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Cancer and urgent care 
The scale of the challenge



100 patients with cancer as a coded diagnosis are admitted to 
hospital (unplanned care). How many of them are likely to have 
died in 12 months?

The Slido app must be installed on every computer you’re presenting from

https://www.slido.com/powerpoint-polling?utm_source=powerpoint&utm_medium=placeholder-slide
https://www.slido.com/support/ppi/how-to-change-the-design


Acute cancer care is often a time of transition



Acute Cancer Care 
Thinking beyond acute oncology

Acute oncology

Oncology based services that are mainly oncologist led, cancer CNS delivered services. They 

focus on supporting people with a new or established diagnosis of cancer who become acutely 

unwell and require admission to hospital. Most services in non cancer centres are liaison 

services, work daytime hours with OOH specialist 24/7 hotline for patients to call. 

Acute Cancer Care

The broader term for all the care delivered to people living with cancer who become acutely 

unwell 24/7. This encompasses primary and community care, generalists in the acute setting, 

the non cancer MDT as well as the acute oncology and specialist cancer services who will meet 

someone with cancer during an episode of unplanned care.



• Type 1 - diagnosis of cancer as an emergency
Eg Lung, brain tumours, GI. More likely to have advanced disease 
and less likely to have anticancer treatment

• Type 2 - complications of anti-cancer treatment
Neutropenic sepsis, complications of novel treatments, chemo 
issues. 

• Type 3 - progression of disease or cancer as a 
bystander 

Nearly 50% of acute cancer admissions, increasing with the 
age/frailty & co-morbidities of cancer populations 

Acute cancer care – it’s a messy business 



Why aren’t we getting it right?

• Hoping for the best but not planning for the worst – do novel treatments exacerbate this?

• Reliance on ‘the MDT’ for decision making – is this the right forum for complex decision making?

In 624 observed MDT discussions only 14 per cent of discussions included information that did not 
relate specifically to their tumour, for example the patient’s preference, known comorbidities or 
psychosocial status. 

• Capacity and capabilities – specialist and generalist workforce 

Cancer settings may not be the right place for acute illness in cancer and co-morbidity

AO services are expanding but are they building capacity into acute services?



England wide picture 



Most of this is unplanned care 



Regression analysis 

Model variables relating to equity

• Gender

• Rural-urban dweller

• Deprivation

• Ethnicity

• Learning disability, autism, or both

• Living alone

• Dies at weekend

Model variables relating to clinical need

• Age

• Underlying cause of death

Model variables relating to supply of services

• Number of community contacts a person receives in the period before death

• Number of care home beds in a person’s local area

• Level of palliative register recording in a person’s local area

Model variable relating to geography

• Integrated Care Board



The Picture for cancer patients 



MDT working is key as is access to expertise 



Cancer 
example 



Opportunities 



What does excellent EOLC 
look like?

• Early recognition – last year/years not 

days 

• Earlier access to expertise – both acute 

oncology & palliative care – seven days a 

week 

• 24/7 support in the community and 

coordination of care 

• Updated education and guidelines to 

support non expert staff 

• Learning from deaths and bereavement 

support 



If the decision is for end of life care 

Known
Patients dying in hospital have variable access to and input from specialist palliative care (SPC) 
services.
Little is known of the care provided in the absence of such support.
Adds
SPC would intervene in the care of more than half of those dying inpatients not referred for 
their services.
End-of-life care plans (EOLCP) appear to be a powerful support to non-specialists in providing 
end-of-life care in hospital.
Policy
Encourage non-specialists in palliative care to consider whether their dying patients may 
benefit from SPC input.
Researching the most effective structure and function of EOLCP should improve the care 
received by patients managed by non-specialists.



Local picture ( everyone has one) 





Judgement reviews 
after death 



Why aren’t the conversations 
happening?



Conversations in Acute Cancer Care 

Macmillan and UK Acute Oncology Society hosted 4 focus 
groups in Spring 2024 with healthcare professionals 
(oncologists and non-oncology HCPs) to understand 
attitudes towards advance care planning conversations, 
and why these conversations aren’t happening on a more 
regular basis

Concentrated on the triggers to these conversations and 
how acute admissions influence practice in this area

Explored attitudes to future planning conversations and 
response to the prognosis data for AO admissions



24

“Part of it is that you don’t want to be 
seen as the bad guy…you’re delivering 
bad news to them and this can change 

the relationship.”

