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Aims of this presentation

* Introduce the new RCP Acute care toolkit for Acute Oncology
* Highlight why it is needed

* Explain how the toolkit can be helpful

* Go through the key messages from the toolkit
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Who should
read this
toolkit?

This toolkit aims to support acute and
general medical clinicians caring for
patients with cancer who have been
admitted to acute care. It outlines key
presentations, pathways and complications
in acute oncology. It provides service
recommendations for acute hospitals and
acute oncology services.

All physicians should also be clear on the
meaning and use of terms used in oncology

(see Appendix).
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Background i

Around 15% acute medical admissions are for cancer/cancer related problems

Many regions have separate Oncology centres and therefore no on site
Oncologists in acute hospitals

These patients can be complex and unwell, therefore daunting for the general
physician

Cancer treatment has progressed rapidly and “novel” treatments are becoming
more common - but general physicians may not have heard of the drugs

New treatments have led to new toxicities with different managements to
“standard” chemotherapy

Changing prognosis of certain cancers with new treatments can be challenging
Front door pressures can lead to long waits in ED/AMU
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The essentials of acute oncology
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AOS services are vital for
providing consistent and high-
quality care for patients, for
optimising clinician time and
expertise and for ensuring the
best use of NHS resources
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Patients most appropriate for AOS working with acute medicine .ﬂ Oya o ege

AQS can support the development of pathways for acute admissions. They can provide a 24-hour treatment Of Ph}’SIEIﬂﬂS
helpline directly to AMU or SDEC areas, and for patients discharged from AMU/SDEC.

Patients appropriate for AQS How can AOS help?

Mew cancer diagnoses — especially in cases of Signpost to appropriate MOT referrals for new cancer
malignancy of unknown origin patients/recurrence

Progression or complications of known cancer . . . .
= P Advice and expertise about oncological emergencies and

N treatment complications
Treatment complications

. _ Access to senior oncologist advice
Meed to clarify treatment goals / appropriate 9 ’

ceilings of treatment with patient s oncologist
Access cancer records

Referred via 24-hour treatment helplines Continuity of care

Acute oncology service recommended
core team

> (Clinical nurse specialists
Many teams have an advanced nurse
practitioner (AMNP)

> Medical consultant
(acute or general medical with an interest
in acute oncology (AQ), or an oncologist
with an interest in AQ)

> Allied health professionals (AHPs) such as
dietitians, physiotherapists, occupational
therapists with experience in cancer care

> (Coordinator - to help identify appropriate

patients and provide administrative
support, data collection
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Common acute oncology emergencies

Acute oncology emergency Definition / further information

Combinations of treatments/
toxic drugs can make
presentations confusing,
especially in the context of
comorbidity

Febrile neutropenia (FM) Defined as a neutrophil count of <0.5 = 10%/L with a
temperature >38°C or <36°C, and is associated with
mortality between 2% and 21%*

Metastatic spinal cord compression (MSCC) Includes both spinal cord and cauda equina compression
n patients with known malignancy®

Hypercalcaemia of malignancy A common complication of malignancy. Patients often
reguire bone-directed therapy

ncological immunotherapy (10) complications Immune checkpoint inhibitors (ICIs) can elicit a
wide spectrum of autoimmune-like side effects,
ncluding dermatitis, colitis, pneumonitis, hepatitis and
endocrinopathies including hypophysitis

Mew brain lesions May be primary or secondary. Require ligison with
neurosurgery and oncology; commence dexamethasone

Superior vena cava obstruction (SVCO) Requires histological diagnosis for decision of
optimal treatment. Few patients will require
mmediate intervention
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Management of common acute oncology emergencies

(for detailed pathways, see UKONS Acute Oncology Metastatic spinal cord compression (MSCC)
Initial Management Guidelines®)

Around 20% of MSCC presentations are new cancer
ebrile neutropenia (FN) diagnoses. The most common cancers causing this are

i -ri breast, prostate and lung cancer, and myeloma.
Consider a low-risk > Once FN is suspected, administer an 5 T ¥

neutropenia pathway immediate first dose of empirical broad- Red flags for suspect MSCC are:
spectrum antibiotics. Don't wait for blood

results to confirm neutropenia. > back pain - especially progressive pain that is

‘band like’

> Ensure that blood cultures / other appropriate
cultures are taken, dependent on symptoms.
Peripheral and line cultures should be taken if straining with pain in cervical and
an indwelling line is present. thoracic spine

localised spinal tenderness

Once FN is confirmed, refer to local policy for nocturnal spinal pain preventing sleep

further management. > neurological signs/symptoms

Key to MSCC

> FN management should be integrated limb weakness
into standard suspected sepsis® and

difficulty walkin i
infection pathways, including COVID-19, e g management is gOOd
risk assessment utilising NEWS2 and clinical sensory level history (from patient!
judgement, and source identification. bladder/bowel dysfunction.

