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Welcome. Thank you for joining us today.

We are just setting up. Please do mute yourselves while joining or 
during presentations. (We may mute you on entry – this is not an 
audio fault, and you can of course unmute yourself any time).

Please introduce yourself in the Chat Box by full name and 
organisation and please make use of it throughout for Q&A.



Time Item Presenter(s)

13:00 Welcome and Introductions Julia Russell, Senior Clinical and Quality 
Improvement Manager, Hospice UK

13.05
Wound Care Strategy updates 
National Wound Care Strategy 
Programme - The AHSN Network

Jacqui Fletcher OBE
Senior Clinical Advisor 
The ASHN Network 

13.25 Purpose T Risk Assessment Case study Faith Slater
Clinical Practice and Quality Improvement Nurse
St Wilfrid’s Hospice 

13:45 Pressure Ulcer – QI project  Lynn Cornish
Tissue Viability Lead
St Margarets Hospice Care

14:10 Questions about a Falls Audit
Carina Lowe
Hospice Lead Nurse
Katherine House Hospice

14.20 Patient Safety Data Julia Russell, Senior Clinical and Quality 
Improvement Manager, Hospice UK

14:30 Summary & Close Julia Russell, Senior Clinical and Quality 
Improvement Manager, Hospice UK

https://www.ahsnnetwork.com/programmes/wound-care/national-woundcare-strategy-programme/


Jacqui Fletcher OBE
Senior Clinical Advisor Stop the Pressure 

Programme / National Wound Care 
Strategy 

NHS England 



Pressure Ulcer 
Update 
Jacqui Fletcher

Clinical Lead Pressure Ulcers



Overview of activities

• Clinical pathway and recommendations

• PSIRF Changes

• Stop the Pressure activities



Clinical recommendations and pathway

• The clinical pathway identifies what good looks like and offers an 
evidence-informed standardised pathway of care to guide care to 
prevent and manage pressure ulcers in England. 

• It demonstrates what best practice should look like and is based on 
• the NICE Clinical Guideline: Pressure ulcers: prevention and management, 

• the NICE Quality Standard: Pressure ulcers and updated using 

• the EPUAP Pressure Ulcer Guidelines



The recommendations

• Changes the language about categories

• Recognises the treatment of pressure ulcers needs to be 
evidence based

• Highlights the need to focus on PU healing as well as prevention



https://www.nationalwoundcarestrategy.net/pressure-
ulcer/



3 main tools





Consultation themes

When does the clock 
start for 6 hours from 

admission?
and what constitutes 

assessment 

Virtual assessment Single risk assessment 
tool Reassessment intervals

Categories DRPU vs MDRPU Referral to surgeons Every contact



Single risk assessment tool

• Understandably this is challenging in practice.

• Many organisations struggling to digitise

• Some organisations reluctant to change where their system is 
working well.

• We have amended the language to say 
the PURPOSE T risk assessment tool or other risk assessment tool that as a minimum contains the 

same items



Theoretical schema of proposed causal pathway for PU 
development

Other Potential 
Indirect Causal Factors Key Indirect Causal Factors Direct Causal Factors

Outcome
Pressure Ulcer

Poor perfusion

Older age

Medication

Pitting oedema

Infection
Acute illness
Raised body 
temperature

Moisture

Low Albumin

Chronic wound

Poor Sensory
perception & 

response

Poor nutrition

Diabetes

Immobility

Skin / PU Status

Coleman et al  2014 b JAN 



PURPOSE T Pathways

• If you do not use PURPOSE T – the 
colour coded pathways are generic 
and still applicable

• The guidance should still be 
followed

No pressure ulcer, not currently at risk

No pressure ulcer but at risk

PU Category 1 or above or scarring from 
previous pressure ulcers.



