for patients. 

 
IPU 

 By May 2011 develop work pattern to establish contact with all new IPU patients/families 
within 36 hours of admission. 
 

 By June 2011 complete work on a spiritual care assessment tool.   
 

 By October 2011 provide training to all nursing staff so that assessment tool is used for all 
patients.  

 
DTC 

 Beginning April 2011, conduct quarterly team meetings to provide regular support and 
training to Volunteer Chaplains working in DTC. 

 
Education, Learning and Development 

 

 By July 2012, working with the Education Learning and Development Centre, all staff and 
relevant volunteers will have been offered training opportunities in spiritual care to be able 
to demonstrate competency to the appropriate level according to the Competencies in the 
Spiritual Care Policy.13  
 

 During 2012 conduct survey to investigate any specific needs for training and support for 
clergy and ministers regarding end of life care issues.  Planning and delivery of subsequent 
training to commence within three months of completion of the survey.  
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7.4 Information Service - Objectives 

 
Widen access and knowledge of Information Services for patients and staff 
 

 Patient Information 
o Include appropriate up-to-date Hospice information leaflets on the Hospice in the 

Weald website to enable those unable to come to the Hospice to access information. 
o Ensure all leaflets are in pdf format by the end of 2011 then ongoing. 
o Current leaflets available to download from website. 

 

 Online library catalogue 
o Enable staff to access and search the library catalogue via their desktops to create 

greater awareness and usage of resources.  To have online catalogue available by 
July 2012. 

 

 Improve distribution of targeted information to staff 
o Build on existing current awareness service and improve targeted information to 

help staff stay aware of current developments and to assist anyone undertaking a 
course of study or with a particular interest by March 2012. 
 

 Library facilities 
o Provide printer in Library to enable users to print out results of searches/studies by 

June 2011 
 
Update Hospice branding 
 

 Patient Information 
o Introduce rebranding of Hospice literature in collaboration with CEO, Fundraising / 

Marketing by March 2012 
 
Development of professional links 
 

 Participate in quarterly meetings with south east educators and library staff by December 
2011. This will better equip the information service to support staff in the provision of 
courses by providing reading and journal article lists, for example. 

 
Copyright compliance 
 

 To ensure the Hospice is compliant with copyright legislation by investigating and applying 
for a Hospice Copyright Licence and Introducing a Copyright Declaration Form for anyone 
asking library/education staff to photocopy journal articles. To be in place by summer 2012. 
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8 NURSING DIRECTORATE 
 
The next few months and years will see a radical change in the way healthcare is not only 
commissionŜŘ ŦƻƭƭƻǿƛƴƎ ǘƘŜ DƻǾŜǊƴƳŜƴǘ ²ƘƛǘŜ tŀǇŜǊΣ ά[ƛōŜǊŀǘƛƴƎ ǘƘŜ bI{έΣ ōǳǘ ŀƭǎƻ ƛƴ ǘƘŜ ǿŀȅ 
that it is delivered. With this in mind the objectives set across the Nursing Directorate have been 
developed to capture the innovation, creativity and flexibility required to deliver services in a 
changing and at times challenging and uncertain environment. The focus will remain, as ever, on 
delivering a high standard of quality care whilst broadening our horizons to reach more patients at 
the End of Life either directly by providing services for them, their carers and families or indirectly 
by advising, supporting or training others to do so. 
 
¢ƘŜ IƻǎǇƛŎŜ ǿŀǎ ƻǊƛƎƛƴŀƭƭȅ ǎŜǘ ǳǇ ŀǎ ŀ IƻǎǇƛŎŜ ŀǘ IƻƳŜ {ŜǊǾƛŎŜΣ ǇǊƻǾƛŘƛƴƎ ŀ ǾŜǊȅ άƘŀƴŘǎ ƻƴέ 
approach to care. As the service developed the emphasis moved to greater partnership working 
ǿƛǘƘ 5ƛǎǘǊƛŎǘ bǳǊǎŜǎ ǇǊƻǾƛŘƛƴƎ ǘƘŜ άƘŀƴŘs ƻƴέ ŎŀǊŜ ŀƴŘ ǘƘŜ IƻǎǇƛŎŜ ǇǊƻǾƛŘƛƴƎ ŀ ƳƻǊŜ ǎǇŜŎƛŀƭƛǎǘ 
advice and support service as well as opening an inpatient unit. The Hospice has now turned full 
circle as the changing provision of both health and social care in the community means that 
patients often feel that they are not able to access the support, help and care they feel they need to 
remain at home. A comprehensive Hospice in the Home service which will incorporate the majority 
of services offered by the Hospice within the patientΩs home, aims to address this gap. Although 
much work has already been done in developing partnership working with the District Nurses, 
changes in structure may lead to challenges in providing seamless services for patients.  
 
The role of providing specialist advice and support to others offering more generic End of Life Care 
may be formalised in the creation of Federations as suggested in the DEMOS report. These will be 
open to care homes, nursing homes and domiciliary care agencies and will allow them to access 
greater training advice and support to care for their patients. In order for care homes to be a 
federation with Hospice in the Weald, they will need hospice support to use End of Life Care tools 
such as Preferred Priorities for Care (PPC), Advance Decisions to Refuse Treatment (ADRT), 
Liverpool Care Pathway (LCP), Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) etc to 
ensure high quality of care for patients with generic End of Life Care needs who are not referred to 
the Hospice.  
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8.1 Nursing - Objectives 
 
Workforce planning and development 
 
To ensure the Nursing workforce is flexible in its approach to providing care where it is required 
and that staff are skilled and competent to do so. 
 

 To evaluate the skill mix requirements within the Community Team section of Hospice in the 
Home by September 2011 to ensure patients with differing specialist palliative care needs 
are cared for and implement the findings by December 2011. 
 

 To introduce rotational Staff Nurse posts within the Nursing areas by April 2012. 
 

 To increase the amount of secondment or rotational post opportunities for nursing staff at 
all levels to 1 per service by April 2012 and to 5 in total by April 2013 allowing greater 
flexibility and experience of staff. 
 

 To define the role of Carer Support Manager within the Hospice, supporting fundraising to 
successfully bid for relevant funding opportunities by September 2011.  

 
To ensure that the Allied Health Professionals within the Nursing Directorate work across all 
services and develop the interventions offered to take account of the changing needs of our 
Hospice population.  This includes 
 

 Reviewing the need for a more rehabilitative approach for patients earlier in their disease 
trajectory or requiring less specialist palliative care by October 2011 and producing a plan 
to implement this by October 2012. 
 

 Investigate the need for additional supportive clinics (breathlessness clinic in place) where 
collaborative working between Allied Health Professionals (AHPs) is key to success in 
preventing unnecessary admissions, maintaining and adapting to changing functionality and 
maximising quality of life for patients. 
 

 Further develop and explore feasibility of Hospice in the Weald Fast Track Equipment 
Services to continue promoting timely often complex IPU Patient discharges and support 
Hospice in the Home Service, to promote preferred place of care and help prevent 
admissions due to carer breakdown by July 2011.  
 

 Compile Rental Service pack quotes from outside providers and then to discuss/agree the 
way forward for the above with Nursing Director and CEO by the end of July 2011.  
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8.2 Hospice in the Home - Objectives 
 
In order to support patients to live and die in their preferred place of care, a Hospice in the Home 
service will develop to work alongside the statutory community nursing services to provide a more 
hands on approach to care. 
 
Launch Hospice in the Home Service 
 

 Clinical staff to be able to take blood from patients thus reducing referrals to other external 
community services and thus ensuring accurate recording to enable patients to have 
treatments without delays. 
 

 To have clearly identified lines of responsibility between the CNS team and the Hospice in 
the Home service by appointing a Community Team Coordinator and Hospice in the Home 
Coordinator by Summer 2011. 
 

