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Acute cancer care is often a time of transition

= All acutely unwell cancer
patients are at higher
risk of death

" Pancreatic cancer often
diagnosed later stages —

possibly treatable but
not curable

= \When does this become
end of life
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Poll

What do you think end of life covers?

1) Last year

2) Last months

3) Last weeks

4) Last hours or days
5) All of the above



 1in 3 =last year of life, of which
* 1in 10 =likely to die during admission

“Starting those difficult conversations about end of life
needs and wants is challenging work for family
members and for professionals”



“Do | just send her home with some
Oramorph and a prayer?”

“Lets continue with IVABXx for a
further 48Hours”

“Circling the plughole”
“Is the patient imminently dying?”

“| fear the situation is terminally
grave”

“Give 2 sensible shocks!”




Acute cancer care —it’s a messy business

* Type 1 - diagnosis of cancer as an
emergency

gg Lung, brain tumours, Gl. More likely to have advanced
isease 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/])r/allty & co-morbidities of cancer populations




UK wide - presentation with uncontrolled or
vague symptoms

Die in hospital 44%

Have 3 or more emergency admissions

0,
in year prior to death 27%

Have 2 or more A&E attendances in

0
90 days prior to death 31%

Have an out-of-hours emergency

0,
admission in 90 days prior to death 40%

Have an unplanned day in 90 days
prior to death

Have a planned day in 90 days prior
to death

56%

7%



Acute care toolkit 7

Common presentations in acute oncology

Fatigue/generally unwell » electrolyte disturbances

> adrenal insufficiency”

»  hyperglycoemia

» anaemia

»  hypaothyroidism®

“can be ICI/10 related, including hypophysitis

Shortness of breath »  pulmonary embolus

> chest infection or sepsis

»  pneumonitis secondary to 10

> cardiac failure induding myacarditis

> pulmenary spread of cancer
Fever » febrile neutropenia

» immunotherapy-related toxicity

» indwelling line

» disease related (nodal invalvernent)

Chest pain *  pulmaonary embolus
> pleurisy from infection
» angemia worsening angina
» chemothempy-induced coronary spasm

Nausea/vomiting » chemotherapy related

» constipation {(may be due to hypercalcaemia)

> electrolyte disturbance

> low cortisol

> bowel obstruction

Ensure hydrated and sufficient anti-emetic treatment

Diarrhoea » chemotherapy or radiotherapy related

> ICLinduced colitis

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

Headaches/new confusion » brain metastases
> hypercalcaemia
» electrolyte disturbances
» hypophysitis

Pain related to cancer/ Ensure effective analgesia, treatment of hypercalcaemia and treatment of
metastases side effects eg constipation



Poll

What are the most common symptoms in pancreatic cancer in your
experience?

