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Overview

� What do we want?

� Why do we want it?

� What are the drivers for change?

� What are the models?

� Who can deliver it?

� What are the benefits?

� Who benefits?



What do we want?

� To improve cancer outcomes in the over 75 

population

� To deliver high quality services to an increasing 

number of older cancer patients, in an environment 

where resources are becoming increasingly scare

� To meet the age equality duties of the Equality Act 

(2010) which were extended to public services in 

October 2012



Why do we want it?

� To improve outcomes

1995 – 1997 to 2003 – 2005 (UK)

� Mortality ↓ by 16-17% in <75 years

� Mortality ↑ by 2% in >85 years

� 2011 Improving Outcomes; A Strategy for Cancer set 

out to save 5,000 lives a year by 2014/15



To achieve 15,000 fewer cancer 

deaths every year…………

� UK cancer outcomes would need to match the 

highest performers in Western Europe for 75 to 84 

year olds

� UK cancer outcomes would have to match the 

outcomes in the US for those aged 85 and over



The Cancer Patients Experience Survey 2011/2012

reported that older people are less likely than 

younger people to be:

� given the name of a Clinical Nurse Specialist

� provided with understandable and written information 

about possible side effects of treatment

� directed to sources of financial help and benefits

� directed to sources of support and self help groups



What are the drivers for 

change?

Increasing productivity and saving money

� NHS must deliver 4% efficiency savings by 2015 

(£15-20 billion) 

� Falls prevention, polypharmacy management, 

early identification and management of co-

morbidities are all cost effective

Complying with legislation 



Assessment models

� Self completed screening assessment leading 
to full CGA vs. full CGA

� Cancer Clinical Nurse Specialists vs. Elderly 
Care Specialists to lead assessment

� Primary vs. Secondary care assessment

� Variety of assessment settings; home, 
outpatient clinics, inpatient wards, via 
telephone and in General Practice



What are the models?

Traditional CGA comprises the following elements:

Medical assessment Problem list

Comorbid conditions and disease severity 

Medication review

Nutritional status

Assessment of functioning Basic activities of daily living

Instrumental activities of daily living

Activity/exercise status

Gait and balance

Psychological assessment Mental status (cognitive) testing

Mood/depression testing

Social assessment Informal support needs and assets

Care resource eligibility/financial assessment 

Environmental assessment Home safety

Transportation and tele-health



Who can/should deliver the 

model?

Medical assessment Geriatrician 

Assessment of 

functioning

PT/OT

Psychological 

assessment

Nurse/Geriatrician/Old Age Psychiatry 

Social assessment Administrator/Nurse 

Environmental 

assessment

OT



Are we missing anyone in our 

team?

People aged 75 and over
� 50% live alone

� 1:10 have less than monthly contact with friends, 
family and neighbours

� 20% find it difficult to get to their local hospital

� 16% of over 60’s live below the poverty line

� 22% of over 60’s report they skip meals to cut 
back on food costs

� Over half million people aged 65 and over have 
caring responsibilities that take up at least 20 
hours per week



Comprehensive care of older people 

with cancer (COCOC)

� Reading to be one of five pilot sites in the UK

� One of only two sites with a geriatric medicine focus

� Breast, lung, colorectal and upper GI cancer

� Liaison with surgery, medicine, oncology

� Provision of buddy service

� Assessment pre-decision making and ongoing 

throughout and after treatment



How did we deliver it?

� Multi disciplinary team

� All tumour sites

� Triage to most appropriate team member

� CGA to all, irrespective of frailty

� Active management of all findings

� Presentation to MDT

� On going input, support and follow up (4 weekly)



The team ……..

� Professor Margot Gosney & Dr Shane O’Hanlon -
combined 0.5wte

� Nicky Dann (start date 11/2/13) – Band 7 Clinical 
Nurse Specialist – 0.6wte

� Kay Hargreaves (start date 4/3/13)– Band 7 
Occupational Therapist – 0.6wte

� Pippa Lynn (start date 16/6/14) – Band 4 Care co-
ordinator – 1.0 wte

� Old Age Psychiatrist attends weekly MDT

� Buddy co-ordinators attend monthly



Facts and Figures

1st March 2013 to 1st September 2014

� 557 patients referred (30 per month)

� 260 men and 297 women

� Colorectal = 140

� Breast = 64

� Lung = 92

� Upper GI = 54

� Urological = 84

� Head & Neck = 8

� Gynae = 31

� Skin = 17

� Haematological = 27

� CNS = 7

� CUP = 18



Distribution of Disease

� Loco-regional disease = 268

� Metastatic disease = 168

� Relapse of primary = 23

� Progression of primary = 31

� No malignancy = 10 * very special patients



Buddies

� Recruited via publicity after funding.  Red Cross 

co-ordinated

� All CRB checked and interviewed by co-ordinator

� Trained by health staff

� Regular debrief and support

� Coffee mornings

� Matched to client

� Expenses only

� Variety of roles: anything legal but no personal care



Buddy Scheme

� 500 patients

� 162 “Buddy” referrals

� 91 “Buddy” support

� May not accept Buddy at first offer

� Trying to get Buddies to see people in hospital

� Gardening, shopping, dog walking, light housework

� Middle aged woman very popular!!!!



Input from COCOC

� 48% had referral to voluntary sector

� 45% received either direct advice regarding benefits 
or referred to a benefits adviser

� 41% of patients had equipment put in place

� 27% had a referral made to the District Nurse or 
Community Matron

� 35% had a referral to community Palliative Care

� 12% patients had a referral to the dietician

� 2% referred to the Wellbeing programme 

� 6% referred to the community Mental Health Team



How do we interact with 

others?

� 78% of patients had not considered advanced care 
planning but following COCOC assessment 50% 
discussed ACP

� 12% of patients did not have GP involvement but 
following COCOC assessment 20% had immediate 
GP involvement

� 36% of patients referred for health/social package of 
care

� 26% of patients were referred to a social worker, 
occupational therapist or physiotherapist



Strengths Multidisciplinary team with expertise from Oncology, Palliative Medicine, Geriatric Medicine 

and Cancer MDT Administration

Partnership working with buddies provided by BRC and Macmillan

Working across health and social care boundaries and geographical boundaries

Knowledge base and commitment of staff 

Weaknesses Inadequate hours of staffing compared to service user numbers

Patients from outside the usual catchment area (West Berkshire = Newbury, Reading and 

Wokingham); but patients also from Oxfordshire and East Berkshire

Dedicated space at a premium 

Opportunities Engage staff from Surgery, Geriatric Medicine and Oncology all keen to learn about each 

others sub specialties

Opportunity to expand service and to provide more comprehensive care

Ability input more in the community in a collaborative fashion e.g. visits with community staff 

– both health and social care 

Threats Expectations that the service can provide all care to all service users 

Increasing numbers of referrals with increasing complexity

Need for ongoing education of staff within the Trust

Inadequate time and resource for potential to use service as a template for the 

development of other services 



Take away ideas

� It is “translatable”

� Doctor input essential but team is key

� Pre admission planning saves money

� Voluntary sector are inexpensive

� Assessment at home can be cost effective

� Access to Community data essential

� Think Orthogeriatrics: the model works

� Use legal and financial arguments…… the 

gatekeepers to Health do understand them