 For the community SN in conjunction with the CNSs to support care homes in the use of 
syringe drivers for residents to reduce unplanned hospital admissions, helping residents 
achieve their PPC and reducing referrals to external community nursing services by April 
2012. 
 

 For the CNSs to have an active role in supporting patients who live in the federation care 
homes by 

o attending monthly rounds either individually or with the GPs 
o to support and develop the use of EOLC tools in the federation care homes with 

the completion of DNACPR, PPC and ACP documentation  
o To support the federation care homes to work towards the use of LCP and GSF 

standards in the care home setting by March 2013   
 

 To produce referral criteria and disseminate guidance to external partners and internal staff 
as part of the launch and ongoing awareness of the new services at Hospice in the Weald  

o Produce referral criteria to Hospice in the Home service by Dec 2011 
o Review and update discharge policy from Hospice in the Home service by Dec 2011 

 

 To review and expand the role of the home care volunteers by December 2012. 
 

 For clinical admin to be fully integrated with the Hospice in the Home service by 2011. This 
may include co-locating with the Hospice in the Home services. 
 

 Working with the Chaplain to provide training in the assessment of spiritual care and for the 
nurses to complete spiritual care competencies. 
 

 To develop clearer lines of responsibility between CNS and DTC CNS whilst ensuring that the 
community CNS continues to provide cover in the absence of the DTC CNS. 
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 To increase referrals to the Hospice in the Home Service year on year through the launching 
of the new service and by ongoing discussions at GSF meetings, marketing and campaigns to 
raise our profile by 2012. 

 
EOLC Strategy and Tools 
 
For all qualified Hospice in the Home nurses to be aware and conversant with the EOLC tools by 

 Arranging refresher updates on ACP for all CNS by Dec 2011 
 

 For all CNSs to complete DNACPR competencies by April  2011 
 

 In order to support patientΩs PPC, for all Hospice in the Home staff to have excellent 
communication skills (provided in house or via 3 days Advance Communication Skills 
Training (ACST)), to be able to discuss with patients and carers their PPC and to record this 
in the patientΩs clinical notes increasing to 80% by the end of 2011.  
 

 To integrate fully patient holistic self assessment and professional holistic assessment tools 
by 2013. 
 

Evaluation of Services 

 To adapt Help the Hospices questionnaire for use in the community setting to evaluate 
patient and carers experience of the Hospice in the Home service by 2012 -13. 
 

 Review and evaluate the Joint Renal Palliative Care Clinic and Breathlessness Clinic, 
submitting the findings with recommendations to the Clinical Effectiveness group by April 
2012. 
 

Training of external partners 

 Secondment opportunities to support, develop and enhance generic palliative care for 
generalists thus raising the standards of care provided to patients with palliative and EOLC 
needs. 
 

 To explore the feasibility of inviting external partners to co-present or attend Challenging 
Cases which could be held quarterly at Hospice in the Weald by 2013. 
 

 Community team to accompany Fundraising to events to explain role of CNS and Hospice in 
the Weald service. 
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8.3 In Patient Unit - Objectives 

 
To develop the Procedure Service offered to patients 

 Undertake a review of the completed procedures from April 2010 ς March 2011, identifying 
the number of cancelled procedures and the reasons for this by May 2011. 
 

 Create an action plan to increase the use of the procedure unit and to market the service 
effectively to commence June 2011 with the aim of having a minimum of three patients per 
day by September 2011, 5 patients per day by December 2011 and up to 10 patients per day 
by April 2010. 

 
To improve the access to respite beds for patients with cancer and those who have a progressive 
life limiting illness 

 To undertake a review of the occupancy frequency and diagnosis of the patients accessing 
the existing respite service from April 2010 ς May 2011 and the use the findings to 
determine, by June 2011, if it meets the needs of patients of all disease groups. 
 

 Produce an option appraisal in conjunction with other nurse managers in the Directorate 
addressing the results of the audit by July/August and present at SMT in September 2011. 

 
To develop areas of special interest on the IPU to ensure that all care is evidence based 

 To develop key roles for staff who will be expected to 
o Liaise with specialist teams/nurses 
o Update colleagues of best practice 
o Feedback at least twice yearly at team meetings/EDASS 
o Review existing documentation 

 

 Areas for development include 
o Manual Handling 
o Infection Control 
o Nutrition 
o Palliative wounds 
o Recruitment/Induction 
o Spirituality 
o Infoflex 

 

 To identify staff and key roles by June 2011.  To ensure external links have been made by 
September 2011.   Feedback/update sessions to be planned by October 2011 
 

 To review existing documentation and assessments by April 2012. 
 
Implement the use of Infoflex, ensuring that paper documentation is reduced to key details 
 

 Care Plans and evaluations to be designed in liaison with the ICT Department by May 2011. 
 

 Staff to be trained prior to implementation in August 2011 
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8.4 Day Therapy Centre - Objectives 
 
Following the extension to the Day Therapy Centre in 2009, the unit is focusing change into a 
service that is centred on the changing needs of the Hospice patients.  Over the next three years 
this work will be consolidated, whilst being mindful of the changing face of End of Life Care.  
 
Following the extension, it was anticipated that the Day Therapy Centre would be able to offer 20 
places Monday to Friday.  To date we have not tested this assumption but our aim is to determine 
what the full capacity is and then use the Day Therapy Centre fully. 
 
Through an active living programme we will explore the potential of patients with long term 
diseases accessing the Day Therapy services earlier. This would provide additional support to the 
patient and their families. 
 
Evaluation of service model 

 To evaluate the differing models of care for individuals attending Day Therapy Centre by 
October 2011, producing an option appraisal which will be discussed with the Nursing 
Director and presented to SMT in November 2011. The agreed plan will then be taken 
forward and implemented from the beginning of 2012, with full implementation in place 
within a maximum of 6 months. 

Co-ordination of care 

 To review with the Hospice in the Home team the coordination of care of patients attending 
DTC who require shared care by June 2011. A local operating policy will then be created by 
August 2011 and presented at the Senior Nurses meeting which will aim to ensure patients 
receive joined up care and a seamless transfer of their care when they are discharged from 
Day Therapy.  

Increasing referrals 

 To explore ways to raise the profile of DTC by April 2012. Looking at the wider community 
and increasing direct referrals liaise with the other Nursing Services at the Hospice to input 
into the Gold Standard Framework meeting at GPs surgeries.  
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8.5 Lymphoedema Service - Objectives 
 
The nurse led lymphoedema service provides advice and treatment for patients with either primary 
or secondary lymphoedema and for those requiring palliative lymphoedema treatments within 
West Kent PCT and the Hospice catchment area in Sussex PCT. We are also currently providing 
advice and care for funded patients from Medway PCT. 
 
Service development 

 Explore with the PCT/GP consortia the need for a satellite clinic by January 2012. Produce an 
option appraisal for consideration by the SMT Exec by February 2012.  From April 2012 look 
at taking any agreed action forward.  
 

 Explore whether patients would benefit from a rolling support group by asking patients in 
the form of a questionnaire. Develop questionnaire by October 2011 and plan to survey 
patients seen in clinic within a 3 month period with differing lymphoedema needs with a 
view to establishing in 2012 as indicated. 
 

 Write a lymphoedema service leaflet aimed at patients, their carers and families providing 
supportive information but also promoting the service and how best to access.  Involve 
users in the creation of this leaflet. To begin this process by June with a view to introducing 
the leaflet by end of 2011. 

 
Service support and evaluation 
 

 Improve the use of lymphoedema volunteers. Explore the various roles that they could 
undertake by April 2011 and put together a role description to enable the volunteer 
coordinator to seek the correct volunteer. 
 

 Develop Infoflex to ensure that it provides appropriate statistical data to plan workload, 
develop service and look at innovative solutions to enhance care by October 2011. 
 