These neurological signs are poor

> Do not remove indwelling lines/devices unless ]
prognostic indicators.”

there is a clear requirement to do so, and after

advice of AOS. Request urgent whole-spine MRI within 24 hours
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Fatigue/generally unwell

Shortness of breath

Fever

Chest pain

Nausea/vomiting

Diarrhoea

Headaches/new confusion

Pain related to cancer/
metastases
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electrolyte disturbances
adrenal insufficiency®

> hyperglycaemia
anaemia

hypothyroidism®

Q
3
o

*can be ICI/10 related, including hypophysiti

> pulmonary embc

> chest infection or sepsis
pneumonitis secondary to 10

> cardiac failure including myocarditis

> pulmonary spread of cancer

> febrile neutropenia
immunotherapy-related toxicity

> indwelling line

> dis

> pulmonary embo

ated (nodal involvement)

pleurisy from infection
> anaemia worsening angina
> chemotherapy-induced coronary spasm

lated

> chemotherapy

constipation (may be due to hypercalcaemia)

te disturbance

electrol
low cortisol

> bowel obstruction

Ensure hydrated and suff 1t anti-emetic treatment

> chemotherapy or radiotherapy related

ICI-induced

tis

Do not give loperamide first line to patients on immunotherapy, as it will
mask response
brain metastases

hypercalcaemia

electrolyte disturbanc

> hypophys

Ensure L-H“w:zwc analgesia, treatment of hypercalcaemia and treatment of
side effects eg constipation




Key questions to ask your patient who
has a diagnosis of cancer

>

What matters to you?

What is your understanding of your cancer
and the goal of your cancer treatment?

Do you have a cancer keyworker / cancer
nurse specialist?

Have you been given an alert card for
cancer treatment?

Are you currently taking any tablets/injections
for cancer treatment?

Have you had any cancer treatment
(chemotherapy) (by injection/infusion or by
mouth) in the past week?

Have you had any immune treatment for
cancer in the past 12 months?

Have you ever had radiotherapy for cancer?

——
| Iﬂ
——
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Prognosis in Acute Oncology, |[Eatimes
an MDT approach

e Acute admission can be a sign of deteriorating health
and prognosis

* |t's important to appreciate the patient’s knowledge
of their disease

* Some cancers have much better prognosis now than
5-10 years ago

* Involving oncology early in a patient’s admission can
help to make timely, appropriate treatment
escalation decisions

* Consider the patient’s pre-morbid Performance
Status, as this can impact treatment suitability
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Key questions to ask your patient who of Physicians
has a diagnosis 0

What matters to you?

What is your understanding of your cancer
d the goal of your cancer treatment?

> Do you have a cancer keyworker / cancer
nurse specialist?

Despite new treatments, unlikely
to prolong life in

- Very frail patients

- PS 2-3 borderline patients

- Patients with end organ failurA

> Have you been given an alert card for
cancer treatment?

> Are you currently taking any tablets/injections
for cancer treatment?

> Have you had any cancer treatment
(chemotherapy) (by injection/infusion or by
mouth) in the past week?

> Have you had any immune treatment for
cancer in the past 12 months?

> Have you ever had radiotherapy for cancer?




Same Day Emergency Care

‘ ‘ Many patients with

cancer would prefer the
option to be treated

through an ambulatory
service and to avoid having to
interact with busy emergency
departments / AMUS.’

