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	Section 1                          Executive summary

	Established in April 2013 the MARS team provides an integrated follow-up service patients who have completed treatment for head and neck cancer at St Luke’s Cancer Centre, Royal Surrey County Hospital (RSCH).  The MARS team came into post between April-June 2013 and consists of:

1.0 wte Speech and Language Therapist - Kate Edwards (KE)

1.0 wte Dietitian  - Anna Clayton (AC) and Claire Hanika (CH), 0.5wte each.
0.6 wte Nutrition Nurses Emma Papworth  (EP) 0.4 wte, Karen Matthews (KM) 0.2wte (original funding 0.8wt)

0.8 wte Patient co-ordinator-  Elizabeth Seymour  (ES) (original funding 0.5wte)

The MARS team works closely with the clinical nurse specialists (CNS) in oncology Maxillo-Facial Surgery (Max Fac) and Ear Nose and Throat (ENT) at local hospitals  During the first year of operation the team has established clinics alongside those of the Consultants for ENT and Max Fac, located at district general hospitals closer to patients homes.  Outreach services have been established at:

· Frimley Park Hospital NHS Foundation Trust (FPH) (May 2013 onwards)

· Basingstoke and North Hampshire NHS Foundation Trust (BNHH)(June 2013 onwards)

· Ashford and St Peters NHS Foundation Trust - St Peters Hospital (SPH) (May 2013 onwards)

· Surrey and Sussex NHS Foundation Trust (ESH)(May 2013 onwards)

· The Royal Surrey County Hospital (RSCH) (February 2014 onwards)

The MARS team aims to provide a high quality rehabilitation service in line with the National Cancer Action Team’s  (NCAT) guidelines in Cancer Rehabilitation: Making excellent cancer care possible (2013), whilst improving the psychosocial, nutritional, communication, and swallowing outcomes and overall experience for patients and their carers living with and beyond Head and Neck Cancer. The team act as a liaison between the cancer centre and cancer units as well as other primary care providers in order to provide seamless continuity of care for the patient (The Health and Social Care Act, 2012), as well as forming an expert resource for Head and Neck cancer rehabilitation advice and information. The service provides a single point of contact  for Head and Neck Cancer patients including sign-posting to other relevant services such as Citizen’s Advice Bureau as well as providing survivorship initiatives such as smoking cessation and rapid return to the RSCH acute MDT-led care where needed.  The MARS team fulfils the domains set out in the All Party Parliamentary Group on Cancer (APPGC) Report (December 2013).
The achievements of the MARS team to date include several aspects that address the Quality, Innovation, Productivity and Prevention (QIPP) agenda. The MARS team have:

· Reviewed 393 patients during the period April 2013 to December 2013.  This figure exceeds the anticipated number of new patients for years one to three, which were 118 year 1, 214 year 2 and 305 patients year 3.  
· Supported patients and their relatives/carers post-treatment and throughout rehabilitation to ensure they achieve their optimal level of functioning and patient-set goals.

· Improved patient and carer experience and quality of life as identified through the number of people who have returned to work and leisure activities, positive feedback from patients and carers in the form of compliment letters, and early identification of long-term treatment effects with appropriate onward referral, for example to lymphodema specialists, clinical psychologists, feeding tube removal.

· Provided an essential post-treatment specialist Multi-disciplinary Team ( MDT) service which is compliant with NCAT’s  rehabilitation pathways, NICE guidelines and the National Peer Review requirement that “every Cancer Unit or Cancer Centre which deals with patients with head and neck cancer should establish a local support team which will provide services within a defined geographical area”

· Provided patients with access to a choice of service closer to home, thereby reducing patient travel time/costs and hospital transport costs and bringing the service in line with the recommendations from the Cancer Reform Strategy (2007)

· Empowered patients to manage their symptoms with support from MARS as required

· Facilitated earlier discharge from the RSCH to outlying hospitals for follow-up, thus reducing demands on the historically overbooked RSCH Thursday MDT clinic, reducing waiting times and enabling more appointments for patients with new head and neck cancer diagnoses, and those with recurrent disease, fulfilling recommendations from NICE Improving Outcomes Guidance 

· Provided essential and well-received MDT support to consultant clinics in each of the cancer units

· Facilitated a decrease in avoidable re-admissions and inappropriate A&E attendance, reduced length of stay for known HNC patients during unplanned inpatient episodes at each Cancer Unit. Prior to creation of MARS, patients with Head and Neck Cancer related dysphagia or laryngectomy complications had to be admitted to RSCH due to a lack of specialist inpatient Speech and Language Therapy staff at the outlying hospitals. During the period April - December 2013, 14 inpatient assessments were conducted, thus preventing transfer/admission to RSCH ensuring appropriate patient care and expediting discharge

· Facilitated transit back to oral diet while minimising weight loss and reducing risk of malnutrition.

· Reduced long-term post-surgical/treatment complication rates such as: chest infection; laryngectomy stoma problems; and nutritional complications. This has been achieved  through: regular monitoring of patients’ laryngectomy stoma care; frequent swallow and nutritional assessments ensuring the patient achieves optimal use of oral/pharyngeal  movements and eats/drinks appropriate consistencies to facilitate return to optimal diet/fluid consistency and prevent aspiration; and management of nutritional supplements to ensure both transit back to oral diet without weight-loss and prevention of malnutrition

· Decreased reliance on oral and enteral nutritional supplementation where appropriate, through a combination of dietetic counselling and SLT input with the provision of exercises and dysphagia rehabilitation to facilitate transit back to oral diet

· Provided dietary advice on a wide variety of other health issues and co-morbidities, e.g., diabetes, pancreatic insufficiency, weight management and cardiac health, stroke, renal dysfunction, eating disorders, Irritable Bowel Syndrome, allergies and intolerances

· Provided timely and proactive support to laryngectomy patients in the management of valves and Surgical Voice Restoration (SVR) by replacing faulty valves within clinic, thus reducing the incidence of emergency valve replacements and prevention of aspiration due to a faulty valve

· Facilitated one Patient and Public Involvement event whereby 61 patients were contacted to take part in focus groups.  The focus group discussed patient experience and identified several key themes prior to MARS: patients did not feel supported during their aftercare services or the support they received ‘petered off’ and patients reported a lack of support to ‘get back to normal’

· Have played an integral role in enhancing quality of life for patients approaching end of life, including regular telephone reviews to patients and relatives, urgent swallow reviews to facilitate continued oral intake for comfort and quality of life, liaison with members of the MDT at Cancer Units to ensure seamless care between services as well as providing an outreach visit to a patient in a local hospice to educate /train the staff in laryngectomy stoma care and provide him with an alternative means of communication to be able to liaise with his family in his final days

· Supported community services who do not have staff skilled in managing this highly specialised caseload (such as above)
· Commenced setting up AHP clinics at each of the cancer units with an anticipated 2 contacts per clinic average.

The first year of the Macmillan Aftercare and Rehabilitation Service has been a busy and productive one.  From clinical measures and patient feedback we have contributed to improved patients outcomes and quality of life.


	Section 2                          Introduction

	2.1 Development of the Macmillan Aftercare and Rehabilitation Service (MARS)

Head and Neck cancers are a rare and complex cancer group that require specialist input throughout diagnosis, treatment and rehabilitation.  The increased complexity of treatments offered has led to an increased requirement for Allied Health Professionals’ (AHP) input due to the long-lasting and life changing effects of treatments. Head and Neck and thyroid cancer services were centralised to the Royal Surrey County Hospital (RSCH) in 2007 making it the Regional Centre for Head and Neck cancer treatment. Over the past 6 years there has been a steady increase of patients referred to the Centre, since 2007 the number of patients treated at RSCH has risen by 200% with no increase in AHP provision.  

