
PALLIATIVE CARE SERVICES PROVIDED BY THE BOARD OF HEALTH

What is Palliative Care?

In 1990 the World Health Organisation defined palliative care as:

“The active total care of patients whose disease is not responsive to curative

treatment.  Control of pain and other symptoms, and of psychological, social and

spiritual problems is paramount.  The goal of palliative care is achievement of the

best quality of life for patients and families.  Many aspects of palliative care are also

applicable earlier in the course of illness in conjunction with anticancer treatment.”

How are Palliative Care Services delivered by the Board of Health?

This report will highlight two areas of service provided by the Board of Health, that of

the Clinical Nurse Specialists Palliative Care and the service provided by the District

Nursing Service.

It is acknowledged that there are other nurses who come into contact with the

terminally ill in the hospital setting, here support is often provided by the

Clinical Nurse Specialists Palliative Care.

CLINICAL NURSE SPECIALISTS PALLIATIVE CARE SERVICE

There are three clinical nurse specialist posts in Palliative Care.  They are based in the

Oncology Unit at Bulstrode House.  The nurses have undergone specialist palliative

care training and they promote the palliative care approach by:-

• Visiting patients in all settings, community, hospital and nursing homes.

• Working closely with other professionals, such as doctors both in Guernsey

and the visiting consultants from Southampton, nurses in all settings and other

clinical nurse specialists, Physiotherapists, Occupational Therapists, social

workers and dieticians.

• Liasing with Les Bourgs Hospice.

• Utilising the resources of the many voluntary organisations, such as the

Guernsey Society for Cancer Relief and the Red Cross.

• Acting as a consultant to other health professionals in the Bailiwick both in the

public and private sectors.

• Developing policies about matters relating to Palliative Care.

• Running a rolling education programme for nurses

• Operating a “link nurse scheme” whereby a representative is invited from

every ward, which cares for adult patients with palliative care needs to attend a

monthly meeting, when there is a talk and discussion about palliative care

issues.

• Patients now receive lymphoedema treatment in the community after

negotiations took place between the Primary Care staff that provide this

service and the Guernsey Society for Cancer Relief who fund the treatment of

patients who do not have health insurance.
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Emotional Supp.50%

Physical symp.17%

Pain Control 14%

Emotional - carer 15%

Practical / travel 4%

(n = 95)

Figure 2 Reason for referral to palliative care services 1
st
 July 2001 to 18

th
 October

2001.

The reasons for referral can be seen in Figure 2, 65% of referrals were for the

emotional support of the patient and/or carer.  This reflects the pattern of referrals in

the United Kingdom, which has been found by the unpublished research paper

mentioned in the previous paragraph (Skilbeck et al 2001).

0

5

10

15

20

25

30

20 - 30 yrs. 31 - 40 yrs 41 - 50 yrs. 51 - 60 yrs. 61 - 70 yrs. 71 - 80 yrs 81 - 90 yrs 91 - 100yrs

Series 1

(n = 95)

Figure 3 Age of patients seen by Palliative Care Nurses 1
st
 July 2001 to 18

th
 October

2001.

Authors such as Addington-Hall et al (2000) point out that people over 74 years of

age are much less likely to receive palliative care in the community than younger

people, they consider this to be unfair.  Figure 3 shows that this is not the case with

the Guernsey Palliative Care Service, admission is based on need rather than age

criteria.

• The palliative care team is in the process of creating electronic notes, which

would improve the communication with all health professionals within the

board of health and in other settings, such as Primary Care.

• It is planned that work will begin on an Integrated Care Pathway for the Dying

and Clinical Guidelines in the near future.

Which patients receive care from the Clinical Nurse Specialists?

An analysis of the service was undertaken, based on data collected between the 1
st

July 2001 and October 18
th

 2001.  The figures are still relevant today.

CNS 8%

PEH Wards 19%

Hospice 5%

GP 12 %

S' Ton Consult 12%
Chemo Nurses 5%

Dr Gomes 13%

Self 12%

Gys Consult 3%

District Nurses 10%

(n= 95 )

Figure 1. Source of referral of patients on Palliative Care Caseload 1
st
 July 2001 to

18
th

 October 2001.

47% of patients on the Palliative Nurses caseload are referred by nursing staff

working in the Princess Elizabeth Hospital, the Community and other clinical nurse

specialists.

22% of the referrals to the palliative care service came from multidisciplinary

services, General Practitioners and Community Nurses working in the Community.