Consider SDEC for patients with:
* low-risk febrile neutropenia

*> electrolyte disturbances, including
hypercalcaemia

> low-grade immunotherapy toxicities

> coincidental findings on CT scans
(including M5CC) with no symptoms or
abnormal neurclogy

*  cancer-associated venous thromboembaolism

» abnormal blood tests (such as LFTs).
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Avoiding ED/AMU is often a priority for
oncology patients

AQOS teams can help increase confidence in
SDEC management of these patients

Rapid diagnostic clinics and Oncology Hot
Clinics for MUO are good alternatives if
available in your area

Cancer hotlines can stream patients
appropriately
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Quality Improvement

nmendations for serv

Same-day emergency care is invaluable: it can benefit patients

with cancer and reduce admissions

All AMUs require electronic access to clinical guidelines including

Clear clinical guidelines and link to expert referral pathways for common emergencies: MSCC, new
advice 24/7 (treating cancer centre) brain lesions, malignancy of unknown origin, complications of
immunotherapy and how to access expert oncology advice Conclusion Recommendations for quality
Cancer treatment pathways are increasingly complex; improvement initiatives
Immt1'10'111“rl'l:'1\,' is becoming a standard of care for many address the immediate needs to stabilise the patient,
common cancers, can deliver durable responses and may be focus on good symptom control, talk to patients and > Consider developing named acute oncology
Immunotherapy clinical lead and team combined with chemo- and radiotherapy ‘iu””l'“" about choices and seek expert support early. ,P,m,(' F.Hr ’im,k,,(.llr\‘“-lm.(,m /,\\1U,' ?(.mmc‘}j‘ goed
. Sadly, many acute oncology patients are in their last team working between acute oncology and
Acute teams need to be aware of novel toxicity, have access to year of life. Taking time to listen and talk is often more AMU; patients are frequently reassured that the
guidelines and clear links to experts in ICI toxicity useful than tests. This can be daunting, particularly with treating team are involved
» pu:mn'ra with complex oncological hl'ﬂT'OrI(*ﬁ, minimal > Use of SDEC pathways for emergency cancer
Consider how best to integrate acute oncology teams and other health conditions or young families. Acute patients, eg audit number of pathways in place
Patients with acute oncology needs frequently palliative care into day-to-day working of the AMU. AOS teams oncology teams often have many years of experience number and type of patients seen. Opportunity
need MDT expertise: acute medicine, acute often have experience in advanced communications and in patient-centred care and can offer support to develop pathways between acute onco «:‘gyl
oncology and palliative care may be happy to support honest conversations about disease and acute medicine
progression and levels of care > Medication reviews; if a patient is identified to
‘ ave a limited prognosis, was an appropriate
Hossital at-horne Patients with cancer should have access to hospital at home to ‘ ‘ Sad , many acute review of medication carried out? (eg use
support admission avoidance and early supported discharge g : ; medications for long-term benefit such as statin
oncology patients are in their and hypertensive)
last year of life. Taking time to > Use of low-risk neutropenic sepsis pathways
listen and talk is often more > Assessment of pain in MSCC and other

diagnoses. If the patient admitted was in pain
were local guidelines followed and improved

useful than tests.

pain control documented?
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Conclusions

* Toolkit for clinical care of Acute Oncology patients

e Signposts key resources and outlines management of
Oncological Emergencies

* Includes recommendations for the AOS team makeup and for Ql
Initiatives

* Highlights the importance of thinking about prognosis,
admission avoidance and treatment escalation in these patients
who may be deteriorating

* Key questions to ask oncology patients
* Qutlines conditions and patients who may benefit from SDEC




'} 4 Royal College

of Physicians

References

Berger J, Cooksley T, Holland M. The burden of cancer on the acute medical Unit. Clin Med 2013;13:457-9. https://doi. org/10.7861/clinmedicine.13-5-457

McPhail S, Swann R, Johnson SA, Barclay ME, Abd Elkader H, Alvi R et al. Risk factors and prognostic implications of diagnosis of cancer within 30 days after an emergency hospital admission (emergency presentation): an International Cancer Benchmarking Partnership (ICBP)
population-based study. Lancet Oncol 2022;23:587-600. https://doi.org/10.1016/ S1470-2045(22)00127-9

Royal College of Radiologists, Royal College of Physicians, Association of Cancer Physicians. Acute oncology: Increasing engagement and visibility in acute care settings. RCR, 2020. www.rcr.ac.uk/sites/default/files/acute-oncology-increasingengagement-and-visibility-in-acute-
care-settings.pdf [Accessed 1 September 2023].

Cooksey T, Marshall E, Jones P, Young A, Oakley C, Daniels R et al. Ambulatory pathway for oncology patients presenting with low risk febrile neutropenia. Acute Oncology Neutropenia Working Party, 2020. www.ukacuteoncology.co.uk/
application/files/9616/2639/0827/Final_Ambulatory_LRFN_ Pathway_11_2020_docx.pdf [Accessed 1 September 2023].