Increase profile 
 

 Liaise with service leads for clinical areas regarding the inclusion of time in the 
lymphoedema clinic for new nursing staff during induction.  
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8.6 Education, Learning and Development - Objectives 
 
The Hospice believes learning is a life-long activity. The Education, Learning and Development 
Centre promotes Hospice in the Weald as being a learning organisation with values and beliefs such 
as: all work situations may create potential learning opportunities (particularly problems); feedback 
exists at all levels and is ongoing; performance management is explicit and regular review and 
evaluation are part of individual and organisational culture which is important in attracting high 
calibre applicants to work and develop their careers at the Hospice. 
 
The aim of the ELD Centre is to provide individuals with opportunities for education, learning and 
development to enable them to carry out their roles in the delivery of services for end of life care 
demonstrating effective knowledge, skills and attitudes. Staff within the Centre aim to provide 
resources for staff, volunteers and external clients to enable individuals to provide evidence-based 
and high quality care to patients and support for families and carers.  

 

 Produce and distribute a flexible training programme for  participant access from April 2011- 
March 2012 that can be adapted  during that period to meet internal and external 
stakeholder needs and requests for education learning and development in end of life and 
specialist palliative care. 
 

 Subject to the recruitment and selection of an EOLC Facilitator by the end of April 2011, the 
Head of ELD will provide support to the post holder in relation to their objectives and work 
plan for their first year in post. 
 

 In consultation with the SMT and ICT department, increase the availability of education 
space and computer access for internal staff and external participants undertaking 
education, learning and development activities by March 2012. 
 

 Develop a comprehensive web page for the EDL Centre that will enable 
o internal staff to book education rooms, equipment and catering for education  

meetings and events by September 2011. 
o links to publications related to dedicated palliative  and end of life care training and 

education that Hospice in the Weald can offer  to increase the uptake of external  
stakeholders booking courses and study days by 15% by March 2012. 

 

 Host a conference in 2013 to showcase the service developments the Hospice has achieved 
in our locality and share our expertise in specialist and designated palliative care provision 
with an external audience of more than 50 people. 
 

 To have an accredited Connected National Communication Skills14 facilitator within the 
ǘŜŀƳ ōȅ нлмнΦ  ¢ƻ ƛƴŎǊŜŀǎŜ ǘƘŜ IƻǎǇƛŎŜΩǎ ǇǊƻŦƛƭŜ ŜȄǘŜǊƴŀƭƭȅ ōȅ ǘŜŀŎƘƛƴƎ regularly on the local 
courses to consultants and senior nurses.  To be able to deliver in-house and locality based 
training along similar principles.  
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9 OPERATIONS DIRECTORATE 
 
The Operations Directorate came about to ensure the best use of all Hospice assets whether they 
are physical assets, staff and volunteers or virtual/intangible assets to enable the Hospice to fulfil its 
strategic aims. 
 
The Operations Directorate is an amalgamation of seven departments, Accommodation and 
Facilities, IT, Finance, HR, Volunteer Management, Catering and Cleaning. The managers of each 
department previously reported directly and independently to the CEO. 

Within the new Organisation structure these seven departments have been rationalised to five and 
renamed to try and have a name which captures what they do:  Facilities, Information and 
Communications Technology (ITC), Support Services (Support Services encompasses Catering and 
Housekeeping), Personnel and Volunteers and Finance.  These five departments have now been 
brought together under the Operations Directorate to produce an effective and efficient line 
management system reporting to the Operations Director.  The manager of each department is also 
part of the Senior Management Team. 

Each department within their objectives will produce procedures, processes and guidelines that 
adhere to the value for money ethos, dovetailing with each other, to meet the overarching 
objective of the Operations Directorate shown above. 
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9.1 Facilities Department - Objectives 
 
The Facilities Department are currently embarking on the implementation and computerisation of 
maintenance projects and reporting processes ensuring that sufficient information is disseminated 
to all Hospice staff regarding future changes and improvements to the building and grounds. 
 
From April 2011, Health and Safety and Fire mandatory training will be overseen by Facilities, 
liaising with Education, Learning and Development. The following objectives have been set to 
facilitate the department in these aims: 
 

Comprehensive Reporting System 

 Before the end of June 2011, develop and implement a comprehensive system for any staff 
member (and volunteer where appropriate) to report a fault/defect or maintenance 
query/suggestion. 

 
Co-location and Spatial Awareness Project 

 Before the end of December 2011, implement the Spatial Awareness Project for Hospice in 
the Weald to co-locate staff and departments whilst making the best use of the available 
space within the Hospice. 

 
Outside Space ς Landscaping and Car Park Project 

 Before the end of March 2012, produce and lead on a Project Initiation Document for the 
Hospice in the Weald outside space project to landscape and improve public and car parking 
areas in a sympathetic manner in keeping with the current Hospice building and gardens. 
 

Clear Corridor Policy 
 

 Take ownership of the Clear Corridor policy ensuring full compliance by all staff and 
volunteers. To be responsible for all deliveries to the back door other than catering food 
supplies. 
 

Mandatory Health and Safety and Fire Training 
 

 By the end of March 2012 to oversee all mandatory Health and Safety and Fire training in 
Hospice in the Weald, liaising with the Head of Education, Learning and Development to 
ensure the delivery of effective mandatory training. 
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9.2 Information and Communications Technology Department - Objectives 
 
The Information and Communications Technology (ICT) Department are currently embarking on the 
implementation of the computerisation of a Maintenance faults reporting system, room bookings 
system including catering requirements and room layout using Microsoft Share Point software. 
Infoflex, the patient based software, is currently undergoing development along with the N3 
connection to enable Hospice in the Weald to connect with NHS held patients records. 
 
Confidence levels in ICT 
 

 To ensure that all staff and volunteers have the greatest level of confidence possible in the 
ICT Department and the services it offers by developing a one year plan to ensure 
confidence is high and which sets out SMART actions the ICT Department staff and others 
will take including ways to measure the confidence levels. 

 
Communications 

 Ensure all communications to staff are short and simple as well as easy to understand and 

are written in a clear concise manor and free from IT jargon by aŘƘŜǊƛƴƎ ǘƻ Ψtƭŀƛƴ 9ƴƎƭƛǎƘΩ15 

standards by using the Gunning Fog Index16 (readability scale) on all written communication. 

Hospice internal website 

 Explore the creation of an internal Hospice website or intranet using Microsoft Share Point 
software. Include a system for staff to be able to provide feedback on the effectiveness of 
the intranet in order to improve internal communications. Have the intranet fully deployed 
by the end of March 2012 to include an ICT asset management page and Maintenance asset 
management page. 

 

ICT training suite 

 

 Explore the best use of the dedicated ICT training suite to ensure staff and volunteers get 
relevant, self taught ICT training to develop ICT skills within Hospice in the Weald.  Include a 
system for staff to be able to provide feedback on the self taught training experience in 
order to improve the efficiency and effectiveness of the internal training facilities.  Have the 
ICT suite fully utilised by the end of December 2012. 

 

Hospice in the Weald and N3 networks 

 

 Develop a plan to meet the needs of clinical users to enable an effective connection with the 
bI{ ƴŜǘǿƻǊƪ ŘƛǊŜŎǘ ŦǊƻƳ ǘƘŜƛǊ t/Ωǎ ǳǎƛƴƎ ǎƳŀǊǘ ŎŀǊŘǎΦ tǊŜǇŀǊŜ ŀ ǊŜǇƻǊǘ ŦƻǊ ǇǊŜǎŜƴǘŀǘƛƻƴ ǘƻ 
the Council meeting in July 2011 stating whether a usable connection has been made and 
whether this connection has enhanced clinical users patient data. Include a comprehensive 
system for clinical staff feedback on the effectiveness of the N3 connection in increasing 
meaningful communications with the NHS and accessing patientsΩ records and results. 
Explore how a connection with NHS pensions can be secured and how the Personnel 
Department can utilise this connection efficiently and effectively.  
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9.3 Support Services Department - Objectives 
 
Housekeeping are currently undergoing a recruitment drive to replace casual staff with permanent 
full time staff.  They are engaging with the new manual maintenance fault and suggestion reporting 
system by providing each housekeeper with equipment to record faults or suggestions to enhance 
the interior of the Hospice.  Catering are looking at ways of improving the patient eating 
experience. 