Interestingly 12% of patients referred themselves. In an unpublished research paper

into the role of Macmillan nurses in the United Kingdom (Skilbeck et al 2001 p. 11)

found that 3% of referrals were self referrals or referrals from a relative.
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Home 12

Hospice 6

Hospital 17

Figure 5 Place of death 1
st
 July 2001 to 18

th
 October 2001

The palliative care team will continue to promote specialist palliative care services

and the palliative care approach for all those with a life threatening illness.  It is

anticipated that models of care that meet the needs of patients with a non-malignant

disease will be further developed.

Palliative Care Service – Statistics

Year      1999      2000      2001        2002

Total new

patients

    141     326     172     193

Total visits    2660     2329     2591      2168

 Total

telephone

conversations

   4307    4154    4342   1577

(Consultations

       only)

• The number of patient’s on the caseload each month varies between 120 and

60.

• The higher number of patients visited in 2000 may be explained by this

transition.

• The lower number of visits in 2002 is due to a reduction in staff to two.  So

that weekend cover was not possible.
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Figure 4 Shows the length of time that patients have been on the Palliative Service

caseload on 18
th

 October 2001.

Once on the caseload patients tend to remain on it for an average of 3 months (Figure

4).  This pattern is the same as the West Midlands Region (National Council for

Hospice and Specialist Palliative Care Services 1999).

Most of the patients on the Palliative Care caseload have a malignancy, only 2% had a

non-malignant disease in the period being considered in this report (1
st
 July 2001 to

18
th

 October 2001), although this figure does fluctuate.  The level of non-malignant

patients is slightly lower than the findings of the unpublished research conducted by

Skilbeck et al (2001), where 4% of the caseload had a non-malignant disease.

 (n = 95)

The Palliative Care services supports patients and their informal and professional

carers during the terminal phase of their illnesses, in the community, in the hospital

and in nursing homes.  Figure 5 shows that during the period studied (1
st
 July 2001 to

18
th

 October 2001) 35% of people died at home, this figure fluctuates but is usually

about 35-45%.

17 17

1642



Home 12

Hospice 6

Hospital 17

Figure 5 Place of death 1
st
 July 2001 to 18

th
 October 2001

The palliative care team will continue to promote specialist palliative care services

and the palliative care approach for all those with a life threatening illness.  It is

anticipated that models of care that meet the needs of patients with a non-malignant

disease will be further developed.

Palliative Care Service – Statistics

Year      1999      2000      2001        2002

Total new

patients

    141     326     172     193

Total visits    2660     2329     2591      2168

 Total

telephone

conversations

   4307    4154    4342   1577

(Consultations

       only)

• The number of patient’s on the caseload each month varies between 120 and

60.

• The higher number of patients visited in 2000 may be explained by this

transition.

• The lower number of visits in 2002 is due to a reduction in staff to two.  So

that weekend cover was not possible.

0

2

4

6a

8

10

12

14

16

< 1 mth. 1 - 2 mt 2 - 3 mt 3 - 4 mt 4 - 5 mt 5 - 6 mt 6 - 7 mt 7 - 8 mt 8 - 9 mt 9 - 10 m 11 - 12 1 - 2 ye > 2 year

Series 1

(n = 67).

Figure 4 Shows the length of time that patients have been on the Palliative Service

caseload on 18
th

 October 2001.

Once on the caseload patients tend to remain on it for an average of 3 months (Figure

4).  This pattern is the same as the West Midlands Region (National Council for

Hospice and Specialist Palliative Care Services 1999).

Most of the patients on the Palliative Care caseload have a malignancy, only 2% had a

non-malignant disease in the period being considered in this report (1
st
 July 2001 to

18
th

 October 2001), although this figure does fluctuate.  The level of non-malignant

patients is slightly lower than the findings of the unpublished research conducted by

Skilbeck et al (2001), where 4% of the caseload had a non-malignant disease.

 (n = 95)

The Palliative Care services supports patients and their informal and professional

carers during the terminal phase of their illnesses, in the community, in the hospital

and in nursing homes.  Figure 5 shows that during the period studied (1
st
 July 2001 to

18
th

 October 2001) 35% of people died at home, this figure fluctuates but is usually

about 35-45%.

17 17

1643



MORTALITY FIGURES FOR 2003 ON CHRONICALLY ILL AND PALLIATIVE CARE PATIENTS
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Figure 6

Mortality figures for 2003 on chronically ill and palliative care patients:-

Total 138

Died at home        62

Died in hospital 44

Died in the Hospice 20

Died in Residential Home  8

Died in Nursing Home  4

• On average 96% of the caseload have a malignancy.  This is similar to other

teams working in the UK; the figures for 1999-2000 suggest that 95% of

palliative care services are delivered to cancer patients (Hospice Information

Service 2002).

• Other activities undertaken by the Palliative Care Team can be seen in

Appendix One, which is the report undertaken in 2001 that is highlighted

above.