The 2004 NICE Improving Outcomes Guidance (IOG) for Head & Neck Cancer for Head & Neck Cancer states that “every Cancer Unit or Cancer Centre which deals with patients with head and neck cancer should establish a local support team which will provide services within a defined geographical area”.  Head and Neck Cancer Peer Review Measures include measures for both “Distribution of Local Support Teams in the Network” (Measure 11-1A-213i) and the “Role of the Local Support Team” (Measure 11-1A-214i).  SWSH Cancer Network has repeatedly failed in this Network Board Peer Review Quality Measure to implement this aspect of the IOG.

The National Cancer Peer Review External Validation report for SWSH Cancer Network, 30 November 2010 states: “Due to the lack of provision of locality teams as specified in the IOG there is inadequate local AHP support- specifically Dieticians, SALT.  This compromises the position of the centre in delivery support to patient on treatment as the AHPs supporting the Specialist MDT teams are continuing to follow up patients due to the limited availability of services outside the centre”

 A key recommendation of the 2004 NICE IOG is that “Co-ordinated local support teams should be established for patients in the community.  These teams will work closely with every level of the service, from primary care teams to the specialist MDT”.  In order to meet the needs of this complex cohort of patients and to comply with the NICE IOG for Head & Neck Cancer, SWSH Cancer Network, working with Commissioners and Providers of cancer services, sought to develop a responsive, proactive and sustainable aftercare and rehabilitation service and hence MARS was created.  . 

	2.2 Establishing the MARS

Post holders were recruited in early 2013 and started to take up their posts in April 2013.  Relationships with feeder hospitals to St Luke’s Cancer Centre were established, with staff visiting all sites.  Clinics attended by patients with Head and Neck Cancer were identified for MARS to attend.

The practicalities of rooms for consultations were at times difficult to overcome, and a regular room for the team to use remains an issue at some sites.  
MARS clinics began running alongside consultant clinics in May 2013, first at St Peters and East Surrey Hospitals, then at Frimley Park and Basingstoke Hospital, and in February 2014 at The Royal Surrey County Hospital.


	Section 3           Relevant demographic profile of the population served

	· St Luke’s Cancer Centre at RSCH serves a population of 1.4 million and covers 5 hospital trusts for patients with Head and Neck Cancer.   The geographical area covered includes the following 5 hospital trusts: RSCH, SASH, ASPH, FPH and BNHH. Centralisation of the head and neck services means that all treatments are carried out at RSCH including surgery, radiotherapy and chemotherapy
· Head and neck cancer is the 7th most commonly diagnosed cancer in the UK (office of National Statistics 2011).  There are around 67,000 people living with Head and Neck Cancer in the UK.  

· It is estimated that 192 patients newly diagnosed with Head and Neck Cancer will present to St Luke’s Cancer Centre on an annual basis.  
· Head and Neck cancer patients often have complex care needs as a result of both the cancer itself and the effects of cancer treatment.  Surgery, radiotherapy and chemotherapy can all have short and long term side effects that create an array of symptoms which can seriously affect individuals abilities to eat, drink and communicate for a period of time after treatment and in some cases permanently.  These effects can have a huge impact on quality of life for the head and neck cancer survivor. 


	Section 4                  Service aim, objectives and expected outcomes

	The aim of the Macmillan Aftercare and Rehabilitation Service is to improve outcomes and experience for Head & Neck Cancer patients. This will be achieved by providing a local and proactive service to meet the long term support and rehabilitation needs for patients and their carers. The following objectives will be met through implementation of the Macmillan Aftercare and Rehabilitation Service for Head & Neck Cancer patients:

· Decreased avoidable re-admissions and inappropriate A&E attendance for known Head & Neck Cancer patients

· Reduced post surgical/treatment complication rates such as chest infection and nutritional compromise 

· Decrease reliance on oral and enteral nutritional supplementation through dietary counselling and SLT input 

· Timely and proactive support for laryngectomy patients to reduce emergency valve replacements, provide support in the management of valves and Surgical Voice Restoration (SVR) management

· Improved patient and carer experience, quality of life and goal directed support, e.g. Return to work
· Provision of patient choice of service and reduced hospital transportation costs
Specific aims, objectives and outcomes will be expanded on in individual sections of the report


	Section 5                          Equality and diversity assessment of the service

	· MARS works within the Trust’s Equal Opportunities policy aiming to meet the needs of different equality groups with regards age, gender, race, disability, religion or belief and those who do not have English as a first language.  This also includes access to learning disabilities and translation services as required. 
· Initially the Nutrition Nurse funding for MARS was 0.8wte.  One of the original post holders, Louise Hollington, left the post and funding was re-evaluated, reducing to 0.6wte with the additional hours transferring to the care co-ordinator post. The Nutrition Nurses have reconfigured the service they offer to patients.  They now routinely work out of the RSCH, attending clinics at other hospital sites as required.  
· At present the Care Co-ordinator attends clinics at The Royal Surrey County Hospital only.  The care co-ordinator completes Holistic Needs Assessment for the patients attending clinic at RSCH, at other hospital sites these assessments are being carried out by Clinical Nurse Specialists (CNS).
· Due to lack of capacity within the team there is limited support available to provide home visits to patients.  
· The capacity of the MARS and clinics at different hospital sites running during the same time slots means that at present the MARS team are unable to provide input to all consultant clinics across the area.  

At present there is no MARS input to clinics running at Ashford Hospital, some clinics at Basingstoke Hospital, the majority of clinics at RSCH and one clinic at Frimley Park Hospital.  
An audit of clinic lists is being carried out to review the numbers of patients attending these clinics who have not been able to access MARS.  The MARS input offered at each site will then be reviewed to ensure the resource is being used to provide maximum benefit to patients.


	Section 6                          Activity analysis


	· The MARS team aims to provide a high quality rehabilitation service in line with NCAT’s guidelines in Cancer Rehabilitation: Making excellent cancer care possible (2013), whilst improving the psychosocial, nutritional, communication, and swallowing outcomes and overall experience for patients and their carers living with and beyond Head and Neck Cancer. 

· The team act as a liaison between the cancer centre and cancer units as well as other primary care providers in order to provide seamless continuity of care for the patient (The Health and Social Care Act, 2012), as well as forming an expert resource for Head and Neck cancer rehabilitation advice and information. 

· The service provides a single point of contact for Head and Neck Cancer patients including sign-posting to other relevant services such as Citizen’s Advice Bureau as well as providing survivorship initiatives such as smoking cessation and rapid return to the RSCH acute MDT-led care where needed.  As such, the MARS team fulfils the domains set out in the All Party Parliamentary Group on Cancer (APPGC) Report (December 2013).

Service objectives (MARS Team as a whole)
· Establish a clinic based rehabilitation service for patients living with and beyond HNC. Achieved and on-going.

Outpatient clinics are now established at each of the satellite trusts and run alongside consultant clinics. AHP clinics are also commencing at each of the cancer units. The MARS team are assessing the impact of those consultant clinics not currently covered by MARS.  The achievements of the MARS team to date include several aspects that address the Quality, Innovation, Productivity and Prevention (QIPP) agenda. 

The MARS team have:

· Supported patients and their relatives post-treatment and throughout rehabilitation to ensure they achieve their optimal level of functioning and patient-set goals

· Improved patient and carer experience and quality of life as identified through the number of people who have returned to work and leisure activities, positive feedback from patients and carers in the form of compliment letters, and early identification of long-term treatment effects with appropriate onward referral, for example to lymphodema specialists, clinical psychologists.