Hospice Interior 

 Take a leading role in the look, care and enhancement of the interior of the Hospice. In 
keeping with the organisations image, ǇŜǊǎƻƴŀƭƛǘȅ ŀƴŘ ōǊŀƴŘ ŜƴǎǳǊŜ ǘƘŜ ΨŦǊƻƴǘ ƻŦ ƘƻǳǎŜΩ 
ƭƻƻƪ ƛǎ ŀǎ ƎƻƻŘ ŀǎ ƛǘ Ǉƻǎǎƛōƭȅ Ŏŀƴ ōŜΦ IŀǾŜ ƘƻǳǎŜƪŜŜǇƛƴƎ ǎǘŀŦŦ ōŜ ǘƘŜ ΨŜȅŜǎ ŀƴŘ ŜŀǊǎΩ ƻŦ ǘƘŜ 
hospice with regards to the care and enhancement of the interior of the Hospice. Fully 
engage in a comprehensive electronic system for fault/defect or raising queries/suggestions 
in respect of any and all maintenance issues.  Set objectives for each housekeeper to have 
reported a fault/defect or raised a query/suggestion on the system. Create a rolling 
programme of ŀƴƴǳŀƭ Ψǿŀƭƪ ǘƘǊƻǳƎƘ ǾƛǎƛǘǎΩ ŦƻǊ ǘƘŜ /9hΣ hǇŜǊŀǘƛƻƴǎ 5ƛǊŜŎǘƻǊ ŀƴŘ {ǳǇǇƻǊǘ 
Services manager to undertake (along with any other appropriate managers). Ensure that 
each area of the organisation is visited and organise a system to take notes of suggestions to 
improve each area visited.  

 
Patient Eating Experience 
 

 Enhance the patient eating experience by extending service times and with the availability 
ƻŦ ŀƴ άŀ ƭŀ ŎŀǊǘŜέ ǎǘȅƭŜ ƳŜƴǳ ŦƻǊ ŜǾŜǊȅ ǇŀǘƛŜƴǘΦ LƴŎƭǳŘŜ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ǎȅǎǘŜƳ ǘƻ ǇǊƻǾƛŘŜ 
patient, visitor and nurse feedback on the new menu, extended service times and the 
quality and nutritional value of the meals provided. Pilot this scheme by the end of 
September 2011. Analyse feedback and amend strategy to account for the feedback and roll 
out full programme by the end of March 2012. 
 

HitW Procurement System 
 

 Take a leading role in the design and implementation of a Hospice procurement system 
focusing on the separation of power with regard to the entering of contracts and the 
financial signing off of the supplied goods. Develop limits for each staff member designated 
within the scheme. Discuss limits and separation of power with Operations Director and 
produce a draft establishment procurement system by the end of December 2011. Liaise 
with Finance on the implementation of the Procurement system to go live on 1st April 2012. 
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9.4 Personnel and Volunteers Department - Objectives 
 
The newly formed Personnel and Volunteers Department now incorporates the Voluntary Services 
Team.  The Department supports Managers and Directors by providing them with the tools ς 
information, guidance, policies and procedures ς to facilitate a cultural change in the way they lead 
and manage their teams.   
 
Policies and Procedures  
 

 Review all personnel policies and procedures by December 2011, prioritising, establishing 
new ones where they do not exist, and rewriting those that do not reflect current best 
practice, to ensure they are clear and robust. Provide clear, fair and consistent guidance to 
staff and managers and clarity to line managers to enable them to manage staff and 
volunteers effectively.  

 
Report to Trustees  
 

 Collate relevant statistics on a monthly basis, commencing April 2011, to facilitate 
preparation of an Annual Report to be submitted to the November Council meeting each 
year. The Annual Report should contain both staff and volunteer statistics.  

 
Salaries - Independent Consultant  
 

 Lead and facilitate a salaries review to be carried out by an outside independent consultant 
to address the issues highlighted by The Staff Survey, which was conducted in 
{ŜǇǘŜƳōŜǊκhŎǘƻōŜǊ нлмлΣ ƛƴ ǊŜǎǇŜŎǘ ƻŦ vпн άaȅ Ǉŀȅ ƛǎ ŎƻƳǇŜǘƛǘƛǾŜ ƛƴ ŎƻƳǇŀǊƛǎƻƴ ǘƻ ǇŜƻǇƭŜ 
ŘƻƛƴƎ ǎƛƳƛƭŀǊ ǿƻǊƪ ƛƴ ǘƘŜ ŎƘŀǊƛǘȅ ǎŜŎǘƻǊέ ŀƴŘ vпо άL ŦŜŜƭ ǘƘŀǘ Ǉŀȅ ƛǎ ƘŀƴŘƭŜŘ ŦŀƛǊƭȅέΦ tǊŜǎŜƴǘ 
these findings to the Staff Consultative Group in August 2011.  

 
Staff Survey  
 

 Ensure that all staff participate in and engage with the Birdsong17 staff satisfaction survey 
ensuring that full feedback is given regarding areas for concern and implementing an action 
plan from the results.  

 
Volunteer Survey and Volunteer Consultative Group 
 

 Lead on and facilitate the implementation of a volunteer satisfaction survey mirroring the 
Staff Survey and lead and facilitate the Volunteer Consultative Group from initial set up 
through to quarterly meetings starting in November 2011.  

 
Use of Volunteers  
 

 Develop and co-ordinate the volunteer service for Hospice in the Weald internally and 
externally to the mutual benefit of the organisation, patients and their families/carers and 
the volunteers. Be responsible for recruitment, induction, support and record keeping and 
maximising volunteering opportunities across all Hospice departments/services.  
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9.5 Finance Department - Objectives 
 
The Finance Department concentrates on the core functions of analysing income and costs, 
processing supplier accounts, producing management information and statutory accounts leading 
to the preparation of a balanced budget. From April 2012, Finance will oversee the new 
procurement system ensuring compliance by all managers and staff.  
 
Balanced Budget 
 

 Develop a comprehensive system for budgetary control focusing on the core function of 
value for money leading to the preparation of a balanced budget by the end of February 
2012. Include a method for variance analysis by service/department in order to be able to 
analyse the findings on a value for money basis. Take the budget to the Finance and Control 
committee meeting in March 2012 to be approved. 

 
Value for Money 
 

 9ȄǇƭƻǊŜ ǘƘŜ ƳŜŀƴƛƴƎ ƻŦ ǘƘŜ άǾŀƭǳŜ ŦƻǊ ƳƻƴŜȅέ ŎƻƴŎŜǇǘ ƭŜŀŘƛng to the publishing of a report 
empowering all staff and volunteers with this ethos. Implement this VFM ethos across the 
whole Hospice ensuring an effective VFM procurement process. Include details such as 
άŎƘŜŀǇŜǎǘ ƛǎƴΩǘ ƴŜŎŜǎǎŀǊƛƭȅ ǘƘŜ Ƴƻǎǘ Ŏƻǎǘ ŜŦŦŜŎǘƛǾŜέ ǳǎƛƴƎ ǎƛƳǇƭŜ ŀƴŘ Ŝŀǎȅ ǘƻ ǳƴŘŜǊǎǘŀƴŘ 
phrases for consideration by the Operations Director.  Write an article for the Hospice in the 
Weald internal newsletter before the end of December 2011 on this subject. 