Reassessment intervals

• It was felt that there was some conflict between differing 
statements about reassessment

• If condition changes

• At the preplanned interval

• At regular intervals (and what is regular)



Reassessment intervals

• This is a hierarchical process

• Priority is: 
• reassess if there is a change in that individual’s condition, circumstances or environment

• If there is no change, reassess at the preplanned interval

• Our recommendation for the minimum of what this should be is: 
• At least once a week in acute settings

• At least once a month in community or care homes

• But the preplanned interval is very dependent on the risk and risk 
indicators so should be individualised to that patient 



Categories

• Unstagable is as a minimum a category 3

• Do not use DTI
• Full thickness tissue loss can be expected in only 9–14% of DTI cases 

(Wynn 2021)



DTI

• Our understanding of DTI is poor

• True DTI occurs in the muscle 

• Most of what is reported as DTI does not!

• In some ‘DTI’ you may never see skin breakdown due to the 
resilience of the skin



This involves multiple 
episodes of reclassification
 DTI 
 Unstageable
 Then whatever 

evolves…



Deep Tissue Injury

• Concern re lack of care provision if not identified as a DTI

• Should be classified as vulnerable skin



DRPU vs MDRPU

• This has been an issue for a long time
• Many reports in the literature of patients developing PU from items such 

as TV remote controls

• In this context we are 
• Discussing assessment of risk

• Identifying if this could reasonably have been prevented  



Medical device

• A medical device is
• Something that is used intentionally

• Something where risk can be predicted

• We cannot say this for the myriad other things that may cause a 
PU such as TV remote controls 

• You cannot control for everything



PSIRF and PU 

• More information can be found here: 
https://soundcloud.com/nhsengland/considering-pressure-ulcers-
in-psirf-planning



Levels of harm and PU

• 2. Can category of pressure ulcer be matched to a LFPSE degree 
of harm?

• No, the degree of harm depends on the actual impact for this patient as a result of the patient safety 
incident and does not corelate with the category of pressure ulcer. For example, a patient with a category 
3 pressure ulcer could fall into moderate harm because they needed additional healthcare for 3 months.

• However, if the same ulcer was on the heel and expected to affect mobility even after healing, then that 
would be graded as severe harm. Each pressure ulcer must be assessed for degree of harm, using 
category of pressure ulcer only as a guide and the reason for the level of harm selected should be 
demonstrated in the free text description of the incident.

• If a patient has multiple pressure ulcers that developed by the same mechanism, then only one incident 
need be recorded. The harm associated with this incident would be the actual level of harm to the 
patient (i.e., the highest level of harm the patient has incurred from any or all of the pressure ulcers).

• If a patient has multiple pressure ulcers which developed due to different mechanisms (i.e, one develops 
due to a monitoring device, and the other is related to profiling bed equipment), two distinct incidents 
have occurred and should be recorded as such

https://www.england.nhs.uk/long-read/policy-guidance-on-recording-patient-safety-events-and-levels-of-harm/





Stop the pressure week



Stop the Pressure





Win a conference place



Connect with us

NatWoundStrat

www.nationalwoundcarestrategy.net

NatWoundStrat@yhahsn.com

https://twitter.com/NatWoundStrat
http://www.nationalwoundcarestrategy.net/
mailto:NatWoundStrat@yhahsn.com


How does everyone feel about the removal of DTI and 
classing these areas vulnerable skin? 
What is the consensus? How will Hospices be capturing 
this data?



Faith Slater
Tissue Viability Lead
St Wilfred's Hospice



PURPOSE T Risk Assessment 
& how we use it at 
St Wilfrid’s Hospice

By Faith Slater – Clinical Practice and Quality Improvement Nurse



• Purpose T is an evidenced based pressure ulcer (PU) risk 
assessment developed by Leeds university.

• It identifies adults at risk of developing a PU and supports the 
nurses decision making to reduce the risk (primary 
prevention). 

• It also identifies those with existing pressure ulcers that 
require secondary prevention and treatment. 

• The use of colour indicates the most important risk factors 
and forms a three step assessment process.