National Institute for Health and Care Excellence. Spinal metastases and metastatic spinal cord compression [NG234]. NICE, 2023. www.nice.org.uk/guidance/NG234 [Accessed 8 September 2023].

Royal College of Physicians. Acute care resource: End-of-life care in the acute care setting. RCP, 2021. www.rcp.ac.uk/projects/ outputs/acute-care-resource-end-life-care-acute-care-setting [Accessed 1 September 2023].

Royal College of Physicians. Talking about dying: How to begin honest conversations about what lies ahead. RCP, 2018. www. rcp.ac.uk/projects/outputs/talking-about-dying-how-beginhonest-conversations-about-what-lies-ahead [Accessed 1 September 2023].
UK Oncology Nursing Society. Acute oncology initial management guidelines. UKONS, 2018. https://ukons.hosting. sundownsolutions.co.uk/ [Accessed 1 September 2023].

National Institute for Health and Care Excellence. Neutropenic sepsis: prevention and management in people with cancer. Clinical guideline [CG151]. NICE, 2012. www.nice.org.uk/ Guidance/CG151 [Accessed 1 September 2023].

Academy of Medical Royal Colleges. Statement on the initial antimicrobial treatment of sepsis V2.0. AoMRC, 2022. www. aomrc.org.uk/reports-guidance/statement-on-the-initialantimicrobial-treatment-of-sepsis-v2-0/ [Accessed 1 September 2023].

Haanen J, Obeid M, Spain L, Carbonnel F, Wang Y, Robert C et al. Management of toxicities from immunotherapy: ESMO Clinical Practice Guideline for diagnosis, treatment and followup. Ann Oncol 2022;33:1217-38. https://doi.org/10.1016/j. annonc.2022.10.001

Hayden PJ, Roddie C, Bader P, Basak GW, Bonig H, Bonini C et al. Management of adults and children receiving CAR T-cell therapy: 2021 best practice recommendations of the European Society for Blood and Marrow Transplantation (EBMT) and the Joint Accreditation Committee
of ISCT and EBMT (JACIE) and the European Haematology Association (EHA). Ann Oncol 2022;33:259-75. https://doi.org/10.1016/j. annonc.2021.12.003

Royal College of Radiologists. Acute oncology services. www. rcr.ac.uk/press-and-policy/policy-priorities/acute-oncologyservices [Accessed 7 September 2023]

Macmillan Cancer Support. See it, say it, share it; Recognising acute hospital admission as a ky milestone in the treatment journey of a person living with cancer. Macmillan 2023 (Joint statement with SAM, RCP and UKAOS.
https://www.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/12097-10061/Acute%20Admissions%20Statement%20English%20April%202023 [Accessed 5 Oct 2023]

RCP Cymru. Cancer at the front door; the future of Acute Oncology in Wales Jan 2023.. https://www.rcplondon.ac.uk/projects/outputs/cancer-care-front-door-future-acute-oncology-wales [Accessed 5 Oct 2023]
RCP. Call the med reg programme Sept 2023. https://rcpconferences.co.uk/RCP-call-the-medical-registrar/programme [Accessed 5 Oct 2023]

Palmer K, Wang E, Mattu R, Tipples K. The Essentials of Acute Oncology. RCP 2023. Clinical Medicine, Vol 23 No 1: 45-51. DOI: https://doi.org/10.7861/clinmed.2022-0561 [Accessed 5 Oct 2023]



With thanks to the RCP Acute  |Rafimees
Care Toolkit Team

Dr John Dean
Dr Ernie Marshall
Dr Hilary Williams

Dr Tim Cooksley

Natalie Wilder

Lowri Jackson

Any questions?




	Slide 1
	Slide 2: Declaration for Carys Phillips
	Slide 3: Aims of this presentation
	Slide 4
	Slide 5: Background
	Slide 6
	Slide 7: The AOS team
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13: Prognosis in Acute Oncology,  an MDT approach
	Slide 14
	Slide 15: Same Day Emergency Care
	Slide 16: Service Recommendations and Quality Improvement
	Slide 17: Conclusions
	Slide 18: References
	Slide 19: With thanks to the RCP Acute Care Toolkit Team