· Provided an essential post-treatment specialist MDT service which is compliant with NCAT’s  rehabilitation pathways, NICE guidelines and ensures compliance with the National Peer Review requirement that “every Cancer Unit or Cancer Centre which deals with patients with head and neck cancer should establish a local support team which will provide services within a defined geographical area”

· Provided patients with access to a choice of service closer to home, thereby reducing patient travel time/costs and hospital transport costs and bringing the service in line with the recommendations from the Cancer Reform Strategy (2007)

· Empowered patients to manage their symptoms with support from MARS as required

· Facilitated earlier discharge from the RSCH to outlying hospitals for follow-up, thus reducing demands on the historically overbooked RSCH Thursday MDT clinic, reducing waiting times and enabling more appointments for patients with new head and neck cancer diagnoses, and fulfilling recommendations from NICE Improving Outcomes Guidance 

In the first 8 weeks of 2013 the total number of patients attending the RSCH Thursday MDT was 69, in the same 8 week period in 2014 this number was 58.  The implementation of MARS has resulted in clinic appointments at RSCH being available for patients’ pre treatment and in the immediate post treatment phase.  Less patients in the clinics has also meant reduced waiting times for patients attending the RSCH and more clinical time available per patient in the clinic.

· Provided essential and well-received MDT support to consultant clinics in each of the cancer units

· Facilitated one Patient and Public Involvement event whereby 61 patients were contacted to take part in focus groups.  The focus group discussed patient experience and identified several key themes prior to MARS: patients did not feel supported during their aftercare services or the support they received ‘petered off’ and patients reported a lack of support to ‘get back to normal’

	6.1 Speech and Language Therapist

During the year April 2013-2014 there were 258 patients referred for SLT initial assessment.

Service objectives 
· Contribute to reductions in avoidable admissions and inappropriate A&E attendance for known HNC patients.  

Data for this objective is difficult to obtain as each hospital system at each of the cancer units collects data in different ways. However see examples on page 11 detailing ways SLT involvement has potentially prevented admission.

· Conduct laryngectomy Surgical Voice Restoration (SVR) valve changes in outlying clinics in order to reduce travel demands on the patient and hospital, and to reduce the incidence of emergency valve replacements requiring A&E attendance. Achieved and on-going.
With the exception of the occasional valve replacement needing to be conducted at RSCH due to therapist leave, patient choice or patient complexity, all valve changes are conducted in clinic at the satellite hospitals.  Historically the ENT consultants have not kept a record of the number of emergency valve changes conducted in A&E, however since the commencement of MARS they were unable to recall any instances of emergency valve changes.

· Reduce post-surgical / treatment complication rates such as chest infection, aspiration pneumonia, long-term reliance on non-oral feeding routes and nutritional compromise through timely swallow assessments (including video fluoroscopy and Fiberoptic Endoscopic Evaluation of Swallowing (FEES)). Achieved and on-going.
Patients are reviewed regularly within the clinic environment and when more frequent reviews are required, patients are brought in to AHP clinics. 16 video fluoroscopies were conducted during the time-frame, identifying several cases of silent aspiration which would have resulted in clinical complications if left undiagnosed and untreated (see case study 1 in section 8.1. Those patients who were thought to benefit from swallow rehabilitation exercises were provided with them.

· Facilitated a decrease in avoidable re-admissions and inappropriate A&E attendance, reduced length of stay for known HNC patients during unplanned inpatient episodes at each Cancer Unit. Prior to creation of MARS, patients with Head and Neck Cancer related dysphagia or laryngectomy complications had to be admitted to RSCH due to a lack of specialist inpatient Speech and Language Therapy staff at the outlying hospitals. During the period April 2013 to March 2014, 14 inpatient assessments were conducted, thus preventing transfer/admission to RSCH ensuring appropriate patient care and expediting discharge

· Reduced long-term post-surgical/treatment complication rates, such as chest infection, laryngectomy stoma problems, and nutritional complications. This has been achieved  through regular swallow and nutritional assessments ensuring the patient achieves optimal use of oral movements and eats/drinks appropriate consistencies to prevent aspiration, and management of nutritional supplements to ensure both transit back to oral diet without weight-loss and prevention of malnutrition

· Provided timely and proactive support to laryngectomy patients in the management of valves and Surgical Voice Restoration (SVR) by replacing faulty valves within clinic, thus reducing the incidence of emergency valve replacements and prevention of aspiration due to a faulty valve

· The MARS SLT has played an integral role in ensuring enhanced quality of life for patients approaching the end of life, including regular telephone reviews to provide support to patients and relatives, urgent swallow reviews to facilitate continued oral intake for comfort and quality of life, liaison with members of the MDT at Cancer Units to ensure seamless care between services as well as conducting a hospice visit to provide an electrolarynx for a patient who was unable to use SVR to communicate with his family and hospice staff due to disease progression.  Supported community services who do not have staff skilled in managing this highly specialised caseload, for example providing training to hospice staff on the management of laryngectomy stomas when a patient was admitted under their care.

· Commenced setting up AHP clinics at each of the cancer units with an anticipated 2 contacts per clinic average 

· MARS plan to commence patient information/support events potentially including topics such as managing speech changes and cooking nutritious modified diets

SLT contacts:

· In the report period the MARS SLT conducted 550 patient contacts for 258 individual patients. The type of contact has been broken down and illustrated in the table below.

· There were no contacts at the RSCH for the period covered by the report, however an ‘on-call’ service is now provided by the RSCH acute SLT’s as the MARS SLT is at other cancer units or in videofluoroscopy clinic at the times of the RSCH consultant clinics.  At present the MARS SLT cannot attend all of the ENT and Maxillo-Facial clinics running at all of the hospital sites.  Particular clinics that at present are not covered are:

· all clinics running at Ashford Hospital

· all ENT clinics running at the Royal Surrey County Hospital

· 2 Maxillo facial clinics per week at the Royal Surrey County Hospital

1 Maxillo facial and 2 ENT clinics per week at Basingstoke and North Hampshire Hospital

Contact Type

St Peter’s

East Surrey

Frimley

Basingstoke

Total
Outpatient clinic assessment

New

94

46

26

37

203

Review

49

50

25

30

154

Valve change

New

1

2

5

1

9

Review

2

4

13

1

20

Valve troubleshoot

New

0

0

1

1

2

Review

2

2

10

2

16

Video-fluoroscopy

New

0

0

0

0

0

Review

2

3

8

3

16

In-patient assessment

New

0

2

0

1

3

Reviw

1

1

2

1

5

Face-to-face liaison with patient/relative

New

1

0

0

0

1

Review

0

0

0

0

0

Proxy liaison with patient/relative

New

1

2

2

1

6

Review

6

12

15

6

39

Liaison with MDT

New

15

13

2

4

34

Review

9

19

9

5

42

Total New

112

65

36

45

258
Total Review

71

91

82

48

292
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Age Range and Gender Demographic information

· The majority of patients seen by the MARS SLT were male between the ages of 50-9 as can be seen in the table and graphs below

Age

Male

Female

20-29

1

1

30-39

3

0

40-49

10

7

50-59

55

14

60-69

60

12

70-79

45

18

80-89

24

1

90-99

4

2

>99

1

0

[image: image2.png]80

70

60

50

40

30

20

10

20-29 30-39 40-49 50-59 60-69 70-79 80-89 90-99 >99

B Female

H Male





Reason for referral

Communication

2 (1%)

Swallow

93 (36%)

Communication & Swallow

136 (53%)

SVR

27 (10%)
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Referral for specialist Voice therapy

· Out of the 258 patients, 52 were identified as needing specialist voice therapy intervention. 13 were referred to their local voice specialist SLT, 18 declined onward referral and 21 were not referred as it was not appropriate, this was due to co-morbidities, disease progression or following discussion with the consultant it was decided that due to the nature of their treatment/condition such that they were unlikely to benefit from voice therapy

St Peter’s

East Surrey

Frimley

Basingstoke

Total
Referred

6

4

2

1

13

Declined

8

8

1

1

18

Inappropriate 

9

5

4

3

21

Total

23

17

7

5

52
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* See reasons above

Enhanced recovery

· During 2013-14 the MARS SLT saw 8 patients that were part of the Enhanced Recovery Programme for free flap repairs.