• Permission for use needs to be gained from PURPOSE-T 
Registration • CTRU Leeds Research Portal

What is Purpose T? 

https://ctru.leeds.ac.uk/purpose/purpose-t/
https://ctru.leeds.ac.uk/purpose/purpose-t/


• We moved over to Purpose T from the Waterlow risk assessment in 2021. 

• We had used Waterlow for years on the ward. The primary aim of the Waterlow was 
looking at patients at risk rather than looking at patients with pressure ulcers or scars 
from previous pressure ulcers. 

• We recognised that Waterlow didn’t work for our patients at the hospice. They would all 
score high and there was an element of ‘so what’.  

• We recognised that by moving over to this risk assessment this would enable us to 
identify patients at risk and aim to prevent them by: 

• Identifying those with existing pressure ulcers that needed management and treatment. 
• Aiding a clearer assessment of patients at the end of life and facilitating a plan of care that was suitable 

to meet their needs. 
• Enabling the nurses clinical judgement to be utilised.   

Why did we move to Purpose T ?



• I put together some pressure ulcer prevention training and as part of this we introduced 
Purpose T and explained what it was, why we were changing and completed it using some 
case studies. 

• A Purpose T care plan was added to S1 but at this point we were still completing paper 
copies and then uploading to the patients notes. 

• We set a date for the change over and let everyone know. 
• I moved every patient over to Purpose T so there was a baseline to start with.
• Following the change over date I made sure I was on duty over a period of shifts and went 

through it with each member of the nursing team. 
• It was tough as there was a delay from the training to implementing due to COVID.
• The team worked hard and kept going with it.
• We ensured we supported them through this change and process. 

How did we implement it? 



• We complete Purpose T risk assessment within 6hrs of admission (NICE, 
2015)

• Our nursing team have grown in confidence.
• We are now completing Purpose T digitally on S1.
• We are recognizing and reporting pressure ulcers consistently.
• We continue to develop and improve the our Purpose T and aSSKINg

care plans for our patients.  
• We have developed a digital way in which to document the repositioning 

of our patients. 
• We continue to learn from incidents and drive forward quality 

improvement .

How we have developed and moved forward since 2021?



• Over the next few slides we will complete a Purpose T risk 
assessment for a patient with a pseudonym of Mary. 

• I have used red ticks to highlight and be clear where we are ticking 

Case Study 



Mary is immobile and in bed 95% of the time- ticks yellow in two of the mobility status

Due to this we can go straight to our full assessment.

If she had ticked blue we would have gone to the skin status and so on 

Step 1 - screening 



• Mary is immobile and in bed 95% of the time

• Cannot reposition herself independently 

• She can communicate and ask for help but 

unable to respond appropriately to pain or 

discomfort on the skin

• Type 2 diabetic 

• She has poor nutrition

• Has heart failure 

• Has a catheter and a syringe driver 

• Has previous scarring from a pressure ulcer

• Mary has a category 2 pressure ulcer to 

sacrum 

Step 2 – full assessment 

2



• Mary would be RED as she has a 
existing category 2 pressure 
ulcer.

• She would then require a plan 
of care to manage the current 
pressure ulcer, reduce further 
deterioration and prevent 
further pressure ulcers to other 
areas of her body. 

Step 3 – Assessment decision 



• Red – We complete the Purpose T risk 
assessment, aSSKINg care plan and wound 
assessment every 3 days.

• Amber – We complete the Purpose T risk 
assessment, aSSKINg care plan and wound 
assessment every every 4 days

• Green – We complete the Purpose T risk 
assessment, aSSKINg care plan and wound 
assessment every every 7 days ( we hardly ever 
have a green patient) 

• We complete and update the traffic light system 
in the patient room. 

• We put in a plan of care.

What do we do after our assessment decision? 