1) Pain

2) Vomiting

3) Loss of appetite / weight

4) Diarrhoea

5) Constipation

6) Ascites / +- bowel obstruction

7) Jaundice + — biliary obstruction
8) Symptom cluster of one or more



Symptom burden

EORTC QLQ-C30 - Response Detail iflylre

All Patients, All Assessments MY CLINICAL OUTCOMES
Key (Qs1-28) Key (Qs 29 & 30)
B i Notat Al 2. Alittle B 3. quitea gir [ 4. very Much B 1 very Poor [ 2 B: 4 5 B B 7 Excellent
1. Do you have any trouble doing strenuous activities, like carrying a heavy shopping bag or a suitcase? [IIIIEEEEEEETSIEEN 37.4% (185) S NOB(0d
2. Do you have any trouble taking a long walk? [NINIESEEICEINECES oo 32.5% (161) S B5%Rm)
3. Do you have any trouble taking a short walk outside of the house? [IIINIEN=ESH 27.1% (134) - sBeRD
4. Do you need to stay in bed or a chair during the day? ININEGNGECEESIN 30.5% (153) S ers%E
5. Do you need help with eating, dressing, washing yourself or using the toilet? [l 85% 142 I
6. Were you limited in doing either your work or other daily activities? [ INSRISSRNNTOSENN 36.4% (180) S B
7. Were you limited in pursuing your hobbies or other leisure time activities? [ ISEISNSEETENN 35.4% (175) . mon(es
B. Were you short of breath? [N 33.3% (165) - 50%@a
9. Have you had pain? | EISINNSSRISSINN 39.4% (195) S wewpen
10. Did you need to rest? [IEHEISINESTES N 47.7% (233) . leEb{E)
1. Have you had trouble sleeping? | INEINEHSIETNNN 40.2% (199} o ey
12. Have you felt weak? [INEEINSESENN 40.4% (200) S Fanpes
13. Have you lacked appetite? |ITTSIEEN 28.3% (140) . Serkfss
14. Have you felt nauseated? [N 26.9% (133) S aampe
15. Have you vomited? [l S e
16. Have you been constipated? IS 28.1% (139) S s
17. Have you had diarrhoea? [ 17.8% (88) S Te%@W
18, Were you tired? [IESHSIINEETEIE— 45.9% (227) 9.9%(49)
19. Did pain interfere with your daily activities? [EERESNoSEEN 25.7% (127) S smew@en
20. Have you had difficulty in concentrating on things, like reading a newspaper or watching television? [IIESEEE)N 27.3% (135) S 82%@F3y
21. Did you feel tense? | NINISENISONI 45.5% (225) o umm
22. Did you worry? ESEIESINNZIOROS 43.4% (215) S Tmmy
23. Did you feel irritable? | INISHISSN 40.6% (201) S TR
24. Did you feel depressed? [IIINSHISTIN 39.0% (193) S se:mem
25. Have you had difficulty remembering things? |ESESIEN 40.4% (200) S sosw(s)
26. Has your physical condition or medical treatment interfered with your family life? [ERSESINEEERN 30.9% (153) S seaRe
27. Has your physical condition or medical treatment interfered with your social activities? INISESINEEEECNN 28.5% (141) Y 1Y .4
28. Has your physical condition or medical treatment caused you financial difficulties? I 18.0% (89) S TaM%Ee
29. How would you rate your overall health during the past week? [IINNISE=FENIN 22.0% (109) 30.5% (151) o 00%E9
30. How would you rate your overall quality of life during the past week? [IINISSESFETINN 21.4% (108) 28.7% (142) o 19.0%(94)  9a%{s)
0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

% of Total Answers



Su p po rtive O nCOI Ogy MY CLINICAL OUTCOMES

@ University Hospitals Sussex

NHS Foundation Trust

MCO is in use at the UHS oncology service with new pathways being added

currently
. 6 hospitdls, 51 clinicians, 420 patients, 15,000 PROMs o date Monetisedibenefitsinclided:
. Earlier Supporﬂ\/e and po”ioﬂve care * Reduction in non-elective admission rate
o Infervene sooner and more effectively, reduce unplanned * Reduction in non-elective length of stay
admissions
o Improve QoL Other benefits included:
’ £1.20-£1 40 returned per £1 mves’red‘ i * Proactive patient management with remote
. Mean savings of £11.2M over 5 years if scaled regionally’-8 PROMSs

. i i 9
RCP FIX T prize winner 2023 Earlier provision of supportive care for patients

at end-of-life

“The service reduced length of stay and unplanned
readmissions, and had a favourable benefit cost ratio—
indicating return on investment...We think this should
be a widely adopted service...”

BMJ Support Pall Care, June 2022
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Symptoms specific to pancreatic cancer

Pain

Fatigue

Weight loss

Diarrhea

Nausea / vomiting

Obstructive symptoms

Biliary tree blockage / Jaundice



Practical tips

_ong-acting opioids — no reason not to start with morphine but
0e generous

Low threshold for SC pumps if any question on absorption
Low threshold to opioid switch

Low threshold to add in neuropathic agent — my preference
pregablin

Always consider *short course* steroids



Stents from a palliative care perspective

Anything ERCP — especially if symptom relief + reducing biliary
sepsis

Duodenal stents — yes if fit
Ascites — aim for an indwelling drain ASAP

Recurrent ascites / jaundice / infection generally poor
prognostic sign

PTCs — not a fan



Practicalities

Who best to have these conversations?
Continuity of care/relationships

How best to record?

Fragmented health service

Time

Not a priority in outpatients

Privacy on the ward

Differing ethnic, religious, spiritual beliefs




‘Creating Conversations’

* Language Matters:

What are your main
priorities at this point?

* There is no such
thing as a “Ceiling

” What would you not What is it that makes
Of Ca re want to happen? you happy?

* Avoid any
euphemism for
. What would you rather
d y| N g prioritise ‘comfort’ or ‘life

Is there anything you

fear happening?
sustaining treatment’?

“Sick enough to die”
2"d Conversation



Why aren’t we getting it right?

