


Committed to our Strategic Plan

In 2018 we set out a bold and ambitious 
7 year Strategic Plan addressing “the 
challenge of how we will serve the 
growing and changing needs of our 
community without compromising our 
values or the excellence of our care.” 

Now, half way through, we remain 
committed to our Strategic Plan, our 
vision and our mission to ensure that 
everyone has access to outstanding 
palliative and end of life care.

However, the context in which we provide 
our care has changed. Increasingly we 
need to:

•  Align more closely with the NHS and 
emerging Integrated Health and Social 
Care systems 

•  Partner with fellow health and social 
care providers 

•  Learn from COVID-19 and adjustments 
to our working practices

The need for palliative and end of life 
care is increasing significantly. Dorothy 
House has a huge part to play in meeting 
some of that growing care need directly, 
and we have not increased the number 
of people we care for as much as we 
intended. As a result, we undertook 
a Services Review in autumn 2020 to 
address this. 

It has also become clear that to build 
compassionate communities our role is 
not just one of direct care, but also to 
enable wider support in our community. 
We are a centre of research and 
education, a partner and adviser to  
local care providers, an information hub 
and a supportive presence across our 
entire geography. 

By sharing our expertise and learning 
with, and from, those around us, we 
empower people to take control and plan 
for the end of their lives, and equip more 
people in our society with the skills and 
courage to provide the palliative and end 
of life care everyone requires.

We remain committed to our vision 
and our mission to ensure that 
everyone has access to outstanding 
palliative and end of life care
Wayne de Leeuw Chief Executive
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Living our values

In summer 2021 we spoke to people around 
the organisation to ensure the way we 
expressed our values matched the way we 
live them out. We Care, We Connect, We 
Create are not “new” values to Dorothy 
House, but rather an expression of how our 
staff, volunteers and partners contribute to 
our vision and mission in their daily work.

We Care  
We Connect  
We Create

MISSION

VISION

GOALS

VALUES

ENABLERS

Death is a  
part of life

Living  
well

Peaceful  
death

Supported 
bereavement

Increase in 
income

To ensure that everyone has access to 
outstanding palliative and end of life care

A society where death is a part of life

Governance Engagement SustainabilityLeadership Education and 
Research Excellence

We Care We Connect We Create

Our strategic house
This house diagram visually illustrates  
our Strategic Plan 2018-2025. It shows  
the foundations/values we are built on  
and the pathway we will take to ensure  
we meet the challenges ahead.
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What do we want to achieve?

Dorothy House has a culture of innovation, 
solving problems and delivering what 
matters to our patients, their families 
and carers. We have developed a set of 
key outcomes which ensure our service 
development is targeted and in line to 
deliver our Strategic Plan. Everything we 
do must align to enhance the exceptional 
personalised care we provide to people 
in our community who are approaching 
death. We continue to pursue 5 goals: 

 

1Death Is A Part Of Life
Death isn’t something that 
can be outsourced to Dorothy 
House, or that we can deal with 

alone – it’s something that communities 
must face and embrace together. 
Although we can’t make death go away, 
we’re here to ensure the support people 
need to face death without fear. 

We know we need to care for more 
people. Our Strategic Plan states  
that by 2025 we need to ensure that 
more than double the number of 
patients (compared to FY17/18) are 
receiving palliative and end of life 
care. Some of this care we will provide 
directly, some will be provided by our 
partners and some through enabling 
wider support and taking a leadership 
and influencing role in the community. 

DH Direct
Care

Wider 
Support

Palliative care need
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People’s care should be 
tailored, quality-assessed 
and focussed on what 
matters to them

2 Living Well
We focus on making the 
remaining time people have 
as meaningful as possible. 

People’s care should be tailored, 
quality-assessed and focussed on  
what matters to them. 

We support anyone believed to be 
in their last 1,000 days. Although we 
cannot add days to their life, we aim  
to bring as much life as possible to  
the time they have left.
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3 Peaceful Death
We put the person at the 
centre of their care. That 
means we listen to what 

matters to them, offer as much 
choice as possible, and respect their 
decisions. 

A peaceful death means different things 
to different people and we want people 
to feel recognised as individuals. Our 
Strategic Plan states that by 2025, 95% 
of people we care for will have had 
the opportunity for an advance care 
planning conversation, making clear 
their wishes for their care and death.

20
17

 6
7%

20
21

 8
3%

20
25

 9
5%

4 Supported Bereavement 
We’re here for friends and 
families too. It means so 
much to people to know 

their loved ones will be supported. 
By 2025 we will demonstrate that the 
families and carers of all Dorothy House 
patients have been offered pre/post 
bereavement support. 

Research shows that around half of 
bereaved people need some sort of 
structured support. Our aim is to meet 
that need for patients’ families and also 
share our expertise and resources more 
widely in our community. 
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5 Increase In Income
We know that in order to 
care for more people we 
need to increase our care 

spend, but also be more cost-efficient. 
To achieve this we have developed a 
culture of innovation, constantly looking 
for new ways of working to achieve our 
ambitious goals. 