Traffic Light System for patients rooms 



aSSKINg framework on SystmOne

The aSSKINg Framework (nationalwoundcarestrategy.net)

https://www.nationalwoundcarestrategy.net/wp-content/uploads/2023/10/The-aSSKINg-Framework.pdf


Wound Care plan on SystmOne

• Follow the TIMES 
(Wounds Uk 2017) 
model to complete 
our pressure ulcer 
wound assessment.

• Photograph wound 
as shows 
improvement and 
deterioration.

• I am currently 
writing a wound 
care formulary to 
aid the assessment 
and plan for the 
patients.  



• We needed to document our 
repositioning more 
accurately. 

• I worked with the IPU, and 
community teams across 
days and nights to identify a 
way we could do this. 

• I listened to their worries 
and what they needed that 
would work for them.

• They did not want more 
paperwork. 

• Its working well!
• The team like using it and 

find it easy to use. 
• Always room for 

improvement but 
documentation is far better 
than it was. 

Documenting repositioning on SystmOne



Thank you, 
any questions?
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Lynn Cornish 
MSc Wound Healing & Tissue Repair, BSc 

Hons,
Tissue Viability Lead

St. Margaret’s Hospice Care
 



Reducing Pressure Injuries
within a hospice In-Patient-

Unit

Bringing about permanent change

Lynn Cornish MSc Wound Healing & Tissue Repair, BSc Hons,
Tissue Viability Lead
St. Margaret’s Hospice Care
Somerset. 
Email:  lynn.cornish@st-margarets-hospice.org.uk 

mailto:Lynn.cornish@st-margarets-hospice.org.uk


Background

• Over 700,000 patients in the UK are affected 
with a pressure injury each year 1.

• It is estimated that the incidence within 
palliative care is 11.7% 2.

• Evidence demonstrates that education can 
reduce the incidence of new pressure ulcers 3.

• Improvements made will only be temporary 
without cultural change 4.



Programme for improvement 2013

Induction day 
 + 

annual update 
TV training days

Emphasis on 
prevention - use of 

prophylactic 
dressings

Tissue Viability 
Lead presence on 

the IPU for 
support/guidanc

e

Feedback/reflectio
n

On what we have 
achieved, and how 

to continue with 
encouraging 

results.
 

Whole team 
engagement with 

all decisions:
Developing new 

formulary.
Equipment

Documentation
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Conclusion

• Healthcare assistants have proven to be 
indispensable in the prevention and management 
of pressure ulcers.

• Regular education/training at the same level for 
all staff has shown to bring about consistent 
excellent long-term results.

• Cultural change has been maintained and 
embraced.

• Feedback demonstrates that patients, relatives 
and staff alike have benefitted from the changes.
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Thank you

QUESTIONS?



Nichola Smith and Georgia Wood
Katherine House Hospice

 



Falls – Audits and Quality Indictors

Senior Hospice Manager- Nichola Smith 
Senior Staff Nurse- Georgia Wood
Occupational Therapist- Shona



Falls: Audits and Quality Indictors 

Discussion:  

Now we are moving away from bench marking-
how can we identify trends from incidents and 
ensure that the quality indicators we have in place 
are effective 



Patient Safety Incident Data 
self-reported by Adult 

Hospices
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Patient Safety Incident Data self reported by 
(Adult) Hospices



FALLS



Level 1 falls over time
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Level 2 falls (low harm) over time
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Level 3 falls (moderate harm)over time
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Level 4 (severe harm) falls over time
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Level 5 (death) falls over falls over time
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MEDICATION



Rate of medication incidents; no harm –
incident prevented (adults)
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Rate of medication incidents; no harm 
(incident not prevented)

0.0

1.0

2.0

3.0

4.0

5.0

6.0

7.0

8.0

9.0

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2

2017/18 2018/19 2019/20 2020/21 2021/22 2022/23 2023/24

N
um

be
r o

f r
ep

or
te

d 
m

ed
ic

at
io

n 
er

ro
rs

 p
er

 1,
00

0 
oc

cu
pi

ed
 b

ed
 d

ay
s

Rate of reported medication errors (no harm - incident not prevented)