 
Implementation of Procurement System 
 

 Become the watchdog for the new procurement system ensuring compliance by managers 
with authority to enter into contracts and compliance by managers with authority to sign off 
the financial payment of these contracts.  Inform all staff and volunteers of these changes. 
Educate all relevant managers in the system processes contained within the procurement 
system and the maximum authorisation levels for each manager. Publish a list of the 
authorised managers. Inform all staff and volunteers of the implications of this new system 
using the internal newsletter. Develop and implement a feedback system to be used to 
improve the efficiency and effectiveness of the procurement system. Write a policy, 
procedure or guideline to ensure both authorisers sign the supplier invoices to be able to 
verify compliance and enable auditing of the system by the end of March 2012. 
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10 MONITORING AND EVALUATION (of the Business Plan) 
 
As we have developed this Business Plan and the Strategic Aims have emerged, these are not 
followed throǳƎƘ ŜȄǇƭƛŎƛǘƭȅ ƛƴǘƻ ǘƘŜ 5ƛǊŜŎǘƻǊŀǘŜǎΩ ƻōƧŜŎǘƛǾŜǎ ǎƻ ǎƻƳŜ ŎƻǳƭŘ ǎŜŜ ŘƛǎŎƻƴƴŜŎǘ ƛƴ ǇǳǊŜ 
business planning terms. Over the first half of this 3 year period we will do some work to ensure a 
thread runs through our Strategic Aims into what effectively are the servicesΩ/departmentsΩ 
operational plans - so that objectives relate back to the Strategic Aim they are intending to address. 
This should bring organisational coherence and also help in terms of monitoring progress towards 
successful outcomes.   
 
We will also within the first year, develop a system to see easily when an objective is achieved or on 
track to being achieved.  ²Ŝ ǿƛƭƭ ƭƻƻƪ ǘƻ ƘŀǾŜ ŀ ΨǘǊŀŦŦƛŎ ƭƛƎƘǘΩ ǎȅǎǘŜƳ ǿƘŜǊŜ ƎǊŜŜƴ ƛǎ ŀŎƘƛŜǾŜŘΣ ŀƳōŜǊ 
is on track and red indicates we need to give the objective some attention.  We will report to the 
Council of Trustees every six months using this traffic light system and exception reporting 
formatted into a table approach: objective, ŀŎǘƛƻƴ ǘƻ ŀŎƘƛŜǾŜ ǘƘŜƳΣ ǘƛƳŜǎŎŀƭŜΣ ǿƘƻΩǎ ǊŜǎǇƻƴǎƛōƭe 
and outcome/ impact comments. 
 
In addition to producing a summary of the Business Plan in a small compact format, we will produce 
an annual review of Hospice activities and include a section on evaluating our progress in respect of 
delivering this Plan.  We will ensure wide distribution of both the small compact summary and the 
annual review. 
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11 BUDGET AND FINANCIAL IMPLICATIONS 
 
There are many unknowns as we set out this Business Plan and quite a lot of uncertainty around the 
financial situation.  A number of charities judge their success by a focus on fundraising and funds 
coming in.  We try very hard to see a bigger picture and see the funds coming in as inputs and 
whilst they are vital for us to continue our much needed essential work, we want to be judged and 
judge ourselves by the services and outcomes we provide to patients, carers and families. 
 
As we have stated elsewhere in this Business Plan the external economic situation is fragile.  Clearly 
government needs to make significant savings and that process has begun.  The effects of cuts in 
public services on the patients, carers and families we strive to care for are at the time of writing 
this plan not known.  However, we are sure that it will impact on many of them and we feel that 
Hospice in the Weald should do what it can to mitigate those effects.  
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11.1 Budgets 2011 ς 2012 
 
 11.1.1 Contribution Summary 
 

Hospice in the Weald   Budget to 31st March 2012 
Charity  

 
  

Contribution Summary 
 

£        
Central 

 
1,003,838 

Fundraising Directorate 
 

3,187,617 
Medical Directorate 

 
-655,777 

Nursing Directorate 
 

-2,609,438 
Operations Directorate 

 
-952,346 

Totals   -£26,106 

      

 
 
 11.1.2 Central (Income from statutory sources) 
 

Hospice in the Weald   Budget to 31st March 2012 
Charity  

 
  

CENTRAL 
 

  
Income from statutory sources 

 
£        

Blood Products 
 

0 
Counselling Services 

 
0 

Crisis Support Services 
 

0 
Day Therapy Centre 

 
26,338 

Drug Funding 
 

69,996 
Education Learning and 
Development 

 
50,544 

Hospice in the Home 
 

360,652 

In Patient 
 

268,236 
ICT 

 
0 

Lymphoedema 
 

85,992 
Medical Fees 

 
1,800 

Medical Grants 
 

93,000 
Pension Funding 

 
47,280 

Contribution   £1,003,838 
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11.1.3 Fundraising Directorate (Income from the community) 
 

Hospice in the Weald   Budget to 31st March 2012 
Charity  

 
  

FUNDRAISING DIRECTORATE 
 

  
Income from the community 

 
£        

Collection Boxes 
 

30,000 
Collections - Stores & Street 

 
7,200 

Community Events 
 

200,004 
Covenants 

 
12,000 

Donations - General 
 

379,200 
Donations - Lottery & Raffle 

 
20,004 

Donations - Xmas card orders 
 

2,220 
Gift Aid 

 
120,000 

Gifts in Wills 
 

999,060 
Hospice Events 

 
274,620 

In Memory 
 

356,076 
Link Groups 

 
99,996 

Lottery 
 

416,000 
Major Investors 

 
30,000 

Payroll Giving 
 

4,800 
Retail Shops 

 
620,000 

Travel Club 
 

22,594 
Trusts 

 
120,000 

  
 

  
Total Income 

 
3,713,774 

  
 

  

Expenditure 
 

  
Hospice Event Costs 

 
35,205 

Link Event Costs 
 

12,000 
Lottery 

 
163,213 

Major Investors 
 

4,000 
Publicity & Marketing 

 
71,232 

Staff Costs 
 

225,404 
Travel Club 

 
15,103 

  
 

  
Total Expenditure 

 
526,157 

  
 

  

Contribution   £3,187,617 
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11.1.4 Medical Directorate 
 

Hospice in the Weald   Budget to 31st March 2012 
Charity  

 
  

MEDICAL DIRECTORATE 
 

  
Income 

 
£        

Counselling Services 
 

252 
Medical DWP & Crem Fees 

 
12,600 

Pastoral Care and Info Service 
 

5,400 
  

 
  

Total Income 
 

18,252 
  

 
  

Expenditure 
 

  
Counselling Services 

 
212,608 

Medical 
 

416,909 
Pastoral Care and Info Service 

 
44,512 

  
 

  
Total Expenditure 

 
674,029 

  
 

  

Contribution   -£655,777 
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 11.1.5 Nursing Directorate 
 

Hospice in The Weald   Budget to 31st March 2012 
Charity  

 
  

NURSING DIRECTORATE 
 

  
Income 

 
£        

Community Nursing 
 

2,400 
Day Therapy Centre 

 
11,016 

Education Learning and 
Development 

 
3,840 

In Patient Unit 
 

19,404 
Lymphoedema 

 
5,976 

  
 

  
Total Income 

 
42,636 

  
 

  
Expenditure 

 
  

Blood Products 
 

0 
Crisis Support Services 

 
0 

Day Therapy Centre 
 

420,818 
Drugs 

 
69,996 

Education Learning and 
Development 

 
143,425 

Hospice in the Home 
 

738,063 
In Patient Unit 

 
1,124,476 

Lymphoedema 
 

155,296 
  

 
  

Total Expenditure 
 

2,652,074 

  
 

  
Contribution   -£2,609,438 
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 11.1.6 Operations Directorate 
 

Hospice in the Weald   Budget to 31st March 2012 
Charity  

 
  