· 4 patients referred back to St Peter’s hospital = (3 patients with 1 contact each and 1 patient with 2 contacts)

· 4 patients referred back to Basingstoke hospital ( 2 patients with 2 contacts each, 1 patient with 4 contacts and 1 patient with 5 contacts)

Patients outside MARS remit

· During the report year the MARS SLT had contact with 32 patients outside of the MARS remit.  Many of the SLT contacts that are outside MARS remit are with laryngectomy patients who will require intervention beyond the 5 year mark due to the need for lifelong Surgical Voice Restoration (SVR) intervention.

· Another reason for the contacts with patients beyond 5 years is the long-term effects of treatment such as muscle fibrosis due to radio-therapy affecting the swallowing musculature, there are no speech and language therapists within local SLT teams with the experience and skills to manage these patients.

· Three patients attended clinic for ENT/Max-Fac intervention but had not had treatment for head and neck cancer.  Despite this they were experiencing dysphagia similar in nature to those patient having been through cancer treatment and required urgent assessment and onward referral to the appropriate SLT teams

· Two patients lived out of area and so were seen once and referred on to their local SLT teams.

· Seven patients were not rehabilitation patients because they were pre-treatment or on-treatment, however they required assessment due to the symptoms of their cancer or treatment.  

· The total amount of SLT time taken with patients outside the MARS remit was a total of 2470 minutes, around 41.17 hours, or just over one working week of SLT time.

Reason Outside MARS Remit
Total time
More than 5 years post treatment end date
1660 mins
Pre-treatment
45 mins
On-treatment
505 mins
Out of area
75 mins
Diagnosis (not cancer)
185 mins
Overall total time spent with patients outside MARS remit
2470mins (41.17 Hours)
Discharge Outcome
Of the 258 patients assessed by SLT in the first year of MARS 145 have been discharged from SLT care., the reasons for discharge can be seen in the table below
Goals Achieved

112

79%

Declined MARS intervention

14

10%

Managed out of area

7

5%

RIP

3

2%

Transfer back to the acute MDT due to recurrence

9

4%

Total = 145 patients
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Admission Prevention, Reduction and Avoidance

· Prompt SVR troubleshooting  and patient valve changes (n = 47) by the MARS SLT prevented aspiration of food, fluid and secretions thus preventing manageable complications such as chest infections/aspiration pneumonia and potentially the need for antibiotics and admission to hospital. 

· The MARS SLT facilitated earlier discharge of patients by liaising with the acute MDT and performing in-patient assessments as required (n = 8). Although the reduction in bed days cannot be calculated for all patients there was one laryngectomy patient where the medical notes stated ‘home on Monday/Tuesday if ENT happy with valve’, by the CNS calling the MARS SLT the patient was able to be assessed on the Friday by the MARS SLT, thus allowing discharge the same day and saving 3-4 bed days.

· Inpatient assessment also prevented other manageable complications, for example one laryngectomy patient required a valve change whilst in hospital with a fractured hip, on SLT arrival the patient was dehydrated as he did not want to aspirate fluids through his leaking valve. Prompt SLT assessment and valve change remedied the situation and allowed the patient to resume oral fluid intake, thus preventing dehydration and aspiration and the need for medical intervention. 

· The MARS SLT was involved in the planned admission of three patients with peripheral leaks around their valve. Planned admission and management of these patients on a specialist ward prevented unplanned admission due to aspiration pneumonia and ensured that the patients received the specialist care required.

· There were several unplanned admissions of patients on the MARS caseload that could not have been prevented by MARS intervention such as admissions due to stroke (n = 3), liver metastases (n = 3), fractures due to bone metastases (n = 1), accidental tube removal (n = 2) as well as unknown cause for admission (n = 1). However there were also admissions that could have been prevented if SLT advice was followed by the patient, in particular two very similar patients reported dysphagic symptoms in the outpatient clinic, both were assessed in the clinic environment and found to have unsafe swallows. They were both referred for video fluoroscopy to aid diagnosis and future management. Both were identified as being severely dysphagic and were advised to remain Nil By Mouth and have a gastrostomy tube inserted and commence swallow rehabilitation exercises. One patient followed SLT advice had the tube inserted, his chest infections stopped occurring and his health improved. The other patient opted to decline the tube and continue to eat and drink orally; unfortunately one month later he was admitted to hospital with aspiration pneumonia. Since this admission he has chosen to have the tube inserted. The cost of this emergency admission and the costs of the in-patient treatment could have been avoided had he followed SLT advice. Another example of a preventable admission was a laryngectomy patient who was advised to increase their nebuliser use by the SLT as they were demonstrating signs of increased secretion viscosity.  They neglected this advice and were admitted to A&E with shortness of breath due to a secretion plug.

Oral Intake Scale

· Patients with dysphagia that were appropriate to receive rehabilitation were  assessed in terms of their functional eating and drinking ability prior to transfer from RSCH to MARS, on MARS initial contact and on discharge from MARS. These patients received advice, exercises, clinic assessment and instrumental assessment as required. The graph shows improvement in all dysphagic patients swallow function with some patients achieving better swallow function than they had prior to treatment.

· The scale used to collect this information is the modified Brisbane oral intake scale. This was used as it is used by RSCH SLT’s and therefore can allow MARS results to be collected/contribute towards overall SLT outcomes.

· It should also be noted that some patients will not have achieved their full level of function as they are still on the MARS caseload*.
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Intelligibility Scale

· Patients with dysarthria (slurred speech, in this case due to altered muscle and nerve function post-surgery or radiotherapy) were assessed in terms of their intelligibility by the RSCH acute SLT’s prior to transfer to MARS, on MARS initial contact and on discharge from MARS. 

· The graph below shows a general trend in terms of improved intelligibility, where there has been little change, this is due to either the surgery undertaken resulting in sacrificing essential muscle or cranial nerves in which case speech therapy is of minimal benefit in terms of improving function but was beneficial in terms of improving general communication ability, or the patient not being concerned by their speech and so not following exercise regimes provided by SLT, or (due to a lack of follow-up prior to MARS) the patient being too far post surgery to see improvements in function due to muscle fibrosis or in-grained poor self-taught strategies. 

· It should also be noted that some patients will not have achieved their full level of function as they are still on the MARS caseload*.
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	6.2 Dietitians
In first year of the Macmillan Aftercare and Rehabilitation Service (April 2013 to March 2014), the two MARS Dietitians (Anna Clayton 0.5wte providing dietetic input at Frimley Park Hospital, Basingstoke and North Hampshire Hospital and the Royal Surrey County Hospital, and Claire Hanika 0.5wte providing dietetic input at East Surrey Hospital and St Peters Hospital) carried out a total of 495 patient contacts.  

The total number of individual patients who had at least one consultation with a MARS dietitian was 224.  A total of 495 dietetic contacts were carried out over the course of the year 

Number of patient contacts at each location by MARS Dietitians:

Total contacts by location:

Royal Surrey

St Peters

East Surrey

Frimley Park

Basing-stoke

Total

New

R/v
New

R/v
New

R/v
New

R/v
New

R/v
New

R/v
Out-Patient

9

2

81

49

42

54

32

34

34

52

198

191

Telephone/
Email to patient

0

1

3

4

0

10

8

10

7

18

18

43

Home visit

0

0

0

0

0

0

0

1

0

0

0

1

In patient

0

0

1

0

0

1

0

0

3

3

4

4

AHP clinic

0

0

0

0

0

0

0

0

0

0

0

0

MDT Liaison

0

0

2

5

2

8

2

5

3

9

9

27

Total

9

3

87

58

44

73

42

50

47

82

229

266

NB.  Frimley Park stats are from June to March, Basingstoke stats are from July to March and Royal Surrey stats are from February to March 2014 inclusive when services commenced at the different hospital sites.  