We recognise that “digital innovation” 
is a key enabler within this and our 
key supporting departments such as 
Information Management, Finance, 
Communications, Fundraising, Retail, 
HR and Estates & Facilities are all 
taking new approaches to ensure  
our income streams allow us to deliver 
the care our community requires. 

Our set of key outcomes 
ensure our service 
development is targeted 
and in line to deliver our 
Strategic Plan
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Progressing our plan

Services Review 
Understanding that we needed to 
change the way we deliver our care so 
we can reach more people, we started 
our Services Review in autumn 2020 
with a Listening Project to gather views 
from patients, families, staff, volunteers 
and external partners.

Working through this feedback and 
developing solutions in response, the 
Services Review programme of change 
aims to provide the following:

• Care for more people

• Local care, closer to home

•  Earlier support, through a person’s 
last 1,000 days

•  Easy access for everyone,  
using a simple referral process

•  Compassionate communities, 
developing partnerships and 
volunteering 

How we’ll put this into practice
A new referral process  
to reach more people in our community 

Community Care Teams  
to localise our care

New volunteering opportunities  
to place volunteering at the heart  
of our communities

Joint Speciality Clinics  
to join disease-specific care with palliative  
and end of life care

Systematic support to care homes  
to meet the needs of both staff and residents
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38 A Vision for Enhanced Palliative and End of Life Care 

Appendix 4 
RUH Community  CHAT Bundle

For information on  the Conversation Project:
•  See the RUH website  www.ruh.nhs.uk/For_Clinicians•  The Conversation Project CHAT Bundle and resources have been developed by the RUH Palliative Care Team Conversation Project Community  Bundle v1, February 2019 Rachel Davis and Helen Meehan

Consider
Have

Advise
TransferConsider whether the patient has an uncertain prognosis or is nearing end of life?

Consider:
•  Rockwood Frailty Assessment

•  SPICT - Supportive and Palliative Care Indicator Tool
•  The GSF - Gold 
Standard Framework Prognostic Indicator Guidance

•  The ‘surprise question’•  The patient’s narrative
•  Information from family or carer

•  Discuss at MDT and GSF meetings

Have conversations with the patient & their family to support Advance Care Planning (ACP):

•  Think about the 
environment and your approach

•  Check their 
understanding

•  Acknowledge 
uncertainty of recovery

•  Have honest 
conversations

•  Listen 
compassionately to concerns, wishes and preferences

 •  Include discussion of TEP
•  Offer ‘Planning ahead’ leaflet and/or ‘My wishes’

Advise the MDT following ACP 
conversations:
 •  Share information on the patient’s wishes & preferences

•  Complete TEP / 
ReSPECT

•  Include information from ACP discussions in the plan of care
•  Document ACP 
conversations in the MDT records - System 1 and Summary Care Record with additional information

•  Keep information with the patient, ensure family or carer is aware

Advise the MDT following ACP 
conversations:
 •  Share information on the patient’s wishes & preferences

•  Complete TEP / 
ReSPECT

•  Include information from ACP discussions in the plan of care
•  Document ACP 
conversations in the MDT records - System 1 and Summary Care Record with additional information

•  Keep information with the patient, ensure family or carer is aware

BSW Partnerships and Alliances
B&NES, Swindon and Wiltshire Partnership 
(BSW) is an integrated care system which 
brings together health and social care 
providers – the NHS, local authorities, private 
providers and the voluntary sector – to work 
in different, more-joined up ways, for the 
good of the community.

Within this partnership, Dorothy House, 
Salisbury and Prospect Hospices have 
developed a palliative and end of life 
strategy, with allocated funding, to 
focus on implementing the following 8 
recommendations in the BSW community: 

1. Creation of an End of Life Care Alliance

2. Adopting “What matters to you?”

3.  Consistent identification of  
end of life care need

4.  Implementing “ReSPECT”  
(a standardised treatment  
escalation plan) 

5.  Improved use of technology and AI

6.  Creating a “before and after”  
single point of contact

7.  Adopting a “compassionate community” 
approach

8.  A system-wide approach to training, 
education and research

This partnership work will help us to achieve 
our strategic goals and is already producing 
tangible improvements in care for the BSW 
community in which the majority of Dorothy 
House’s work takes place. It is important that 
Dorothy House continues to lead on new 
approaches to integrating health and social 
care at end of life.
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It is the recommendation of the group that, 

following the meeting of the Population 

Health Board, the current Oversight Group 

establishes itself as the BSW Palliative and 

End of Life Care Alliance with accountability 

for ensuring equitable, outcomes driven and 

cost efficient palliative and end of life care 

with delegated budgetary authority. 

It is important to stress that the strategic 

work and recommendations of this group 

would cut across all of the new NHSE 

boundaries from PCN to neighbourhood to 

place to system. 