THE DISTRICT NURSING SERVICE

The District Nursing Service delivers individualised nursing care to patients and

support to carers in the home environment.  There are six District Nursing Teams (see

figure 7), who are surgery attached and carry a mixed dependency caseload of patients

Island-wide.  The structure and skill mix of each team has a qualified District Nurse

Manager, as caseload holder, who is supported by an “F” Grade Staff Nurse, D/E

Grade Staff Nurses, Enrolled Nurses and Nursing Auxiliaries/Healthcare Assistants.

An evening and night service continue this care through evening and nighttime hours.

During 2003 the District Nursing Service as a whole cared for the following numbers

of chronically ill and palliative care patients in the terminal stages of their illness (see

figure 6).  Their aim was to facilitate patients’ wishes to remain at home to die.

The types of symptoms patients had were:-

Pain, nausea, vomiting, agitation, confusion, anxiety, depression, reduced mobility

and independence, falls, deficit in skin integrity due to traumatic injury, pressure

sores, post surgical wounds, leg ulcers, Ascites, changes in bladder and bowel habit,

retention of urine, incontinence of bladder and bowel, breathing difficulties reduced

conscious level, difficulties with swallowing, care of the comatose patient.

The treatments patients received were:-

Holistic assessment of nursing and social care needs of patient and carers,

administration of drug therapy, particularly analgesia, antiemetic therapy, anxiolytic

therapy, oxygen therapy, bowel intervention; aperients, suppositories, enemas

colostomy care, personal hygiene care, pressure area care including pressure relieving

devices, risk assessment of moving and handling needs and use of appropriate

equipment.
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(Figure 7)

STRUCTURE OF DISTRICT NURSING

SERVICE

CLINICAL NURSE

MANAGER

6 Nursing Teams

Team 1

Cobo and St Martins

Surgery

Team 2

Rohais Surgery

Team 3

Grande Maison Road and

L’Aumone

Team 4

Queen’s Road and

Longfrie

Team 5
(Surgery attached, but cover

Island)

Twilight Nurses

Team 6
(Surgery attached, but cover

Island)

Night Nurses
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1

Death With Dignity (Voluntary Euthanasia) Public Consultation – Summary of

Responses

1. In response to the advertisement placed by the Death With Dignity Working Party

in the Guernsey Press on 14 and 16 June 2003 and also on the government

website, inviting the public and interest groups to give their views on the
implications of legislating for voluntary euthanasia, 296 submissions were made.

A detailed breakdown of the submissions is provided at Section 10 of this report.

2. A copy of the Working Party’s advertisement is appended at 18A.

3. Every submission was allocated a reference number and a copy of each one,
including those submitted by e-mail, was provided to every Member of the Death

With Dignity Working Party. An acknowledgement letter or e-mail was sent to

every person or organisation that made a submission, with the exception of a

very small number who did not provide an address. A copy of the
acknowledgement letter is appended at 18B, (a similar acknowledgement was

sent to e-mail contributors).

4. An analysis of the submissions reveals that 226 (76%) expressed a view

opposing Death With Dignity/Voluntary Euthanasia and 70 (24%) were in favour.

It should be noted that submissions signed by more than one person were
counted only once. Individual submissions, many of which were very detailed and

well researched, totalled 276 (93%) and 20 (7%) were from interest

groups/organisations, the latter in almost all cases containing considerable detail.

5. It has not been possible to produce a socio economic analysis of the contributors

although it is known that at least 21 submissions were from persons who have a

relevant ‘professional’ background including the medical and legal professions,
pharmacy and police. A number of clergymen wrote in, either as individuals or on

behalf of their congregations. It was also clear that a number of submissions were

made by the elderly and, at the other end of the age scale, two submissions were

clearly identifiable as having been made by children.

6. In addition to being provided with a copy of every submission, Members of the

Working Party received a spreadsheet summary/analysis by reference number,
submission type (letter/e-mail), individual/organisation, professional (where

stated), support (Y/N) and by the 12 themes most commonly expressed by

contributors.

7. The main points put forward to the Working Party, both for and against Death

With Dignity/Voluntary Euthanasia, as categorised under the 12 themes

mentioned above, are briefly set out below: -

i. Individual Choice/Personal Autonomy

Not just individual choice. Consider effects on those left behind. Would ‘pro

lobby’ (as individuals) be prepared to administer the means? Law would

undermine confidence in care. Nobody can demand of another that they end
their life. Open to abuse by the ‘patient’. People deserve the independence to

choose to end their suffering. Rational response to illness etc to wish to be in

control of death. Should be made legal for those who wish it for themselves.
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