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Aims of today’s talk

• To briefly review background evidence which 
led to the “Key recommendation for best 
Practice” 

Ensuring quality & safety NCAG 2009
– All hospitals with ED should establish an Acute 

Oncology Service 

• Talk through my approach and rationale

• Share some early results

• Reflect on what I have learnt so far 



Background

• November 2008  Chemotherapy Services in 
England:Ensuring quality & Safety

– 60% increase in chemotherapy

– National Confidentiality Enquiry into Patient 
Outcome & Death

• 35% care judged as good

• 49% room for improvement

• 8% less than good

– Careful provision of care by a team who 
communicate well 



Overview of Acute Oncology

• Encompasses management of patients with severe 
complications following chemotherapy or as a consequence of 
their previously diagnosed cancer

• Management of patients who present as emergencies with 
previously undiagnosed cancer

• AOS brings together expertise from oncology disciplines, 
emergency medicine, and general medicine and general 
surgery



Key Features of an Acute Oncology Service Networks 
and their Trusts to determine their own model

• Protocols for the management of oncological emergencies and 
training for A&E staff

• Training for physicians – on management of acutely unwell 
cancer patients

• Access to information on individual patients across the Network

• Early review by an oncologist or oncology nurse specialist 
(within 24 hours)

• 24/7 access to telephone advice from an oncologist

• Fast track clinic access from A&E



Cost to NHS of in-patient bed days

• 273,000 emergency admissions with diagnosis of cancer in 
2006/7, up by 30% from 1997/8

– 44% initially under care of medicine

– 22% under surgery

– 23% under onc/haem 

• Equivalent to 750 emergency admissions per day across 
England 
– An average trust about 5 admissions per day directly related to cancer

• In-patient care for cancer patients accounts for 12% of all 
acute bed days in NHS
– Bed utilisation higher in UK than other countries

• 60% of total expenditure on cancer relates to inpatient care



Current workforce in Oncology
2000 2008 Predicted 

2012

Clinical 
Oncologists

307 533 607

Medical 
Oncologists

133 235 308

Combined 
numbers

440 768

(8%)*

915

Haematologists 527 684 802

All specialities 9545



Addressing the issue locally

• Appointed April 2009

– Full time Consultant Medical Oncologist

• Lung & GI interest

• Lead cancer clinician

• Engaged with Acute care clinicians

– ED consultants

– AAU consultants

– Outreach critical care team



Oncology Local Landscape

• 400 new cancer diagnosis per year at 
Whittington
– Majority referred via OPA

– 14.5% self-referred via ED

• Judy King Darzi fellow undertook an Audit 
of cases of previously undiagnosed cancer 
who presented through ED in 2008



Inpatients with previously  undiagnosed 
cancer

Aims:

• Review local patient pathways for inpatient 
oncology diagnoses

• Identify local issues/sources of delay for the 
Oncology team to address



Inpatients with previously  undiagnosed 
cancer

Methods:
• Patients identified via ACCESS database of 

new oncology diagnoses where point of 
contact was A&E in 2008

• Retrospective review of notes 

• N=58
– 20 surgical presentations
– 38 medical presentations (data for 34)



Underlying primary – medical presentations

0

5

10

15

20

25

upper GI lower GI unknown lung breast



Eventual outcome – medical presentations
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Emergency admission leading to cancer diagnosis

Range median

1-9 3
No. investigations pp

(excluding XR)

Range median

4-97 19Length of stay/days

Range median

6-215 42No. blood tests pp

http://www.whittington.nhs.uk/


Where can the patient pathway be influenced?

47% referred to palliative 

care team

Days to oncology referral

9From +ve radiology

Average time til seen 0.94d

26% referred to inpatient 

oncology team
Average time til seen 2.3d

1.6 (via MDT)From +ve histology

NB: visiting Oncology Consultant Mon, Tues, Wed, Fri

http://www.whittington.nhs.uk/


What did the acute clinicians want?