The context: Systems should ensure that 

each place has appropriate resources, 

autonomy and decision-making capabilities 

to discharge these roles effectively, within a 

clear but flexible accountability framework 

that enables collaboration around funding 

and financial accountability, commissioning 

and risk management. This could include 

places taking on delegated budgets.

ICSs also need to be able to ensure 

collectively that they are addressing the 

right priorities for their residents and using 

their collective resources wisely (Integrating 

care, NHSE (2021). They will need to work 

together with partners to determine:

•  distribution of financial resources to places 

and sectors that is targeted at areas of 

greatest need and tackling inequalities;

•  improvement and transformation resource 

that can be used flexibly to address system 

priorities;

•  operational delivery arrangements that are 

based on collective accountability between 

partners;

•  workforce planning, commissioning and 

development to ensure that our people 

and teams are supported and able to lead 

fulfilling and balanced lives;

•  emergency planning and response to join 

up action at times of greatest need; and

•  the use of digital and data to drive system 

working and improved outcomes.

Recommendation 1:  

Creation of a “Palliative  

and End of Life Care Alliance”

1
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End of life profileNational context 
People are living longer; over the next 20 
years the population in England is expected 

to grow by almost 10%, with the number 
of people aged 75+ expected to grow by 
almost 60% and the proportion of people 
aged 65+ with four or more diseases set to 
double by 2035. One in 3 people admitted 
to hospital in England as an emergency has 

5 or more health conditions and so it is clear 

that we have a growing elderly population 
with complex health and social care needs 
requiring early and equitable access to 
palliative and end of life care services.

Integration and innovation, GOV.UK (2021)
People are not only living longer, but they are 
living longer with frailty, long term conditions 
and / or with complex, multi-morbidities. About 

26 million people in England have at least 
one long term condition (LTC) including an 
estimated 0.5m at the end of life (NHSE, 2018). 

Local context
The current population of the BSW 
catchment area is approximately 940,000 
people registered at 94 GP practices 
and with access to specialist end of life 
care provided by three hospices and in 
three acute hospitals. Place is important 
because for most people their day to day 
care and support needs will be expressed 
and met locally in the place where they 
live. Palliative and end of life care remains 
a core part of Primary and community care 
services and the emphasis must be on 
close multi-professional working between 
all professionals across the system. There 
is already good evidence that our combined 

care across the BSW CCG geography 
provides better outcomes in relation to place 

of death. It is important to stress that not 
all deaths in hospital should be viewed as a 

failure of care in the community or a negative 

experience for the patient and/or family.  
Of the 8657 deaths in BSW in 2019/20 the 
breakdown by place of death was as follows:

Prepared for the  
BSW Palliative and End of Life Care Oversight Group  
with recommendations for 2021 and beyond

March 2021

A Vision for Enhanced Palliative 
and End of Life Care across the 
BaNES, Swindon and Wiltshire (BSW) 
Integrated Care System (ICS)
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Research
We are a research-active organisation 
which helps us to operate in a 
culture of continuous improvement 
and we are now leading the way 
on palliative research in our region. 
Working collaboratively with 
hospitals, universities and our NHS 
commissioners we are undertaking 
multiple research projects around 
mental health, pain management, and 
patient experience of end of life care. 
The overall aim of this research is to 
ensure that we keep developing new, 
evidence-based ways to improve our 
care which will in turn influence local 
health and social care commissioning.

Education
At Dorothy House, education is not 
just an internal function. We work with 
universities, other healthcare providers 
and our wider community to ensure 
our knowledge and expertise is shared. 
Our role goes beyond direct care to 
patients and their families. We work 
collaboratively, educating and enabling 
others. The Dorothy House standard of 
care reaches deep into our community, 
it helps people prepare for the end of 
their lives and equips more people to 
provide the care each of us deserves. 

We work with 
universities, other 
healthcare providers and 
our wider community to 
ensure our knowledge 
and expertise is shared
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Dorothy House needs to provide care directly to more people 
and also enable wider support from every part of our community 
to transform the relationship we all have to death. Achieving our 
ambitious 2025 mission is a huge task, but we are confident 
that by communicating and connecting more widely in our 
community, leading the strategic planning around end of life, 
partnering with other health and social care providers and further 
developing our education and research capabilities, we can help 
to create an empowered community.

Building a compassionate  
community together 

Together, we can protect  
everyone’s right to a meaningful  
life and a peaceful death
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Dorothy House is a registered charity in England and Wales (275745). 
Registered in England and Wales as a company limited by guarantee 
(1360961). Registered office: Winsley, Bradford on Avon, Wiltshire BA15 2LE

Phone
Switchboard: 01225 722 988
Clinical 24hr Advice Line: 0345 0130 555

Online
dorothyhouse.org.uk  
info@dorothyhouse-hospice.org.uk 

Post
Winsley, Bradford on Avon,  
Wiltshire, BA15 2LE


