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Our Commitment to you for end of life care 
The Government Response to the Review of Choice in End of Life Care

• We will ensure end of life care is part of all the 
major programmes to transform the NHS, 
– including in the development of local plans

– the focus on urgent and emergency care 

– seven day services in hospitals.

• We will develop urgent care clinical advisory hubs
– improve access to urgent clinical advice and support 

for end of life care, 

– including expert advice from specialist palliative care 
services
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Serious illness conversations

• New Care Model sites Airedale and Southend
have been selected to test an innovative 
approach to ‘serious illness conversations’ in 
which clinicians are trained to support people 
with serious illnesses to discuss what is important 
to them, treating these discussions as a clinical 
intervention which delivers patient-centred care. 
The approach will be evaluated to ensure the 
final training products are tested, meaningful 
and value-driven, with existing pioneers and 
Vanguards set up to respond quickly to the 
evaluation.





What is a ReSPECT conversation?

• A ReSPECT conversation follows the ReSPECT process by:
– discussing and reaching a shared understanding of the person’s 

current state of health and how it may change in the foreseeable 
future

– identifying the person’s preferences for and goals of care in the event 
of a future emergency

– using that to record an agreed focus of care as being more towards 
life-sustaining treatments or more towards prioritising comfort rather 
than efforts to sustain life

– making and recording shared decisions about specific types of care 
and realistic treatment that they would want considered, or that they 
would not want, and explaining sensitively advance decisions about 
treatments that clearly would not work in their situation

– making and recording a shared decision about whether or not CPR is 
recommended





5 Pillars of Frailty
• Falls

• e.g. collapse, legs gave way, “found lying on the floor”

• Immobility

• e.g. sudden change in mobility, “gone off legs”, “stuck in toilet

• Delirium

• e.g. acute confusion, “muddleness”, sudden worsening of confusion in 
someone with previous dementia or known memory loss

• Incontinence

• e.g. change in continence – new onset or worsening of urine or faecal 
incontinence

• Susceptibility to side effects of medication

• e.g. confusion with codeine, hypotension with antidepressants







Context

• Chesterfield Royal Hospital

– Serves town of about 100,000

– Rural catchment total 400,000

– Visiting site specific oncologists most days

– Some on-site chemo 

– DXT 14 miles away in cancer centre







Early stages

• The powers that be

– PCT keen but no money

– Trust OK as long as it costs nothing

– Macmillan support evaluation

• Canvassing support

– Upper GI MDT

– Palliative Care Team

– Cancer pathway team



Outline of service model

• Radiology alert
– Significant unexpected finding of metastases – if no known primary 

then referral should be made to 2ww clinic – if clinical or biochemical 
indicators do not suggest primary site for site specific referral then 
Unknown Primary clinic

• Primary Investigation Out-patient clinic
– Palliative physician and CNS
– Parallel to Oncology

• Opportunities for discussion and same day referral

– Unknown Primary 2ww on choose and book

• In-patient Primary Investigation service
– Palliative physician and CNS
– Advice available from whole MDT outside of meeting times

• MDT meeting separate to but alongside Upper GI



Referral guidance

• Service information says service for:
– investigation of patients with imaging or 

pathological evidence of malignancy of undefined 
primary origin. 

• Exclude 
– those with symptoms or signs suggestive of 

primary

– those with existing established pathway
• Neck nodes to Head and Neck

• Axillary nodes in women to breast
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Specific diagnoses

Lymphoma

Colorectal

Prostate

Neuroendocrine 
caOesophageal

Renal Cell 
Carcinoma

Brain

Mesothelioma

Hepatocellular 
cancer

Lung

Gastric ca

Breast

Galbladder PlasmacytomaGynaecological



Management

Treatment Number of Patients

Best Supportive Care 43

No Cancer Identified 23

Chemotherapy 19

Hormone Therapy 7

Radiotherapy 5

Died prior to treatment commencing 2

Surgery 3

Chemotherapy and radiotherapy 1

Chemotherapy and hormone therapy 1

Entered into a clinical trail 1

Denosumab therapy 1
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Approach to MUO

• A way of acting
– Start again – history, examination?

• A way of thinking
– What are the possibilities, what are the patient’s 

priorities, what will change management?

• A way of communicating
– What do we know, how will we know more and when?
– Hope for the best but be prepared for the worst.