Reported medication errors Median



Rate of medication incidents; low harm
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Rate of medication incidents; moderate 
harm
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Rate of medication incidents; severe 
harm
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Rate of medication incidents; death
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TISSUE VIABILITY



New Pressure Ulcers 



Rate of new Cat 1 & Cat 2 Pressure ulcers
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Rate of new Cat 3 & Cat 4 Pressure ulcers
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Rate of new DTI’s & US Pressure ulcers
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Rate of new MASD & MDA Pressure ulcers
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Pressure Ulcers on 
Admission



Rate of Cat 1 & Cat 2 Pressure ulcers
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Rate of Cat 3 & Cat 4 Pressure ulcers
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Rate of DTI & US Pressure ulcers
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Rate of MASD & MDA Pressure ulcers
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PSIRF TEAMS CHANNEL

Please contact Julia if you’d like to join.





Childrens Hospices: 







Sharing Current Scottish Practice 

The SPPC Autumn Season 2022 featured an online poster exhibition of 55 
posters, sharing work and research underway across Scotland. Each month, 
our blog highlights a few of these posters. This month, we're highlighting: 

 Views of Care at End of Life: An action research study exploring the best 
ways of eliciting patient and family views of end of life care and giving real 
time feedback in acute hospitals

 Views of Care at End of Life: Using Care Opinion to explore end of life 
experiences

 When Sage and Thyme met Zoom
 Working as a true multi-disciplinary team
The SPPC blog is a space to share practice currently underway in Scotland. If 
you have practice you'd like to share, please get in touch. 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31264&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=avaYrQShf0BtKwTKEbyUHgow94fZFGV9ROAiAEBRhzY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31265&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=rnXT%2FyPANtTF0JLyY%2Fl4Cvi7%2FYkTtN9KBCX1bKbnPhk%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31266&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=WL8Dea7kYA8W1oGXLGhljeU0339gSo0rb4K3teVXmNg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31266&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=WL8Dea7kYA8W1oGXLGhljeU0339gSo0rb4K3teVXmNg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31266&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=WL8Dea7kYA8W1oGXLGhljeU0339gSo0rb4K3teVXmNg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31267&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=X4nH2%2B3x7kkD0QCHOPgboUjjDfMZlDawUfjmb8frlnE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31267&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=X4nH2%2B3x7kkD0QCHOPgboUjjDfMZlDawUfjmb8frlnE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31268&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=mvbkhwD315D7xUvwcbnxIni4TOxoP77VrMht7k9S1xM%3D&reserved=0
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31270&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=9bjLJwzAdbJO8FUjfUm%2B2YquFXYf39STjZ2CvaTlmm4%3D&reserved=0


Next Meeting:
14 February

Please get in touch if you would like the 
opportunity to present  on medication safety 

or would like to suggest guests to join us. 

https://www.england.nhs.uk/long-read/improving-patient-safety-culture-a-practical-guide/


TISSUE VIABILITY

https://www.hospiceuk.org/innovation-hub/clinical-care-
support/quality-improvement/patient-safety

Quarter Months Submission 
deadline

Final reports 
circulated

Q1 Apr, May, Jun 14 July 2023 28 July 2023

Q2 Jul, Aug, Sep 13 Oct 2023 27 Oct 2023

Q3 Oct, Nov, Dec 12 Jan 2024 26 Jan 2024

Q4 Jan, Feb, Mar 12 Apr 2024 26 April 2024

request a copy of the submission links: 

https://www.hospiceuk.org/professionals/clinical-and-care-
support/quality-improvement/patient-safety-project/request-
submission-links

https://www.hospiceuk.org/innovation-hub/clinical-care-support/quality-improvement/patient-safety
https://www.hospiceuk.org/innovation-hub/clinical-care-support/quality-improvement/patient-safety
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links


Thank you
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