OPERATIONS 
 

  
Income 

 
£        

Accomodation Charge 
 

6,000 
Facilities & ICT 

 
1,000 

Catering 
 

29,292 
Cleaning 

 
0 

Coffee Shop 
 

20,640 
Investment Income 

 
260,000 

Shop rentals 
 

20,000 
Restaurant 

 
17,688 

Volunteer Management 
 

7,500 
  

 
  

Total Income 
 

362,120 
Expenditure 

 
  

Accomodation 
 

179,569 
Building Depn 

 
174,732 

Catering 
 

209,353 
Cleaning 

 
180,438 

Coffee Shop 
 

14,652 
Finance 

 
67,952 

Personnel & Volunteers 
 

259,965 
Heat & Light 

 
37,200 

ICT 
 

138,768 

Insurance 
 

22,980 
Minibus/Phone/Infoflex Depn 

 
8,853 

Professional & Legal Fees 
 

20,004 
Total Expenditure 

 
1,314,466 

  
 

  
Contribution   -£952,346 

      

 
 
 11.1.7 Capital Expenditure ς Designated Funds 
 

Hospice in the Weald   Budget to 31st March 2012 

Capital Expenditure - Designated Funds £        
Collocation & Best use of space 

 
250,000 

Outside Landscaping / carpark 
 

100,000 
  

 
£350,000 
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11.2 Budgets 2012 ς 2013 
 
 11.2.1 Contribution Summary 
 

Hospice in The Weald   Budget to 31st March 2013 

Charity  
 

  

Contribution Summary 
 

£        

Central 
 

1,073,838 

Fundraising 
 

3,470,600 

Medical Directorate 
 

-665,200 

Nursing Directorate 
 

-2,915,896 

Operations 
 

-959,232 

Totals   £4,110 

      

 
 

11.3 Budgets 2013 ς 2014 
 
 11.3.1 ς Contribution Summary 
 

Hospice in The Weald   Budget to 31st March 2014 

Charity  
 

  

Contribution Summary 
 

£        

Central 
 

1,200,000 

Fundraising 
 

3,500,000 

Medical Directorate 
 

-700,000 

Nursing Directorate 
 

-3,000,000 

Operations 
 

-1,000,000 

Totals   £0 
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12 APPENDIX A ς BIBLIOGRAPHY 
 
 
1. End of Life Care Strategy 2008: 

www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/
dh_086345.pdf 
 

2. The Big Society: http://thebigsociety.co.uk/ 
 

3. Ψ[ƛōŜǊŀǘƛƴƎ ǘƘŜ bI{Ω ²ƘƛǘŜ tŀǇŜǊ Wǳƭȅ нлмлΥ 
www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digital
asset/dh_117794.pdf 
 

4. GP Commissioning Consortia: 
www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_125006
.pdf 
 

5. Palliative Care Funding Review: http://palliativecarefunding.org.uk/ 
 

6. DEMOS Report: www.demos.co.uk/files/Dying_for_change_-_web_-_final_1_.pdf 
 

7. The Compact: www.compactvoice.org.uk/sites/default/files/the_compact.pdf 
 
8. Hospice Movement: www.helpthehospices.org.uk/about-hospice-care/what-is-hospice-

care/hospice-history/?locale=en 
 

9. NHS South East Coast Do Not Attempt Cardio Pulmonary Resuscitation Principles (SEC SHA 
DNACPR), July 2010: www.endoflifecareforadults.nhs.uk/case-studies/south-east-coast-dnacpr-
principles 
 

10. Spiritual & Religious Care Competencies in Specialist Palliative Care: 
http://www.ahpcc.org.uk/pdf/spiritcomp.pdf 
 

11. European Working Time Directive: 
www.nhsemployers.org/PlanningYourWorkforce/MedicalWorkforce/EWTD/Pages/EWTD.aspx 
 

12. Clinical Outcome for Routine Evaluation: www.coreims.co.uk/ 
 

13. Hospice in the Weald Spiritual Care Policy 2.18: http://www.hitw/Spiritual Support 
 
14. Connected ς National & Advanced Communication Skills: http://www.connected.nhs.uk/ 

 
15. Ψtƭŀƛƴ 9ƴƎƭƛǎƘΩ ǎǘŀƴŘŀǊŘǎΥ www.plainenglish.co.uk/ 

 
16.  Gunning Fog Index: www.readabilityformulas.com/gunning-fog-readability-formula.php 

 
17. Birdsong Staff Satisfaction Survey: www.bird-song.co.uk/Main/Home.html 
  

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_086345.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_086345.pdf
http://thebigsociety.co.uk/
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_117794.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_117794.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_125006.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_125006.pdf
http://palliativecarefunding.org.uk/
http://www.demos.co.uk/files/Dying_for_change_-_web_-_final_1_.pdf
http://www.compactvoice.org.uk/sites/default/files/the_compact.pdf
http://www.helpthehospices.org.uk/about-hospice-care/what-is-hospice-care/hospice-history/?locale=en
http://www.helpthehospices.org.uk/about-hospice-care/what-is-hospice-care/hospice-history/?locale=en
http://www.endoflifecareforadults.nhs.uk/case-studies/south-east-coast-dnacpr-principles
http://www.endoflifecareforadults.nhs.uk/case-studies/south-east-coast-dnacpr-principles
http://www.ahpcc.org.uk/pdf/spiritcomp.pdf
http://www.nhsemployers.org/PlanningYourWorkforce/MedicalWorkforce/EWTD/Pages/EWTD.aspx
http://www.coreims.co.uk/
http://www.hospiceintheweald.org.uk/Patient+Services/Spiritual+Support
http://www.connected.nhs.uk/
http://www.plainenglish.co.uk/
http://www.readabilityformulas.com/gunning-fog-readability-formula.php
http://www.bird-song.co.uk/Main/Home.html
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13 APPENDIX B ς GLOSSERY OF TERMS USED 
 
 
ACST:  Advanced Communication Skills Training.  Also see Appendix A, Reference 14. 
 
Acute Trust:  An NHS hospital trust, also known as an acute trust is an NHS trust that provides 
secondary health services within the National Health Service.  Hospital trusts are commissioned to 
provide these services by NHS primary care trusts. 
 

Advance Care Plan (ACP):  Advance care planning (ACP) is a process of discussion between an 
individual and their care providers irrespective of discipline. The difference between ACP and 
planning more generally is that the process of ACP is to make clear a ǇŜǊǎƻƴΩǎ ǿƛǎƘŜǎ ŀƴŘ ǿƛƭƭ 
usually take place in the context of an anticipated ŘŜǘŜǊƛƻǊŀǘƛƻƴ ƛƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƻƴŘƛǘƛƻƴ ƛƴ ǘƘŜ 
future, with attendant loss of capacity to make decisions and/or ability to communicate wishes to 
others. 
 
ADRT:  Advance Decisions to Refuse Treatment (ADRT) allow people to give instructions about any 
possible medical treatment should there ever come a time when they are unable to make decisions 
for themselves or to communicate them to others.  
 
AHP:  Allied Health Professional 
 
Care Plan: An agreed set of actions reflecting the choices make by a person about their care 
following an assessment of their needs. In the case of people approaching the end of their life, this 
may set out how they wish to be cared for and where they would wish to die. 
 
Carer (informal):  Someone of any age who provides unpaid care for family members, friends, 

neighbours or others who are sick, disabled or elderly who could not manage without this help.  

Carers come from all walks of life and cultures. 

CEO:  Chief Executive Officer 
 
CMT:  Clinical Management Team 
 
CNS:  Clinical Nurse Specialist 
 
Commissioning:  ¢ƘŜ ǇǊƻŎŜǎǎŜǎ ƻŦ ƭƻŎŀƭ ŀǳǘƘƻǊƛǘƛŜǎ ŀƴŘ t/¢Ωǎ ǳƴŘŜǊǘŀƪŜ ǘƻ ƳŀƪŜ ǎǳǊŜ ǘƘŀǘ services 
funded by them meet the needs of the patient and improve quality of life and health outcomes. 
 