• Ready access to information on patients
– Chemo regimen given

– Treatment intention

• Patients to be better informed

• Admitted patients to be prioritised to Mercers 
Ward

• Approachable & accessible Oncology input

• Updated pathways on managing oncological 
emergencies



Other stakeholders?

• Radiologists

– 35 yr old female
• 6m history back pain & 

lethargy

– GP referred for CT on 
basis of abnormal CXR

– Called on day of CT to 
explain

– Within 24 hrs 
mediastinoscopy

– Within 4 working days 
diagnosis
• HD



Improving accessibility

• Looked at current systems offered by 
Cardiology & Neurology

– E-mail vs request system

• Developed a referral pathway on existing 
system where blood tests & radiology 
requested

– Advantages 

• Accurate record with built in audit trail





For patients with known cancer 

• Offer Mon- Friday urgent review by Oncology 
(within 24 hrs)

– Rota set up

• Darzi fellow, Trust grade & Consultant Oncologist

• Twice daily check of ICE referral system

• Admission to Mercers ward

– Agreement with bed managers and on-take 
physicians



For patient with suspected but 
undiagnosed cancer

• Fast track clinic launched 29th June 2009

• Aim to capture patients who present as an 
emergency but well enough for discharge

• Avoid overlap with well understood pathways 
for suspected Breast, Lung & Colorectal cancer



Aiding safe discharge

• Encouraging clinicians to 
assess patient fitness for 
possible treatment 
interventions
– Poor PS

• Staff able to book patients 
onto PAS directly

• Must discuss with patient 
suspicion cancer is 
underlying diagnosis  



Uptake so far

• Launched 29th June 
2009
– 21 previously undiagnosed 

cancer

– 29 known cancer 

• Fast Track clinic
– 4 patients

• Raised tumour markers

• 2 x Assess fitness for 
treatment

• Abnormal bone scan

Month Patients 
referred via 
ICE

June 1

July 8

August 16

September 9

October 12

November 4

Total so far 50



Emergency admissions
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Other routes

• Direct referral from Radiologists

• Patient WT invading paravertebral mass
– CT 15.10.2009

– PL assessed /analgesia 16.10.2009

– Follow up in 48hrs arranged biopsy

– MDT discussion with histology 22.10.09

• Patient CA lytic lesion right distal femur
– 29.09.2009 xray

– 6.10.2009 review PL (83yrs)

– 20.10.2009 CT & Bone scan

– 23.10.2009 images sent to RNOH 

– 05.11.2009 post MRI & biopsy high grade sarcoma



Measuring the intervention

• Will run new systems as a 6 month project
– Judy King will publish as part of her Darzi 

fellowship

• Will capture outcomes such as
– Length of stay

– Number of investigations performed

– 30 day mortality rates following SACE 

• Collate satisfaction data from patients and 
acute care physicians



Preliminary Results over first 12 weeks

TARGET: all patients to be referred via new online 
system

Target achieved 10/12 patients

Reasons for not 
achieving target

n=2 Doctors not aware of new 
system on non-medical wards 
(ITU & Orthopaedics)



TARGET: refer patients to Oncology team within 24hrs 
of radiology report suggesting cancer

Target achieved 9/12 patients

Reasons for not 
achieving target

n=1 physician used to referring to 
Oncology with histology report

n=1 ITU physicians unaware of new 
system

n=1 cancer diagnosed on sputum 
cytology prior to imaging



TARGET: review patients within 1 working day of 
online referral

Target achieved 10/12 patients

Reasons for not 
achieving target

n=1: pt referred after biopsy, so 
reviewed with histology

n=1 pt family initially refused 
oncology input



NB: other measure of quality – 2 patients referred after biopsy RIP, early 
oncology input would have saved unnecessary investigation

TARGET: reduce length of stay (LOS) or unnecessary investigations by referral to 
oncology team within 24hrs of radiological evidence of cancer 

