
The Rowans Hospice at Home Service 

Widening Access 

Hospice at Home (H@H) provides 24hr nursing care to 
patients who wish to die in their own homes in South 
East Hampshire (SE), Fareham (F), Gosport (G) and 
Portsmouth (Ports). 
 
The team of Staff Nurses and Health Care Support 
Workers work alongside Community Nurses and GPs to 
support patients to remain at home to die. 
 
Hospice at Home provide - 
• Holistic nursing care.  
• Supportive symptom management. 
• Support and reassurance for carers. 
• Crisis Management. 
• Verification of Death & Last Offices. 
 
The Hospice at Home comparative audit January – 
March 2014-2016 demonstrates the activity across the 
extensive geographical area covered. 

In the 2016 Audit period (Jan-March)  
Hospice at Home cared for 119 patients -  

a 16% rise from 2015 audit. 
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The Hospice at Home Audit - Analysing, evaluating and reflecting on our 

service to ensure an efficient, quality service is provided for patients. 

Record every patient contact from 

January-March and compare the data. 

To Discover when demand is high or low 

upon the Hospice at Home Service. 

Track visits over each 24hr period  

for each patient. 

Monitor what each patient requires for example 

personal care, psychological support, medication 

administration. 

Examine the role of the service Hospital Discharge, 

Admission Avoidance, Shortage of Continuing 

Health Care (CHC) provision. 

Establish patterns of demand to help develop 

the Hospice at Home Service. 

Identify how Hospice at Home supports other 

community services. 

Establish when Hospice at Home has provided 

care when limited services were available.  

Show what area required which services and at 

what time over the 24hr period. 

Identify gaps in current statutory services 

e.g. "at night care” availability. 

Objectives How  



2016 Audit 
Findings  

81% of patients achieved their 
Preferred Place of Care.  

Referrals: 
 63% End of Life  

 15% Crisis Management 
(22% of the 15% became 

End of Life). 

Across All Areas: 
25% increase in day activity 

39% increase in night activity 

The majority of the 119 
Hospice at Home patients we 
cared for were at End of Life. 
They were either: 
• Awarded Continuing Health 

Care Fast Track (CHC/FT) but 
no carer available 

• Awaiting  CHC/FT 
• No application to CHC/FT - as 

patient rapidly deteriorated. 

Hospice at Home initiated and 
provided care. 

245% increase in night 
activity in Fareham and 

Gosport area. 

12% of overall patient referrals were to facilitate 
discharge from hospital, allowing patients to be cared for 

in their own homes at the end of their lives.  

Over 85% of families who 
returned evaluation 

questionnaires felt that 
hospital admissions 

 had been avoided by 
having the Hospice at 

Home Service. Supporting 
patient’s choices, and 

respecting their wishes. 

 

77.5% of patients referred as 
urgent were assessed  

within 4 hours of referral. 



‘We can’t praise you highly 

enough.  The compassionate 

support and kindness 

lavished on my sister.’ 

‘The dedicated day 

and night care 

allowed my mum to 

pass with dignity at 

home with  myself and 

my dad.’ 

‘It would not have been 

possible for her to have 

spent her last days at 

home without your 

kindness and support. 

You are an amazing group 

of people.’ 

   

‘Through my lowest and darkest 

days the staff were true angels. I 

will forever be grateful for the care, 

support dignity, shoulders to cry 

on, hands to hold and substitute 

hugs I so longed for from my mum 

and I will be forever blessed to 

have had you at my side in my 

mum’s final days.’  

What Our Patients and Family Member say about Hospice at Home  



The H&H Service is not to replace statutory responsibilities: 

GP and DN, CHC/Social Care, CNS should remain involved 

Any patient requiring additional support in transition from 

Hospice to Home or to a Nursing Home who: 

 

• has complex symptom control/management needs requiring 

palliative care support. 

• has had an extended IPU stay, H@H can support transition to 

alleviate anxiety for patients and relatives. 

 

H@H will: 

 

• attend IPU weekly Multi-Disciplinary Team (MDT) meeting 

(Team Lead/Coordinator). 

• accept referral from Consultant and lead IPU nurse. 

• Complete assessment, face to face with patient/carer. Attend discharge planning meeting. 

• identify needs. 

• implement a plan of care – meet and greet, daily visits for three days – re-assess. Telephone and SOS 

support until discharge/deterioration (now meeting H@H End of Life criteria). 

• implement a discharge plan - involvement minimum of 48hrs, CHC/Social Care made aware prior to 

discharge. H@H will only provide personal care for maximum of seven days (unless patient deteriorates 

and meets H@H standard criteria). 

Now “Opening Access further” Ward to Hospice at Home Pilot  