* Cancer services developed as single disease services but cancer as a
single diagnosis is now the exception not the norm and the number
of people living with incurable cancer is increasing

* Hoping for the best but not planning for the worst — do novel
treatments exacerbate this?

e Reliance on ‘the MDT’ for decision making — is this the right forum
for complex decision making?



What happens when we don’t get it right?

Poor staff and patient experience
Increased length of stay

Increased costs - Repeated admissions, excess treatment, multiple
specialist interventions

Poor communication leading to distress, delays
Lack of prognostication and missed chances for advance care planning
Loss of continuity of care



MDT working is key —
Phone a friend / ask

the (expert) audience

Cancer patients are high users of urgent and emergency care
services

Presentations may represent symptoms of a new suspected
cancer (type [), a complication of cancer treatment (type Il) or a
complication of a known cancer (type I11)

The majority of cancer presentations reguiring an urgent or
emergency response are common scenarios to health care
professionals and include generally unwell, pain and sus-
pected infection

Health care professionals need to be aware of the possibility
of an uncommon association with recent cancer treatment and
should have ready access to local and regional specialist
cancer single point of access including cancer treatment and
palliative care helplines

There are a number of readily available published tools and
resources to guide cancer patient assessment and initial
management

Cancer patients will benefit from a more integrated offer of
community urgent response



Part 2



COULD THEY BE

DYING?




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.



HAVE YOU RECOGNISED YOUR PATIENT MAY DIE
IN THE COMING HOURS OR DAYS?

ENSURE YOU:

HAVE CONSIDERED POTENTIALLY REVERSIBLE CAUSES WHICH MAY BE APPROPRIATELY TREATED

:

HAVE COMMUNICATED WITH THE PATIENT AND THOSE IMPORTANT TO THEM

I

AIM TO INVOLVE A SENIOR DECISION MAKER (SpR/CONSULTANT)

-

What is the local ¢

DOCUMENT CPR STATUS AND TREATMENT ESCALATION PLAN

picture? , !

ASSESS SYMPTOMS AND PRESCRIBE APPROPRIATE MEDICATION

I

)

( everyone has one) S S—

I

CONSIDER IF DISCHARGE IS FEASIBLE IF PREFERRED PLACE OF CARE IS5 HOME

!

CONSULT ‘PALLIATIVE CARE' TAB ON TRUST INTRAMET FOR FURTHER GUIDANCE

THEN:
DOCTORS NURSES

AN JAN

ONCE ICP COMPLETED USE
SYMPTOM OBSERVATION
CHART & DAILY CARE PLAN
FOR THE DYING PATIENT

COMPLETE INDIVIDUALISED
CARE PLAN (ICP) FOR THE
DYING PATIENT OVERLEAF




Date patient was recognised

asdying: ___ [ |/

. or affix patient ID sticker here
Record observations at least 4 hourly

Manth

Year

Pain
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observed)
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Vomiting
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Respiratory
Secretions
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Agitation/
Distress
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Other, if
present (st

o=k |w
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Mouthcare
- confirm
given

HCA signature

Registered nurse
signaiure

2%

urse

Doctor signature

3 = Symptom present, does not resolve with PRN Urgent doctor review of patient and care plan is required for

medication

any single symptom score of 3

2 = Symptom present, requires PRN medication to Care plan continues. If 3 consecutive symptom scores of

resolve

2 are present (for any symptom), urgent doctor review of
patient and care plan is required

1 = Symptom present

Care plan continues, consider PRN medication

0 = Symptom absent or controlled with CSCI Care plan continues




Judgement reviews after death

End of life care
Dying cannet be sesognised in of patiests, but in those for whom it is clinically L dying sbould &
recognised and documented. If It is cinkaly appropriate, a programme of end-of-ke care may be startied at this