Target achieved 8/9 patients*
(*n=9 patients referred to Oncology with radiological evidence of cancer)

Why target not achieved n=1 patient’s family initially refused oncology 
input for 7 days

LOS reduced 5/9 pts

Investigations reduced 5/9 pts

Both LOS and investigations 
reduced

2/9 pts



Rapid Alert Patient Admission

• To try and identify all patients with known cancer who 
are admitted with toxicity or complication secondary to 
their disease or treatment

• With IM&T developed a daily alert system tracked to 
PAS

– E-mail alert of all known cancer patients who attend ED

– E-mail alert of all known cancer patients who are admitted 





Developing protocols

• Management of Oncological emergencies
– Neutropenic sepsis

– Superior Vena Caval Obstruction

– Tumour induced Hypercalcaemia (TIH)

– Metastatic Spinal Cord Compression 

• Management of unknown primary

• Management of brain metastases

• Management of Tumour induced hypercalcaemia 
and how to investigate underlying unknown primary

• How to approach patient with liver metastases on US



Febrile Neutropenia
• All patients with neutropenic sepsis in 2008: n= 58 

• Door to needle time <60 minutes achieved for 1 patient

• Lots of delays – medical review, charting abx, moving to MAU, etc
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Follow severe sepsis 

guidelines, start the clock

If neutropenic: give  tazocin

+ gentamicin + GCSF 263µg s/c

YES

NO
Normal triage

NO

Patient is not neutropenic:

Manage as clinically indicated

NO
Hourly obs. Manage as 

clinically indicated

YES If penicillin allergic:

Ciprofloxacin 400mg IV  +

Gentamicin 7mg/kg IV 

Whittington Hospital Emergency Department  Neutropenic Sepsis Algorithm

PLACE THIS SHEET IN THE HOSPITAL NOTES

Chemotherapy in the last 21 days?

Triage 2, urgent obs and weight, barrier 

nurse, side room and severe sepsis screen

Bloods: Urgent point of care test (POC)*

FBC, U&E, LFT, CRPclotting, G&S

Blood cultures – peripheral and line

Urine dip/MSU

*if no POC: assume neutrophils <1.0

Neutrophil count <1.0 or no POC available?

Fever >38 or fever at home?

Record drug allergies: 

Tazocin 4.5mg IV + Gentamicin 7mg/kg IV

Record weight:                   kg

Door to needle <60 min?      YES/NO

Patient seen by A&E/medics within 1 hr

YES/NO

Does patient meet severe sepsis 

criteria?

NO

tick

Neut

YES

tick

IF NIL

tick

tick

YES

tick

tick

YES

Patient name                                             Dob - -/- -/- - Hospital number



Suggested pathway if you are presented with suspected liver 
mets on US

• Do re-explore history for clues to the probable 
primary site
– Do not hunt primary with endoscopy & colonoscopy unless 

specific symptoms exist

– Do not send off array of tumour markers

• If female and fit and willing for further treatment
– Mammogram

– Pelvic imaging

• If no clues & fit and willing to undergo all possible 
available treatments refer directly for oncological 
input



Central theme

• Careful provision of care by teams who 

communicate well

• Patients must remain the true focus of all our 
efforts

– Not intended to remove or undermine diagnostic 
flair of general clinicians

• Evolving system

– Include Clinical Nurse Specialists

– Stronger links with Palliative care



What have I learnt I want to share?

• First understand the local population and demands to the 
service

• Be realistic about what can be delivered locally with current 
resources

• Engage with acute care physicians

• Be visible

• Offer availability

• Reflect on practice every 6 months to ensure it is meeting 
needs

• Raise profile of service to Chief executive if reducing LOS/cost 
of diagnostic tests and improving patient experience and 
outcomes



It is not the strongest of the species  that 
survives, nor the most intelligent that survives.  
It is the one that is most adaptable to change.”

Charles Darwin (1809-1882)