The majority of dietetic contacts are face to face in out patient settings followed by telephone calls and emails to patients.
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*Telephone contacts do not include liaison contacts with MDT/other health professionals on behalf of patients, these are included in MDT liaison..

A higher number of individual patients were assessed at St Peter’s hospital than at other hospital sites (86).  Individual patient numbers were roughly similar at Frimley Park (39) Basingstoke (45) and East Surrey (46) hospitals.  Lower patient numbers have been seen at the Royal Surrey Hospital (9) as the MARS service there started in February 2014.  
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At present the MARS dietitians cannot attend all of the ENT and Maxillo-Facial clinics running at all of the hospital sites.  Particular clinics that at present are not covered are:

· all clinics running at Ashford Hospital

· all ENT clinics running at the Royal Surrey County Hospital

· 2 Maxillo facial clinics per week at the Royal Surrey County Hospital

· 1 Maxillo facial and 2 ENT clinics per week at Basingstoke and North Hampshire Hospital

Demographics:

The majority of patients assessed by the MARS dietitians were male (78%).  

Age and gender distribution of the patients seen by the MARS dietitians in the first year of the service can be seen below. 
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No details regarding the ethnicity of patients assessed by the MARS team has been kept for the first year of service.

Dietetic advice and outcomes

 Patients have been referred to the MARS dietitians for a variety of reasons.  The most common dietetic advice given was general healthy eating advice (70 patients).  Patients were also seen for advice regarding nutritional supplements (53 patients) enteral feeding (43 patients) and weight reduction advice (12 patients) as well as other reasons, including , pancreatic insufficiency, weight management and cardiac health, stroke, renal dysfunction, eating disorders, Irritable Bowel Syndrome, allergies and intolerances.  
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The dietitians have contributed to the team service objectives of MARS and particularly to the objective:

· decreased reliance on oral and enteral nutritional supplementation where appropriate, through a combination of dietetic counselling and SLT input with the provision of exercises and dysphagia rehabilitation to facilitate transit back to oral diet

Enteral feeding

43 patients have been seen by MARS dietitian for advice regarding enteral feeding.  [image: image12.png]Number of patients
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Following input from the MARS dietitians 9 patients had their feeding tubes removed.  One of these patients was over 5 years from his acute cancer treatment.  A further 11 patients are weaning from using their feeding tubes with the long term aim of tube removal.  These patients range to 3 months from 4 years post their acute treatment.  The intervention of MARS Dietitians has reduced patient reliance on enteral feeding tubes with associated cost savings to the NHS.
In order to provide a baseline measure of length of time enteral tubes remain in situ, a snapshot audit was undertaken in July 2013.  The notes of all enterally fed patients who had contact with the dietetic team at RSCH in May-June 2012 were reviewed.  The average time from insertion until tube removal (among patients whose tube was removed) was 162 days (Range 18 - 319 days.)  Over time any effect the MARS team on the length of time patients retain their feeding tubes should become evident. An audit will be carried out in July 2014 reviewing the notes of all enterally fed patients seen in May and June 2013 to look at the length of time feeding tubes are in situ.  
Initially the feed patients were receiving was recorded by the MARS dietitians.  This created problems when trying to assess patient reliance on feeding tubes, as the calorie requirements of individuals of different ages, sizes and genders varies.  This meant that the same feed could be meeting 50% of the nutritional requirements for one patient but 100% for another patient.  A rating scale for reliance on enteral feeding has therefore been developed over the past year and has been used to rate patients reliance on enteral feeding.  The rating scale levels are:

Level 1 - No enteral tube in situ

Level 2 - Enteral tube in situ, flushes for patency only

Level 3 - Enteral tube in situ for water and medication only

Level 4 - Meeting less than 25% of nutritional requirements enterally

Level 5 - Meeting 25-50% of nutritional requirements enterally

Level 6 - Meeting 50-75% of nutritional requirements enterally

Level 7 - Meeting 75-95% of nutritional requirements enterally

Level 8 - Meeting 95%+ of nutritional requirements enterally

This scale has allowed changes in enteral feeding reliance to be assessed and produce relevant data for this report and analysis of dietetic caseload.  The graph below shows the change in enteral feed reliance for patients who have been weaning from their feeding tubes over the first year of MARS service.  
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Over the next year the aim is to roll this outcome scale out to the dietitians at the Royal Surrey County Hospital to allow more quantifiable rating of patients’ reliance on enteral feed.  .
Oral Nutritional Supplements

77 patients have received dietetic advice around the use of oral nutritional supplements.  Some of these are patients who were weaning from feeding tubes.
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The MARS dietitians recommended commencement of nutritional supplements for 11 patients due to weight loss, poor nutritional intake and swallowing difficulties.  These actions may have prevented hospital admissions.
The MARS dietitians have recommended reducing nutritional supplements for 12 patients and complete discontinuation of supplements for 21 patients.  The MARS dietitians have encountered a number of patients who have continued to take the supplements prescribed for several years since their oncology treatment ended.  Some of these patients had become overweight and were requesting advice on weight management.  Supplements have been stopped for 7 patients who had been taking them for more than a year post treatment.  Reviews by the MARS dietitians have resulted in reduced costs to the NHS from unnecessary prescriptions for oral nutritional supplements.  

NICE Clinical Guideline 32, Nutrition Support in Adults states that best practice is to “Monitor people having oral nutrition support and/or enteral tube feeding in the community every 3–6 months or more frequently if there is any change in their clinical condition.” The MARS dietitians are now carrying out this monitoring for head and neck cancer patients receiving nutrition support who were previously not monitored, ensuring compliance with the NICE guidelines.  
There are limited numbers of outcome measures available in dietetics, with no validated measures available to assess reliance on nutritional supplement or enteral feeding, either in patients with head and neck cancer or more general populations.  The British Dietetic Association, in their publication “Model for Dietetic Outcomes” states that “None of the therapy (outcome) models have proved generally applicable, amenable, or transferable, to the work of dietitian’s as the emphasis needs to be on nutrition and nutritional intake.”

The Royal Brisbane Hospital outcome measures for Swallowing (RBHOMS) is a 10 level scale rating for dysphagia; rating from nil by mouth to swallow being better than pre-morbid level.  A similar scale has been developed by the dietitians within the MARS team to rate the level of reliance on enteral feeding tube and nutritional supplements.  

The rating scales used to assess reliance on nutritional supplements will be:

Level 1 - No ONS

Level 2 - Food Fortification advice, no ONS

Level 3 - ONS taken on a less than daily basis

Level 4 - ONS taken daily, meeting <25% nutritional requirements

Level 5 - ONS taken daily, meeting 25-50% nutritional requirements

Level 6 - ONS taken daily, meeting 50-75% nutritional requirements

Level 7 - ONS taken daily, meeting 75-95% nutritional requirements

Level 8 - Meeting 95%+ of nutritional requirements through ONS

This scale has been used to rate changes in patients’ reliance and had made it easier for the MARS dietitians to quantify the effect of their input with patients prescribed ONS.  There are plans to roll this rating scale out to the dietitians at the Royal Surrey County Hospital in order to allow patient reliance on oral nutritional supplements during and after treatment to be assessed and to allow accurate handover of patient use of ONS. The graph below shows the changes in reliance on nutritional supplements for the 54 patients who had more than one contact with the MARS dietitians:
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In the future this rating scale can be used to examine supplement use in more detail; identifying patinets whose supplement use has both increased and decreased, allowing more in depth analysis of nutritional supplement use in patients post treatment for head and neck cancer.  
Of those patients assessed by the MARS dietitians in the first year of service 47% remain under the care of the service.  37% of patients have been discharged from dietetic care as they achieved their goals.  Smaller percentages of patients declined dietetic input, have been referred back to the Royal Surrey MDT, are manage by other dietitians or have died.
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	6.3 Nutrition Nurses
When MARS was established in April 2013 there were initially 2 nutrition nurses who were employed to cover 0.8 wte, however when Louise Hollingsworth left the post the service was revaluated and the extra hours were allocated to the patient co-ordinator role. There then followed a short period of time whilst the service was covered by Emma Papworth prior to the appointment of Karen Matthews who began in November 2013.