Continuing Care:  The term NHS continuing care means fully funded care for people who do not 

require care in an NHS acute hospital, but who nevertheless require a high degree of ongoing 

health care. Anybody can qualify for NHS continuing care funding if their needs satisfy eligibility 

criteria, although the largest group of people who receive continuing care funding are elderly 

people. Continuing care funding is intended to cover the entire costs of care, including all medical 

care, nursing care, personal care, living costs and accommodation costs, the same as if their care 

was being provided in an NHS hospital.  
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Referenced from House of Commons, Health Committee, NHS Continuing Care 

http://www.parliament.the-stationery-office.co.uk/pa/cm200405/cmselect/cmhealth/399/399i.pdf 

CORE:  Clinical Outcome for Routine Evaluation 
 
CSO:  Civil Society Organisation 
 
CSS:  Counselling Support Service 
 
DEMOSΥ  άDemos is a think-tank focused on power and politics. Our unique approach challenges the 
traditional, 'ivory tower' model of policymaking by giving a voice to people and communities. We 
work together with the groups and individuals who are the focus of our research, including them in 
ŎƛǘƛȊŜƴǎΩ ƧǳǊies, deliberative workshops, focus groups and ethnographic research.  Through our high 
quality and socially responsible research, Demos has established itself as the leading independent 
think tank in British politics. Our work is driven by the goal of a society populated by free, capable, 
secure and powerful citizens.έ http://www.demos.co.uk/about 
 
DTC:  Day Therapy Centre 
 
DNACPR:  Do Not Attempt Cardiopulmonary Resuscitation (DNACPR).  This refers to a form which is 
a means of communicating the decision that has been made by the patient to those who may 
encounter the patient in the event of a cardiopulmonary arrest.  Also see Appendix A, Reference 9. 
 
EDASS:  Education, Discussion and Sharing Session  
 
ELDC:  Education, Learning and Development Centre 
 
End of Life:  άΧŀ ōǊƻŀŘ ǘŜǊƳ ǊŜƭŀǘƛƴƎ ǘƻ ŀƴ ŀŎǘƛǾŜΣ ŎƻƳǇŀǎǎƛƻƴŀǘŜ ŀǇǇǊƻŀŎƘ ǘƘŀǘ ǘǊŜŀǘǎΣ comforts 
and supports individuals who are living with or dying from progressive or chronic life threatening 
conditions. Such care is sensitive to personal, cultural and spiritual values, beliefs and practices and 
encompasses support for families and friends up to and including the period of ōŜǊŜŀǾŜƳŜƴǘΦέ  
Ross, Fisher & MacLean (2000) A Guide to End of Life Care for Seniors, Ottawa, Health Canada 
 
End of Life Care (EOLC):  Services to support those with advanced, progressive, incurable illness to 
live as well as possible until they die. These are services that enable the supportive and end of lice 
care needs of both patient and family to be identified and met throughout the last phase of life and 
into bereavement. It includes management of pain and other symptoms and provision of 
psychological, social, spiritual and practical support. This support is not confined to discrete 
specialist services but includes those services provided as an integral part of the practice of any 
health or social care professional in any setting.  Also see Appendix A, Reference 1. 
 
EWTD:  European Working Time Directive.  Also see Appendix A, Reference 11. 
 
Gold Standards Framework (GSF):  The Gold Standards Framework is a framework to enable a gold 
standard of care for all people nearing the end of their lives.  GSF is a systematic evidence based 
approach to optimising the care for patients nearing the end of life in the community. It is 
concerned with helping people to live well until the end of life and includes care in the final year of 
life for people with any end stage illness. 
 
 

http://www.parliament.the-stationery-office.co.uk/pa/cm200405/cmselect/cmhealth/399/399i.pdf
http://www.demos.co.uk/about
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GPCC:  General Practitioner Commissioning Consortia.  See Appendix A, Reference 4. 
HCA:  Health Care Assistant 
 
Hospice:  Hospices provide care and support to people at the end of their life and their carers, 
through a range of services such as in patient care, day care, community services, outpatient 
appointments, sitting services, respite care and bereavement counselling. The first modern hospice 
was opened in South London in 1967 and, since then, hospice care has developed into a movement 
to change the way in which end of life care is delivered.  
 
Most hospices in England are independent local charities which are part funded by the NHS, 
although some hospices operate nationally and a small number are provided by the NHS. For the 
ǇǳǊǇƻǎŜ ƻŦ ǘƘƛǎ ǊŜǇƻǊǘΣ ǘƘŜ ǘŜǊƳΣ ΨƘƻǎǇƛŎŜΩ ŎƻǾŜǊǎ ōƻǘƘ independent and NHS run facilities unless 
specifically stated otherwise.  Also see Appendix A, Reference 8. 
 
ICT:  Information and Communication Technology 
 
IPU:  In Patient Unit 
 
K & S:  Kent and Sussex Hospital 
 
LES:  Locally Enhanced Service 
 
Liverpool Care Pathway (LCP):  The Liverpool Care Pathway for the Dying Patient (LCP) was 
developed to take the best of hospice care into care for people in hospital and other settings, 
including care homes. It is used to care for residents in the last days or hours of life once it is known 
they are dying. The LCP involves promoting good communication with the residents and family, 
anticipating planning, including psychosocial needs, symptom control (pain, agitation and 
respiratory tract secretions) and care after death. The LCP has accompanying symptom control 
guidelines and information leaflets for relatives.  
 
MTW:  Maidstone and Tunbridge Wells NHS Trust 
 
N3 Project:  N3 is the NHS national broadband network linking hospitals, medical centres and GPs in 
England and Scotland and has replaced NHSnet. http://www.n3.nhs.uk/ 
 
Palliative Care:  άThe active holistic care of patients with advanced, progressive illness.  
Management of pain and other symptoms and provision of psychological, social and spiritual 
support is paramount. The goal of palliative care is achievement of the best quality of life for 
patients and their families. Many aspects of palliative care are also applicable earlier in the course 
of the illness in ŎƻƴƧǳƴŎǘƛƻƴ ǿƛǘƘ ƻǘƘŜǊ ǘǊŜŀǘƳŜƴǘǎΦέ National Council for Palliative Care 
 
PEST:  Political, Economic, Sociological and Technological 
 
 
 
 
 
 
 
 

http://www.n3.nhs.uk/
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PPC (Preferred Priorities of Care formerly Preferred Place of Care):  The Preferred Priorities of Care 
Plan (PPC) is a document that individuals hold themselves and take with them if they receive care in 
ŘƛŦŦŜǊŜƴǘ ǇƭŀŎŜǎΦ Lǘ Ƙŀǎ ǎǇŀŎŜ ŦƻǊ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǘƘƻǳƎƘǘǎ about their care and the choices they 
would like to make, including saying where, if possible, they would want to be when they die. 
Information about choices and who might be involved in their care can also be recorded so any care 
staff can read about what matters to the individual, thereby ensuring continuity of care. If anything 
changes, this can be written in the plan so it stays up to date. It is never too early to start a PPC plan 
particularly for residents in care homes, which for many is their permanent and final place of 
residence. The PPC provides an opportunity for care homes residents and staff to work together to 
develop advance care plans in accordance with the new Mental Capacity Act. Residents can initiate 
the PPC at any time and this will help staff follow their wishes and act as an advocate if the resident 
loses capacity towards the end of their life.  
 
Primary Care:  The collective term for all servƛŎŜǎ ǿƘƛŎƘ ŀǊŜ ǇŜƻǇƭŜΩǎ ŦƛǊǎǘ Ǉƻƛƴǘ ƻŦ ŎƻƴǘŀŎǘ with the 
bI{ όŜΦ Ǝ DtΩǎΣ ŘŜƴǘƛǎǘǎύ. 
 
