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For funding Acute Oncology Services including Cancers of Unknown Primary
Background and context for Acute Oncology Services (AOS)
The National Confidential Enquiry into Patient Outcomes and Death (NCEPOD) Report (2008)1, raised significant concerns regarding the safety and quality of chemotherapy services.  In response to this the National Chemotherapy Advisory Group (NCAG)Report (2009)2 highlighted the need to improve a number of areas including the provision of emergency care for cancer patients who develop complications following chemotherapy, but also for patients admitted suffering from consequences of their cancer.  It recommends that all hospitals with an Accident and Emergency (A&E) department establish an acute oncology team (AOT), combining staff from A&E departments, acute medicine and oncology to coordinate the service in that hospital.  
A further NCEPOD Report (2009)3 highlighted issues over the lack of ability of healthcare professionals and teams to identify patients approaching end of life (EOL) and inadequate involvement of palliative care teams and deficits in end of life care patient management. This often resulted in admission when it was inappropriate. Numerous reports have underlined the fact that many patients nearing the end of life are admitted inappropriately and may die in hospital when they would rather die elsewhere. 
There were 273,000 emergency admissions with a diagnosis of cancer in 2006/2007 – up by 30% from 1997/98.  This is roughly equivalent to 750 emergency admissions each day across England, so a typical Trust in England may see 5 emergency admissions with cancer per day (NCAG 2009)2.
The final Acute Oncology Measures4were published in April 2011 and for the purpose of the cancer quality measures and peer review, acute oncology will be reviewed as a separate activity, integrated across each cancer network in England.  Whilst the national guidance has been developed in England, the clinical issues are the same across all four nations.
Aims of an Acute Oncology Team
1. Better care of patients presenting with acute complications of their cancer treatment

2. Better care of patients presenting with emergencies caused by the disease process itself, whether the primary site is known, unknown or presumed.
3. Early identification and appropriate care of patients approaching EOL
Key Priorities for an Acute Oncology Team
· training in the use of the acute oncology service 
· operational policies and protocols describing timely and correct communication between primary care, the AOT, providers of emergency treatment, oncologists, telephone advice services and patients and carers

· protocols for the treatment of the acute oncology presentations

· IT applications to identify potential acute oncology patients (patient flagging system)
· a minimum specification of oncologists' and specialist nurses' time for providing rapid acute oncology triage, and consultant assessment within 24 hours
· the delivery of antibiotics within one hour to patients with potential neutropaenic sepsis ('1 hour to antibiotic policy')
· provision of fast track outpatient appointment slots, specified for acute oncology patients 
· specifically designated senior clinical advisors and hospital co-ordinators for metastatic spinal cord compression for the network
· audit of the treatment of neutropaenic sepsis and of the MSCC service.
Background and context for Cancer of Unknown Primary (CUP)
In England and Wales about 4% of people newly diagnosed with cancer are found to have cancer without an identifiable primary site, despite exhaustive tests.  Because of a lack of dedicated clinical services, people can be denied the care offered to people with site-specific cancers.  NICE Clinical Guidance for Metastatic Malignant Disease of Unknown Primary Origin5 was published in July 2010 and aims to address the needs of such people and covers investigations, clinical and organisational arrangements plus optimal treatment and supportive care.
Macmillan believes that all patients with an unknown primary cancer should receive the same level of care offered to those with a site-specific diagnosis. It is anticipated that some specific cancer measures will be devised for the unknown primary care guideline which would form part of Peer Review and partner organisations would therefore be held to account in the future.

Macmillan should use the opportunity of Acute Oncology Service development2, to build a team to address the whole spectrum of acute work including the efficient management of patients who presented for the first time with malignancy of unknown primary origin.
Key Priorities for Implementation of Guidance

· Every hospital cancer centre or unit should establish a CUP team with a named lead clinician, CUP CNS or designated key worker and Specialist Palliative Care.  This should be a small group of people who can act rapidly in real time to provide for the needs of patients when they first attend the hospital.

· Every patient should have access to a CUP CNS or designated key worker.

· All people suspected or diagnosed with CUP should be referred as per cancer waiting times targets.

· All people suspected of CUP should be assessed by a member of the CUP Team by the end of the next working day after referral.

· A CUP MDT should review the treatment and care of people with confirmed CUP.

· Every Cancer Network should establish a CUP-specific group

Role of CUP CNS or Designated Key Worker

1. Coordinate care within guidelines

2. Liaise with GP and other Community Support Services

3. Ensure access to information, advice and support about diagnosis, treatment, palliative care and spiritual and psychosocial concerns.

4. Meet person soon after referral and keep close contact regularly by mutual agreement.

5. Advocate for person at CUP Team meetings.
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Guidelines for funding acute oncology services, incorporating cancers of unknown primary





These guidelines are not an indication that Macmillan will fund any or all AOS developments or see them as a funding priority within a region or nation.  Whilst all Cancer Networks (CN) and other Groups of Providers (GOP) may submit an expression of interest the decision to fund or not to fund remains the responsibility of each region and nation and according to the available clinical budget and competing priorities.  





However, if a region or nation does consider an expression of interest as worth pursuing, then the guidance will enable conversations with the CN or other GOP, who are tasked with reviewing chemotherapy services and the configuration of acute oncology as a whole.  (Note: there are likely to be different models required for Cancer Centres and Cancer Units).





SDT’s should ensure that the CN or other GOP has completed the following in order to be considered for funding:


Considered service redesign and changing existing processes, using existing resources rather than just adding capacity through additional posts.  


Carried out a baseline assessment and analysis of current oncology, palliative and unknown primary admissions across the Network, so that there is a clear understanding of what is required.


An option appraisal which has fully considered service redesign and includes outline costs to meet the need.


The Network has identified their preferred option, including the education/training, administration support and costs required to enable implementation and are clear how CUP will integrate with the AOS.


There is written support from Cancer Network Board Chair; Acute Trust CE’s; PCT’s/GP Consortia/LHB; Macmillan GPA (where there is one)


The proposed evaluation method and outcome metrics are agreed before the start of Macmillan funding.


Agreement that quarterly progress reports are shared with Macmillan, to evidence the evaluation of outcomes against the baseline assessment, cost-savings and evidence of service redesign.


Clear plan to sustain the service at the end of Macmillan funding.





Macmillan’s offer to those Cancer Networks that have completed the above requirements


Provide non-recurrent funding for a maximum of 2 years to enable service redesign through the appointment of an Agenda for Change Band 8a ‘change manager’, who will be branded Macmillan.


Provide support to access the user’s voice and Macmillan branded materials.


Provide learning and development support to the ‘change manager’, including an opportunity to network ‘change managers’ together.


At the end of the change project, Macmillan may consider funding additional posts where there is strong evidence of need as a result of completed service redesign and agreed sustainability at the end of Macmillan funding.
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