The Nutrition Nurses currently work 0.6 WTE on Tuesday, Wednesday and Thursday, emergency cover out of hours and during annual leave is provided by the CNS at the RSCH. 

The Nutrition Nurse role works as part of a network team providing specialist and dedicated Head and Neck aftercare and rehabilitation. The role holds responsibility for monitoring the management of care liaises with and receiving referrals from: Consultant teams across the network, MDT members, oncology units, GP, DN and home care providers.

Referral reasons can be routine post gastrostomy  tube insertion which are usually reviewed 24 post insertion  (by telephone or direct contact), teaching of tube care, pump and bolus feeding methods and techniques, maintenance checks, removal of feeding tubes, other reasons for referral are when there are problems or potential problems, suggested treatment plans and signposting to AHP or other services.

The Nutrition Nurses are contactable via mobile phones and email.  They are based at the RSCH and visit other localities to provide goal orientated outreach services. The Nutrition Nurses cover existing head and neck consultant clinics at FPH and NHH and AHP clinics. They also visit patients at home to deliver expert nursing care in relation to feeding tubes and provide telephone follow up for patients who are unable to assess the clinics.

The MARS Nutrition Nurse service aims are to:

· Ensure a specialist resource for patient, carers and the multidisciplinary team in the management of Enteral feeding support. 

· Deliver education and advice for staff members and students caring for enterally fed patients. 

· Ensure safe, appropriate and timely assessment of new patients and contact all new patients within 10 days of referral.

The Nutrition Nurses aim to ensure head and neck cancer patients with feeding tubes are reviewed weekly whilst they are receiving treatment to help prevent avoidable admissions regarding enteral feeding tubes and feeding regimes. 

By providing regular contact opportunities and ensuring these patients can contact the team outside of treatment times.  The aim is to enhance  patient experience and build  good working relationships with the patient and their families.  This helps to ensure both feel supported throughout treatment and following discharge from RSCH back to referring cancer units.
157 patients with enteral feeding tubes were referred to the MARS Nutrition Nurses during the first year of the service.  
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Patients were seen for a variety of enteral feeding tube related reasons that can be seen in the graph below:
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8 patients were see due to blocked or damaged feeding tubes, which had they not been resolved would have resulted in an A&E attendance.  Nutrition Nurse intervention avoided the need for A&E attendance.

The majority of MARS nutrition nurse intervention has been for gastrosotmy site reviews (82 contacts) and wound care and removal of sitches post tube insertion (54 contacts).  The introduction of the MARS nutrition nurse has reduced the demand on the nutrition nurse service at the RSCH as patients tubes and sites have been assessed on a proactive basis by the MARS Nutrition Nurses during their oncology treatment.  This has also meant that infections are more likely to be identified in a timely maner and reduce the cost of treatment through early identification.

18 patients had their feeding tube removed by the MARS nutrition nurses.  The MARS nutrition nurse service  has allowed more timely removal of feeding tubes when patients no longer require them.  A retrospective audit is planned to assess the impact of the MARS service on the length of time patients’ enteral feeding tubes remain in situ. 



	6.4 Care Co-ordinator (aka Care Support Worker)
The Care Coordinator role increases the one to one support that can be offered to patients following Head and Neck cancer in line with Macmillan’s quality care advice: ‘There is substantial evidence that one-to-one support can significantly improve access to and quality of care for cancer patients as well as delivering improvements in patient outcomes’ (Macmillan 2014). 

The Care Coordinator fulfils the criteria of providing varied and consistent support for the cancer patient to attempt to effectively provide face to face holistic care, whilst having the expertise of the CNS readily available, to improve the outcome for the patient, and in a cost effective manner. ‘Given the very high value placed on CNSs by patients, and the improved outcomes for patients who have a CNS, we would expect that this evidence and the pump-priming of new posts by cancer charity partners will lead to a continued expansion in one to one support both by CNSs as well as opportunities for care co-ordinator roles to be developed. Our ambition is that every cancer patient should have personalised and coordinated care’ (DH- Improving Outcomes: A Strategy for Cancer 2011).
The care coordinator role involves a number of key elements for example:

· Provides key elements of one to one support to patients

· Supporting patients to navigate the system

· Personalised information and advice

· Signposting and onward referral to other services

· Support with self-management 
The following elements are particularly significant to the Macmillan Care Coordinator role:

· Holistic needs assessment, care planning and symptom control management 
· Smoking cessation

· Organising patient/user engagement to evaluate and direct the service e.g. Focus Groups

6.4.1 Holistic Needs Assessment and Coordination of care

One of the key evolving aspects of the MARS Patient Co-ordinator’s role over the past year has been carrying out Holistic Needs Assessments (HNA) with Head and Neck cancer patients.  This activity is in line with NICE (2012). Head and Neck patients are frequently left with life changing symptoms of treatments. HNA addresses the physical, psychological and social aspects of cancer care, for example: 

· written and other forms of information

· face-to-face communication

· involvement in decision-making

· control of physical symptoms

· psychological support

· social support

· spiritual support

· rehabilitation

· complementary therapies

· self-management and peer support

· family support

· bereavement support

· involvement in the design and delivery of services

· financial support

· smoking cessation advice and support. (NICE 2012)

The Care Coordinator carries out the HNA at consultant led outpatient clinics at the Royal Surrey County Hospital.  The clinics currently attended are the joint Head and Neck clinic (ENT/Maxillofacial & Oncology), and 2 Maxillofacial consultant led clinics.  When attending the Joint Head and Neck clinic the HNA is completed, in conjunction with close liaison with the Head and Neck CNS, with patients who have completed their treatment and have had relevant post treatment diagnostic imaging.

The Care Coordinator role has been extremely beneficial at the Maxillofacial clinics with the implementation of the HNA tool. The assessment has revealed long term problems that patients have not discussed with their consultant, as well as newly presenting problems associated with the patient’s cancer diagnosis and treatment, in relation to aftercare. This has enabled a care plan to be formulated through discussions with the patient, carers or relatives, thus addressing the issues and improving quality of life.  
As an outcome of completing the HNA with patients referrals can then generated where necessary and when agreed with the patient.   Examples of referrals are: SLT, Dietitian, CNS, Citizens Advice Bureau, Social worker, GP. Referrals can also be made to other appropriate outpatient clinics, for example for symptom control management. Referrals to the Fountain Centre at the RSCH are also encouraged, where patients are able to access a range of holistic therapies such as reflexology and massage. More specialised sessions are also held at the fountain centre, for example lymphatic drainage massage.
The Care-Coordinator then reviews the patient where necessary at further outpatient appointments adhering to the HNA Care plans. The effectiveness of issues and treatment strategies identified from the initial assessment can be ascertained and new issues or concerns can be identified and actioned accordingly.

The HNA and care plans are discussed weekly with the lead Head and Neck CNS Anne Hope to ensure the correct procedures are adhered to and the patient receives the best possible care. Given that a consultant runs the Maxillofacial clinic and almost immediate access to CNS advice is available at the Royal Surrey County Hospital the Care- Coordinator role is fully supported to provide quality assessment and review.