Oncologist
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Oncologists and non-oncologists have differing views on advance 
care planning and end-of-life conversations

Oncologists want to 
focus on more 
treatment

Non-Oncologists want to 
tackle end of life topics 
more regularly

Conversation are taking 
place ‘too late’ and 
patients suffer

Most oncologists said that they do have 
some end-of-life discussions with patients 
during an acute admission. They spoke more 
about acute admissions not being the best 
time for these discussions. 

Non-oncologists, however, don’t perceive 
those conversations to be taking place.

non-oncologists don’t always feel confident 
in having the conversation as they don’t 
perceive themselves to be the ‘experts’ in 
cancer care, especially with many novel 
cancer treatments.  

Oncologists expressed concern that non 
cancer colleagues can be too pessimistic 
about prognosis and can fail to interpret 
cancer specific information 

Acute settings not seen as the write time or 
place as family not present, the patient is 
unwell and not the treating oncologist not 
present. This leads to further delays as the 
conversation is deferred to a future time.

healthcare professionals admit that 
conversations take place ‘too late’ – and this 
can mean that patients become distressed at 
why the conversation wasn’t had earlier or 
are when they forced to have them at the 
time of acute illness. 
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Oncologists’ vs other HCP views 

‘Getting it

wrong’

The fear of ‘getting it wrong’ is driven 

both by the nature of the topic itself, but 

also due to past experiences.

. By avoiding the conversation the risk of 

‘getting it wrong’ is averted.

Ownership and other colleagues’

attitudes & approach

Oncologists were open and honest about the 

knowledge that some of their colleagues 

won’t/don’t have the conversation with acutely 

unwell patients, either due to a lack of skills, 

tendency to focus on treatment  or because of 

concerns regarding it not being ‘their patient’ . 

It’s becoming an open secret amongst oncology 

professionals that some professionals ‘just don’t’ 

have these conversations. 

‘Fighting the

cancer’

Oncologists tend to propagate the narrative 

that healthcare professionals are meant to be 

consistently seen to be ‘fighting cancer’ on 

behalf of patients. This is something that non-

oncologists highlight rarely happens in other 

medical specialties. 

This close relationship between patient and 

oncologist reinforces the issues around 

patient ownership but is valuable to people 

living with cancer. 

Oncologists want to focus on the immediate 

issue and potential new lines of treatment

But non-oncologists are concerned about the ownership 

‘claimed’ by oncologists and navigating around this
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‘What Matters to me’ – a call to action for HCPs working in cancer care

Ownership

There needs to be an open and frank 

conversation about ‘ownership’ of 

advance care planning between 

patients, oncologists, non-oncology 

professionals. 

Wider triggers to have a 

‘what matters to me’ 

conversation
There needs to be a wider range of 

triggers for these conversations in 

cancer care. These must be 

recognised and communicated 

clearly between oncologists, patients 

and non-oncology professionals –

giving them the ‘go ahead’ to initiate 

conversations

Accountability

There needs to be greater 

accountability and feedback within 

oncology practices for when these 

conversations aren't happening 

appropriately

Confidence/aptitude

There need to be better access and 

funding for advanced 

communication skills for those who 

meet acutely unwell patients with 

cancer



Potential solutions 



• Routine use of PROMs is recognised as a priority in the NHS Cancer 
Strategy for ‘living with and beyond cancer’

• Clinicians often under-report patient symptoms and may miss up to 
50%

• Routine integration of PROMs into clinical practice has been shown 

to improve survival for patients

– early recognition and targeted intervention

– adjustments to treatment allowing patients to tolerate systemic anti-
cancer therapy for longer



PROMS



Symptom burden 





Return on 
investment locally 



Scaled up to regionally and beyond 



Conclusions 

• Changes in Quality life scores sensitive indicator – toxicity / 
progression etc

• Attending as an emergency – regardless of reason - clear 
indicator of deterioration vs elective care – should mandate 
supportive / palliative care discussions

• Collaboration key for an in reach service – acute medicine 
want guidance for all oncological problems and don’t 
discriminate 
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Ambition:

Every person with cancer who has an 
unplanned acute admission has an 
opportunity for a personalised care 

planning conversation and care plan to 
meet their needs
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When a person living with cancer is admitted into hospital through 
emergency and unscheduled care, this often marks a turning point in their 
illness. Healthcare professionals working in acute cancer care should:

See it – recognise an acute admission as a point of transition for a person living 
with cancer.

Say it – take the opportunity to talk to the person and their family about what 
matters to them, including risk of acute illness, future admissions & death

Share it – ensure this conversation is the basis of an advance care plan to be 
shared more widely.
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