example: end-of-life care e e

Dyirg not Dyingnet Dying Dying is Recognition of dying precess
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*w Acute Medical Consultant reviews, indicates EOLC. Stops eolc ICP instituted compassion noted, aadjor with ' spprogriste | Thit recognition is beonchad
4 a A x person centered approach noted, cons review End of life care eicaistica nagpropriste intersction with patertMamily/loved
P ———— within 24hrs, putative diagnosis made, under ';:t‘::‘::'”“ :‘:":"“::; :’:ﬂ"‘::“ eSS SphIopnmE
o whely Tor wpmplom coetrel. 7/1/22 Paliistien " " . "
o e 2o e A Ml WA, b section, family discussion nosocomial Dying formally resiharmte | givenclinial ares ACPIEOLC stanning is
CBIrCeT DIT A BELeD € (eITIHSS WIh ey infection, pressure damage, multiple ward recognise d :m.e:. . f::u: This m:(:;dmwoda:ewnc
LHSoured Sreathing HTInGe puTO Potes B be Ty an the Uikl
Chplaced 3 wrclos i -:« Wad cormedtly or mw‘:' la(k Of d“um‘ntulm bem'en aff potential to
adrrarmtir g backround rdcation (emo transfers bed moves need for i ram
Bospenigoun Sespes e documerned EOLC prescribing ™sis sents,
checks of syringe driver. PAN medications ghven [insdequal recognition of dementia care needs, absence . B
einge ¢ ™ partcudardy family, and
otk i e b oy | of holistic care  Tep absent, no frailty DNACPR completed irnportant If | stoff
updated fam by w0 vinted. Died a2 2k racaged seve: .
hast ors of 2us e Mick socsoved iggrcorinte  [iymptom consalian diagnosis, management plan made, —
e oo o Sy pevese : S alliative care input , senior reviews, 5

patiant oc
loved enes
have

recognised

AL IE 30 5hwe wars 300N by anothey sgeciabst s
PRGN, Who agan STeEIed har tharoughly. S , no recognised palliative care neec

had rimpended 1o RIFAD, Sul expteiied s e sis, decision for surgery from

Wk 1o rerove e BOAP mas Shough she

TEP adjusted

LNIAIIMEOS TRNT TUE MAghT MG 10 Par dean /] decision to operate lack of drirg, and
Again, this SRR dioussed the itse wis her iti > hnical ¢
et b el sgnition  of frailty, management ¢ Symptom obs ratnt

mplications
dme to clerking, pmhx noted, frailty ¢

red e s bk e vt ey, Afer then, BOAD
Wikl FRITOVEC, THa DILRNT WS TeCOFTISed s
g 40 & Lyl om ocervation chart e the

paticnts
centred care
Inthess

Family, patient

i o il S epteok wire completed, Tep not completed, seen by discussions
(tance) recorsec as beng el controlies. No .
INEISaalbod care plan o 8 dylng povicnwas  Syng cc?ns in 24'"5‘ wycn f.l’ilhv identified - ’ Absert e Preccriking Prescribing it Evidence of judicious use of
compieted, though most mpedt of Sy were  T6CO§RIe wishes not to be investigated , no anticipatory Wishes naopropriste | broadlyin sppropriate | medication, incleding (as
:xn‘:v:;:“‘orzvt:llﬁ::!nl‘ " o oo prescribing need for 7/7 pall care inpul ' prescibing a1 | sccordence & potest- eppropriste) deprescibing,
G it i vtk e e iy ised ctively d g | the end of with NICE centred, with | alteration of medication and
S prsamis TR R i A o) FEcOised. Orly- 998 ying 2 Holistic care? Me guidance:core | end-of-ie | use of anticipatory
manging chenghos Rirkinscety diohia St 984 o aag "n';m. <teeched consultant review , lack of notes re af dying adu'ts | needs medications
otite oide o ace anticipatory prescribing , deterioration, met ""“‘"""‘ L’}“"" z'; of :_‘:'"“‘ il “
Good care of By A sy toes S0 e notin or manage escribing in accordance
r\:w(:;:rﬁ s.:r:::.,'-wu;:' 2 :'.m :-nw call . ftu review, ?‘ep . lack of tep accordance guidence o5 approprialely | with NICE guidance. core of
communication with hix Aeed foce notation  diagnosis made , severity not Wit  NICE | appropriate dying ackalts in fast deys of
appreciated , absence of consultant handover, :‘::::'(‘M' ife
unclear handovers , cardiac arrest, breach in reazon
ED missign senior review , absent TEP , Eviderve that | DNACPR or Attemgts {IF eppeopr ote) once dyng
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When a person living with cancer is admitted into hospital as an
emergency, this often marks a turning point in their iliness.

Healthcare professionals should:

See it = recognise an acute admission as a point of transition for many
people kving with cancer

Say it - take the opportunity 1o talk to the person and their family
about what matters to them, acknovdedge risk of deterioration, their
fears, plan ahead to manage common symptoms & reduce future
admissions

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

BACSIAN tmacee % UKAOS

UK Acute Oncology Sockety

See it,
say it, share it

Recognising acute hospital admission as a
key milestone in the treatment journey of
a person living with cancer




“How people die remains in
the memory of those who
live on”

We only live
once, snoopy.

Wrong! we only
die once.
We live every day! '
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