6.4.2 Smoking cessation

During the first year of MARS the Care Co-ordinator has undertaken training in order to offer smoking cessation support.  This specialist smoking cessation support can be provided to patients during treatment and in aftercare, whilst creating and maintaining close links with the Smoking Cessation Advisor at the RSCH as well as the Surrey Stop Smoking service.  Future plans include forging links with the smoking cessation advisors at the satellite hospitals to ensure smoking cessation support continues throughout transfer of care to the local hospital.

Assessment support and appropriate smoking cessation pharmaceutical provision can be offered at diagnosis and throughout aftercare. The majority of patients have their initial treatment at the RSCH so can be offered support immediately or at least are known to the Care Coordinator to attempt cessation support and encouragement at a later date.  

A large proportion of squamous cell carcinomas are linked to risk taking behaviours such as smoking and excessive alcohol consumption and there is evidence that abstaining from smoking during Radiotherapy treatment increases the success of treatment. Long term cessation from smoking reduces the risk of disease recurrence.  Input from the Care Co-ordinator pre-treatment is outside of the original MARS remit, but as stopping smoking has such as strong link to reduced recurrence of head and neck cancer it is appropriate to begin this part of the patients rehabilitation at this point.  

There is evidence to suggest that support from professionals is important in assisting patients with risk taking behaviour avoidance, such as smoking and consuming alcohol. ‘Two studies described education groups for patients with head and neck cancers; one met monthly, whilst the other lasted for a week and involved patients whose cancer had been diagnosed a year earlier. Both reported a variety of positive outcomes. The monthly group produced better understanding of the cancer, reduced patient’s sense of isolation, and led to better co-operation with giving up smoking and drinking alcohol. The one-week group led to improved functioning and reduced problems with symptoms (NICE 2004)’. 
Head and Neck patients may require a more individualised support in relation to providing smoking cessation support. ‘The importance of psychosocial support is amplified by the nature of the patients who are most likely to develop UAT (Upper Aero-digestive Tract) cancer. A significant proportion are heavy users of tobacco and alcohol, which can reflect pre-existing difficulties with social integration and means that they are likely to need continuing help to achieve lasting abstinence (NICE 2004).
6.4.3 Service User Involvement – Focus Groups. 
The Care Co-ordinator plays a significant role in evaluating the effectiveness of MARS through bench-marking the service, comparison pre- MARS and to other available aftercare models, in relation to quality in patient experience.  

One of the main projects undertaken by the Care Co-ordinator over the first year of MARS has been the organisation, facilitation and evaluation of a Focus Group in combination with a dedicated Macmillan staff member, to establish baseline measurement of patients experience of the service they received following discharge from RSCH to local hospital. One focus group has already been held at the Royal Surrey County Hospital in December 2013, although the validity if this report is slightly compromised due to a significant number of participants who were unable to attend at short notice on the day of the focus group. 
Factors which could have affected the reduction in attendance could have been the significant geographical distance that some participants had to travel, combined with the focus group being held in December, when many people are busy, which may have contributed to poor turnout. In the near future the Care Coordinator will conduct further Focus Groups which will be held at locations in or within close proximity to the satellite hospitals that MARS cover. Hopefully this will provide potential participants with less travel difficulties. 

Care Co-ordinator Patient Contacts by Type
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NB: During early 2014 the MARS Care Coordinator was unwell for 6 weeks so there was a reduction in patient contents during this time.
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	Section 7                          Levels of Intervention or dependency
Patient complexity was rated by the Speech and Language Therapists and Dietitians using the Macmillan levels of intervention scale.



	7.1 Speech and Language Therapist

As can be seen below the majority of patients assessed by the MARS Speech and Language Therapist over the first year of service have been Level 3 complexity and above (70%).

Level 1 - 1-off advice/consultancy to others in person or over phone, no patient contact
8 (3%)

Level 2 - 1-off assessment in clinic and discharge

71 (27%)

Level 3 - Increased pt complexity, multiple pt contacts, liaison with other agencies

110 (43%)

Level 4 - Long-term specialist involvement, multiple problems/co-morbidities, changing disease status, challenging family dynamics, liaison with multiple other agencies

69 (27%)
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	7.2 Dietitians

Patient complexity was rated by the dietitians using the Macmillan levels of intervention scale (see below)

Level 1 - 1-off advice/consultancy to others in person or over phone, no patient contact

Level 2 - 1-off assessment in clinic and discharge

Level 3 - Increased pt complexity, multiple pt contacts, liaison with other agencies

Level 4 - Long-term specialist involvement, multiple problems/co-morbidities, changing disease status, challenging family dynamics, liaison with multiple other agencies

The majority of patients seen by the MARS dietitians were of Level 3 (84) complexity.  Similar numbers of patients were Level 4 (65) and Level 2 complexity (66) with a small number of patients of level 1 complexity (9).  This highlights that the majority of the MARS dietetic case load (67%) are of level 3 or 4 complexity; requiring multiple patient contacts, liaison with other agencies and specialist involvement.
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	Section 8                          Case studies/Service user stories

	A head and neck cancer patient satisfaction survey is currently in progress 

to audit the Team’s first year of service.  A focus group has been completed (see Care Co-ordinator Section 6).  Some patient comments and compliments have been collated over the year and are attached.   Positive feedback has also been received from the Head & Neck Consultants, reflected in their support to secure funding to continue the service. 


	8.1 Speech and Language Therapy

Case Study 1

Case Study 1 – Example of SLT patient intervention.

Patient background: 89 year old male, Mr R, diagnosed with moderate to poorly differentiated squamous cell carcinoma of the left vocal cord managed with chemo-radiotherapy in October 2010. Recurrence diagnosed in June 2012 staged at T4aNxMx managed with a wide-field laryngectomy, left thyroid lobectomy and primary puncture for Surgical Voice Restoration (SVR). 

Relevant Medical History: COPD.
Social History: Lives with wife.

SLT input prior to MARS: Mr R was seen by the RSCH SLT team prior to MARS in order to manage his laryngectomy and SVR, however he reported finding the journeys to RSCH very demanding and stressful.

MARS SLT intervention: Mr R was first seen by the MARS SLT in May 2013 in one of the cancer unit consultant clinics as the consultant was concerned his SVR prosthesis was too long and pistoning. The MARS SLT re-sized Mr R’s tracheo-oesophageal puncture tract using a sizing device and the Blom-Singer 16Fr 10mm exdwelling voice prosthesis was changed to a Blom-Singer 16Fr 10mm exdwelling voice prosthesis.

Concerns on initial assessment:

1. SVR prosthesis too long and pistoning which can cause peripheral leakage of food/fluid around the prosthesis and eventual breakdown of the TEP which would require surgical intervention to repair.

2. Mr and Mrs R report reduced confidence with cleaning the stoma and valve. FOOTNOTE: Mr R had one A&E visit when the prosthesis became dislodged with vigorous cleaning. This was prior to the introduction of MARS, if MARS was in place an A&E attendance could have been prevented with an outpatient appointment.  SLT observed and discussed their techniques and provided reassurance that their technique was now excellent.

MARS review 1: Current concern: Mr R presented at clinic frustrated that the baseplates used to secure the humidification system/ heat moisture exchange (HME) were ‘blowing’ when he produced voice. SLT review identified that the problem was twofold: (1) the strap used to secure the exdwelling prosthesis breaking the baseplate seal. In order to overcome this difficulty the exdwelling valve was replaced with an indwelling valve which allows the insertion strap to be removed. Although these valves must be changed by SLT, Mr and Mrs R reported that they did not feel they would ever want to change the valve themselves anyway, therefore changing to the indwelling valve would not inhibit patient independence. (2) The baseplate not securing/adhering to the peristomal area sufficiently in the region of the sternocleidomastoid. The MARS SLT selected samples of several baseplates for Mr R to try to see if any of the different brands/designs improved adhesion.

