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St Christopher’s was established to 

change the experience of people who 

were dying 

“The dissatisfied dead cannot noise abroad 

the negligence they have suffered,  

We emerge deserving of little credit, we who 

are capable of ignoring the conditions that 

make muted people suffer…” 
 

Professor John Hinton   

In Dying 



St Christopher’s – A building, 

philosophy, a way of working 

• Founded in 1967 
 
• Brought together care, 

education and research   
 

• Recognised ‘total pain’  
 

• Establishing a multi- 
professional response 

 
• Began a movement that is 

now evident across the 
world  



Focused on delivering individualised 

care 

….You matter because you are you 

and 

you matter to the last moment of your life… 

 
 

 

Dame Cicely Saunders 



Other founding beliefs 

  
We believe that palliative care exists:- 

• To affirm life; not to hasten death but to regard death as a 

normal process 

• To respect the worth and individuality of each person for whom we 

care 

• To offer relief from pain and other distressing symptoms 

• To help dying people with strong and unfamiliar emotions. 

• To assist them to explore meaning, purpose and value in their lives. 

• To offer a support system for family and friends during the dying 

person’s illness and in bereavement 



Facts and figures (2016) 

In 2016 we cared for over 6,000 people within the hospice services. 

 

Inpatient unit - 48 beds, 4 wards,  (current 38 beds in use) 

In 2016  - 779 patients were admitted to the inpatient unit       

 

Community and Outpatients -  650 patients are seen each month by the 

community teams  

In 2016 over 7,000 calls were made to the out of hour on call service                 

 

Patient profile - 80% cancer, 20% heart failure, renal, neuro, motor neurone 

disease (MND) or end stage respiratory disease  

70 % of our patients died in their place of choice in 2016. 

 

Bereavement Services – in 2016  - 1,996 families and children received 

bereavement support 
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2014 – Priorities of Care  

 



Single Point of Contact - SPoC 

• The SPoC is a new team. It manages all referrals to St 

Christopher’s and works as the clinical ‘hub’ of the 

organisation.  

 

• SPoC is a nurse-led service with a multidisciplinary team 

consisting  of medics, social work & allied health 

professionals. 

 

• The administrative team process electronic referrals to 

the service, find out more information if needed and 

these are presented each day to a MDT for discussion. 



Patient: Agnes 

• Agnes was originally from 

Nigeria 

• She lived with her partner 

Folaju 

• Her daughter Grace was 

aged 5 years 

• Agnes had worked as a 

cook 

• She lived in a small flat on a 

housing estate 

• She had financial problems 

Folaju 

 

 

Agnes  

aged 39 

Rufus 

Grace 

aged 5 

Family Tree 



Initial Assessment of Agnes 

• Demographic details 

• Other professionals involved 

• Relevant medical history 

• Insight of patient and daughter 

• Current symptoms 

– Checklist/screening tool and pain tool used 

• Current medication 

• OACC is completed (Outcome 

Assessment and Complexity 

Collaborative) 



Agnes’s disease progression 

• Metastatic breast cancer 

• 3 Cycles of 

Chemotherapy – 

discontinued as no longer 

working 

• Disease progressing 

aggressively and spread 

to lung and liver  

• Fungating breast lesion 

with intermittent bleeding   

 



• Pain – Responded to regular morphine 

• Breathlessness – Benzodiazapine and relaxation  

• Appetite – Some response with appetite stimulants  

• Fungating Wound – District nurses spent 2 hours 
each day renewing the dressing. Adrenaline used for 
topical control of bleeding 

Physical Symptoms  



Psychological Assessment 

 

• Current mental state 

• Past psychiatric history 

• Social and family history 

• Genogram 

• Welfare and finance 

• Carers assessment 

• Spiritual assessment 

• Patient and carer’s goals and expectations 



Progression 

• Soon after the community team of CNSs met 

Agnes, her disease progressed quickly  

 

• The breast wound was very severe 

 

• Agnes was eating very little and slept more. 

 

• Her pain was increasing and the pain relief 

needed to be increased accordingly 



 

 

Agnes – now very unwell  

Frightened and in denial of disease progression 

Believes that God  will heal her – degree of spiritual pain 

Still unwilling for Grace to be told about her illness 

 

Folaju – now staying more regularly 

Often absent but agreed to meet with family welfare and nurses 

Little by little began to trust the team and stayed around more 

 
Grace – still unaware that mum is critically ill 

Often left alone with Agnes 

Agnes would throw key from the window for Grace to get access to the flat 

Agnes’s family were available and ‘Aunties’  helped to care for Grace  

 

 
 

Family Dynamics 



Responding to a crisis 

• Agnes had a fall at home 

• She was deteriorating 

• Concern over Grace finding her mum 

• Folaju is absent again 

• No planning for Grace when Agnes dies 

 

This event prompted a MDT response and 
Agnes was admitted to the inpatient unit. This 
gave her and the MDT time to address the 
physical, spiritual and psychosocial issues. 



Working as a multi-professional 

team 

 

• Inpatient nurses 

• Clinical Nurse Specialist 

• Doctors at the hospice 

• GP 

• District Nurses 

• Social Worker 

• Welfare Team 

 



Advance Care Planning (ACP) 

• Usually in the context of 

an anticipated 

deterioration in the 

individual’s condition 

• A tool for individuals to 

register their views and 

maintain their autonomy 

even though they might 

lose capacity 

• Includes preferred place 

of care and preferred 

place of death 

 

Agnes’s ACP was vital 

to establish her wishes, 

to plan for the unknown 

and to discuss her 

wishes regarding 

Grace. 

Agnes wanted to die at 

home and for her 

partner Folaju to care 

for Grace. 



Agnes was referred to the 

Anniversary Centre for support  

 During her weekly visits 

Agnes was able to: 

•  see a CNS regarding 

her physical symptoms 

• see her social worker 

and welfare officer 

• be supported by other 

patients and staff 

•  access complementary 

therapy 

 



Agnes’s Final Hours at Home 

 

• Agnes had uncontrolled 
symptoms - pain and 
bleeding 

• The District Nurses were 
finding it hard to cope 

• Grace was at school and 
Folaju was present 

• Agnes was aware she is 
dying but was very 
frightened.  

• In the confusion an 
ambulance was called 

 

 

• The CNS arrived at the 
house and was able to 
give medication for pain. 

• They discussed 
admission to the hospice 
but this was not Agnes's 
wish. 

• Agnes died peacefully at 
home within the hour 

• Welfare and SW helped 
with telling and 
supporting Grace 

 

 



Bereavement support 

• Bereavement risk assessment of family 

members was made 

• The MDT continued to work with the family – 

the bereavement team, SW and welfare. 

• Contact was made with Grace’s school for 

support 

• Folaju had a “day after death” meeting to 

support him and give him relevant 

information 

 

 

 

 



Finally….. 

“Go around and see what is being done and 

then see how your own circumstances can 

produce another version; there is need for 

diversity in this field” Cicely Saunders  