Primary Care Trust (PCT):  A statutory body and part of the NHS responsible for delivering health 
care and health improvements to local residents, for example by commissioning care from 
providers such as hospitals. 
 
SACC:  Symptom and Concerns Checklist 
 
SEH:  South East Health 
 
Smart Cards:  NHS CRS Smartcards help control who accesses the NHS Care Records Service (CRS) 
and what level of access that they can have.  
 
SMART:  Specific, Measurable, Achievable, Relevant, Time based. 
 
SMT:  Senior Management Team 
 
SN:  Staff Nurse 
 
Specialist Palliative Care:  See Palliative Care. Specialist Palliative Care is provided by multi-
disciplinary teams that might include consultants in palliative medicine, nurse specialists, specialist 
social workers and experts in psychological care. Such staff are specifically trained to advise on 
symptom control and pain relief. 
 
StR:  Specialist Trainee 
 
Strategic Health Authority (SHA):  The body responsible for the supervision of the NHS Trusts within 
its boundaries to ensure that local services are commissioned and run effectively and efficiently. 
 
SWOT:  Strengths, Weaknesses, Opportunities and Threats 
 
USS:  Ultrasound Scan 
 
VFM:  Value for Money 
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14 APPENDIX C ς HOSPICE IN THE WEALD CATCHMENT AREA 
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15 APPENDIX D ς CONTACTS 
 
 
 
MANAGEMENT 
 
 
Rob Woolley 
Chief Executive 
01892 820518 
rob.woolley@hospiceintheweald.org.uk 
 
Rob became CEO Hospice in the Weald in 2010 after being in charge of another adult Hospice; Trinity and a 
/ƘƛƭŘǊŜƴΩǎ IƻǎǇƛŎŜΤ .Ǌƛŀƴ IƻǳǎŜΦ IŜ ŜƴƧƻȅŜŘ ŀ ƭƻƴƎ ŎŀǊŜŜǊ ƛƴ ǘƘŜ w!C ƳŜŘƛŎŀƭ ǎŜǊǾƛŎŜǎ ƛƴ ǾŀǊƛƻǳǎ 
management roles and, since leaving in 1996, has bŜŜƴ ǘƘŜ /9h ƻŦ ŀ ƴǳƳōŜǊ ƻŦ /ƘŀǊƛǘƛŜǎΦ wƻōΩǎ ƛƴǘŜǊŜǎǘ ƛƴ 
the not for profit sector in general, and specialist palliative care in particular, is longstanding - he has a Social 
Science degree, a Masters in Business Administration (MBA) and a Post Graduate qualification in Voluntary 
Sector Studies. Prior to his arrival he was in his second year of a PhD with the International Observatory in 
End of Life Care but has put those studies on hold ς however, he definitely aims to return to them one day!  

 
Rachel Holweger 
Fundraising Director 
01892 820536 
rachel.holweger@hospiceintheweald.org.uk 
 
Rachel has been at Hospice in the Weald for 2 years and was appointed Fundraising Director in 
December 2010.  A sociology graduate who started her career in Recruitment, she moved into the 
charity world ten years ago and has spent time with Demelza /ƘƛƭŘǊŜƴΩǎ IƻǎǇƛŎŜ ŀƴŘ YŜƴǘ !ƛǊ 
Ambulance in Fundraising and Event Management roles.  Having lived in Kent for the last 15 years 
Rachel is committed to increasing the profile of, and funding available to, Hospice in the Weald - a 
charity she believes is vital to the community.  Rachel is keen to increase her skills and knowledge 
base regarding both fundraising and Hospice care and is about to undertake a fundraising diploma 
at Southampton University.  
 
Helen McGee 
Medical Director 
01892 820503 
helen.mcgee@hospiceintheweald.org.uk 
 
Dr Helen McGee is a Consultant in Palliative Medicine.  She trained at Edinburgh University and 
then moved to London where she completed her specialist training, working in several hospices, 
acute hospitals and the community setting.  She is an active Fellow of the Royal College of 
Physicians and has been based in Kent since 2006. She has a Postgraduate Certificate in Medical 
Education and her specialist interests include teaching and advance care planning.  Helen is 
Honorary Lecturer at the University of Kent. 
 
 
  

mailto:rob.woolley@hospiceintheweald.org.uk
mailto:rachel.holweger@hospiceintheweald.org.uk
mailto:helen.mcgee@hospiceintheweald.org.uk
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Paula Wilkins 
Nursing Director 
01892 820507 
paula.wilkins@hospiceintheweald.org.uk 
 
Paula completed her Nurse training at St BartholomeǿΩǎ IƻǎǇƛǘŀƭΣ [ƻƴŘƻƴ ǿƘŜǊŜ ǎƘŜ worked as a 
Staff Nurse, Senior Staff Nurse and then Sister in Oncology/Haematology. After this Paula moved to 
{ǘ ¢ƘƻƳŀǎΩ IƻǎǇƛǘŀƭ όƭŀǘŜǊ ōŜŎƻƳƛƴƎ DǳȅΩǎ ŀƴŘ {ǘ ¢ƘƻƳŀǎΩ bI{ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘύ ǿƘŜǊŜ ǎƘŜ 
furthered her career in both haematology and Nurse Leadership, obtaining her Masters degree in 
2003.  She is passionate about ensuring that patients receive an excellent standard of care and that 
ǘƘŜ ŎŀǊŜ ŘŜƭƛǾŜǊŜŘ ƛǎ ƛƴŘƛǾƛŘǳŀƭƛǎŜŘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΣ ŎŀǊŜǊ ŀƴŘ ŦŀƳƛƭƛŜǎΩ ƴŜŜŘǎΦ 
 
Jo Lavender 
Operations Director 
01892 820523 
jo.lavender@hospiceintheweald.org.uk 
 
Jo joined Hospice in the Weald in November 2002 as Accounts Office Manager after running her 
own accountancy business and gaining a BA (Hons) in Finance and Accounts whilst bringing up two 
children. Jo progressed through the Finance office to Finance Manager and then Head of Finance. In 
2010 Jo was successful in becoming the Operations Director widening the scope of her job to take 
in not just Finance but Personnel, ICT, Facilities, Catering and Housekeeping. Jo is currently 
completing exams to become a qualified accountant through ACCA. 
 
Angela Sherjan 
Executive Assistant & Communications Manager 
01892 820510 
angela.sherjan@hospiceintheweald.org.uk 
 

Angela has a strong background in organisation, project management and co-ordination within the 
education/learning and not-for-profit sectors.  She has been involved in the start-up of a number of 
different companies including The Crocus Trust, a national charity set up to help improve the 
detection and cure rates for bowel cancer. As well as expertise in marketing and communications 
Angela has always had a keen interest in art and graphic design and has been able to utilise these 
skills in the recent Hospice ΨrebrandingΩ exercise.  She is also an experienced counsellor. 
 
GOVERNANCE 
 
 
Jonathan Bryant 
Chairman of Trustees 
01892 611999 
Bryantasia@aol.com 
 
Jonathan was the Chairman and Managing Director of a medium sized manufacturing company and 
was appointed a JP in 1979.  Most importantly he was the Chairman of the Fundraising Committee 
whose successful Appeal in 1992 raised the funds to build the new Hospice facility which opened in 
1998. 
  

mailto:paula.wilkins@hospiceintheweald.org.uk
mailto:jo.lavender@hospiceintheweald.org.uk
mailto:angela.sherjan@hospiceintheweald.org.uk
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Hospice in the Weald 
Maidstone Road 

Pembury 
Tunbridge Wells 
Kent  TN2 4TA 

 
Switchboard:  01892 820500 

 
www.hospiceintheweald.org.uk 

enquiries@hospiceintheweald.org.uk 
 

Registered Charity No. 280276 
Registered in England No. 1499846 

http://www.hospiceintheweald.org.uk/
mailto:enquiries@hospiceintheweald.org.uk