MARS review 2: Current concern: Patient frustrated as he reports his voice often ‘cuts out’, and he has particular difficulty producing voice first thing in the morning until he has cleaned his prosthesis. SLT provided an explanation that the early morning difficulties were likely due to the increased secretions due to his COPD collecting around and in the barrel of the prosthesis and inhibiting airflow and suggested making prosthesis cleaning/management the first task of the day. SLT also ordered specialist ‘Micron’ HME filters which offer improved air filtration and can be beneficial in reducing secretion production in some patients. Mr R was provided with email support during this trial period. Although Mr R did not feel the Micron filters improved his secretion management he did appreciate the support he was receiving from SLT as evidenced by a quote taken from one email: “…so many thanks, it is so refreshing to have someone we can contact…”.

Mr R was also  reporting a worsening voice as the day progresses, The MARS SLT attributed this to COPD related general fatigue of the respiratory musculature as in clinic he was not exhibiting sufficient exhallatory effort to produce voice. Ways to facilitate improved breath support were discussed and demonstrated to Mr R.  

MARS review 3: Current concern: Patient coughing when he drinks as the current voice prosthesis is failing and requires replacement. Mr R’s valve was observed to be too long again. The TEP was re-measured at between 6-8mm therefore the 10mm prosthesis was removed and an 8mm one inserted. The change in the TEP length was due to a 7lb weight loss as Mr R was a newly diagnosed borderline diabetic and had cut out sugar. The MARS SLT suggested Dietetic review to discuss suitable diet options. 

MARS review 4: Session for introduction of Hands-free tracheostoma device (ATSVII). Mr R was keen to try a hands-free device that would enable him to communicate/use alaryngeal voice without having to depress the HME to redirect air through the prosthesis. The device was assembled and inserted in to Mr R’s baseplate whilst close monitoring of respiration was conducted. Once Mr R was comfortable with respiration Mr R was trained to alter his alaryngeal voice to be able to effectively produce voice, this was initially difficult due to the different tracheal pressures needed to trigger the device, however after 20 minutes he was able to talk in full sentences with only occasional intermittant dysphonia when he did not use sufficient breath support. To overcome this difficulty diaphragmatic breathing techniques were demonstrated, discussed and implemented. Once Mr R was happy with the device function in use, a full explanation and demonstration of assembly, deconstruction and cleaning was provided. A regime of 2 hours practice per day was commenced with the offer of support via email and telephone as often as required.

MARS review 5: Current concern: Prosthesis change as central leak. Mr R’s prosthesis was sitting snugly at the superior aspect but the lower portion of the valve appeared too long. A full explanation was provided to Mr and Mrs R and they were shown how to monitor for pistoning of the prosthesis and peripheral leaks. A 6mm valve was ordered to try during the next valve change if necessary. 

Email contact from patient: Concerned as misplaced TEP dilator. SLT sent patient a new dilator and provided instructions of what to do if the prosthesis becomes dislodged in the meantime, including attending A&E attendance for insertion of a catheter to prevent TEP closure.

MARS review 6: Current concern: Mr R was managing the hands free device well but was still having difficulty in two areas (1) achieving full seal between the baseplate and the hands-free device so he was getting blowing of the baseplate with the increased expiratory effort required to produce voice. Stabilibase baseplates were the most successful but they still did not resolve the problem. Mr R was not suitable for silicone glue due to the delicate nature of his post radiotherapy peristomal skin.

(2) Intermittant voicing with his speech ‘cutting out’. There was no issue with the device set up and Mr R reports the problem worsens with increased communication. SLT hypothesised that the problem was caused by weak closure of the device diaphragm due to reduced breath support. Mr R was keen to persevere with the hands free device but understood that this device may not be suitable given his COPD. The agreed plan was to persevere for another 3-6 months and if no improvement MARS SLT to order a different hands-free device with interchangeable diaphragms. A review by Mr R’s respiratory consultant was also suggested to ensure his COPD medications are correct.

Multiple email contacts were provided offering advice in regards to various aspects of the hands-free device but particularly the increased adhesive baseplates which were causing damage to the peristomal skin. Advice was provided about changing back to the less adhesive baseplates and ensuring Cavilon cream was used to treat the affected area. When this did not improve the situation Mr R was advised to return to the laryngectomy tube and associated neck strap to allow the peri-stomal skin to heal.

Email contact from patient: Current concern: Coughing with fluids, prosthesis failure requiring change. Unfortunately Mr R’s prosthesis failed on a week when there was no clinic at the cancer unit he usually attends so an appointment was offered at RSCH for the valve change. Mr R felt that the journey was too much for him to manage therefore the MARS SLT provided advice re what to do in the meantime, including providing full details on appropriate fluid thickener powder products to use in his fluids to prevent aspiration. The MARS SLT also ordered a valve plug for managing future central leaks so that thickener is not required as there would be a concern over dehydration due to the less palatable nature of the thickened fluids.

MARS review 7: Current concern: prosthesis change as central leak. During the prosthesis change it was noted by the MARS SLT that Mr R’s trachea was red and inflamed. SLT arranged for ENT review and reassurance was provided that there was no infection but the likely cause was mild trauma caused by the fenestrated laryngectomy tube that Mr R had to wear due to the damaged peri-stomal skin from the extra adhesive baseplate use. A solution was devised in terms of cutting a small patch of gauze to cover the broken patch of skin, securing with adhesive tape to prevent it falling in to the stoma then applying a low adhesive baseplate over the top. Mr R would be likely to experience blowing of the baseplate but it would allow sufficient time for healing of both the trachea and peristomal skin. 

Planned future SLT intervention: 

· Resume hands free device one patient able to tolerate baseplates with increased adhesion 

· Prosthesis changes as required

· Ongoing support in relation to laryngectomy care and management

SLT goals achieved:

· Improved quality of life and cost savings in terms of ensuring Mr R was using the correct products for his laryngectomy care (baseplates, HME, voice prosthesis etc) as well as introduction of the hands free device. Mr R reported that his biggest improvement to his quality of life is that he can have a conversation with his wife whilst doing the washing up!

· Face to face and proxy (telephone/email) advice and support to Mr and Mrs R in all aspects of laryngectomy care and maintenance.

· Cost saving by avoidance of emergency voice prosthesis change in A&E and management of complications such as baseplate use by SLT rather than GP or ENT consultant.



	8.2 Dietetics
Case Study 2 – Example of MARS dietetic patient intervention

HNC Patient Background:    

 62 year old male, Mr L, diagnosed with a T1N0 left vocal cord, T2N0 posterior pharyngeal wall head and neck squamous cell carcinoma in March 2012.   Treated at St Luke’s Cancer Centre (SLCC), Guildford with radiotherapy.

Relevant Medical History:  Alcoholic  liver disease.  Wheelchair user due to limited mobility.

Social History:   Lives alone.  Sister lives nearby and cooks evening  meal for Mr L.   Alcohol intake unclear/unreliable, previously heavy drinker. Smoker.  No wish to access support services for alcohol/smoking reduction/cessation.
Weight history:


Height: 1.57m

Weight

BMI (ideal range 19.5-25)


March 2012 – on diagnosis  + feeding tube placed
55kgs  

22.3

May 2012 – end of radiotherapy


50kgs

20.3

March 2013 – last hospital review


45kgs

18.3

July 2013 – 1st contact MARS



47.5kgs

19.3

September 2013 – 2nd contact MARS


49.3kgs

20

February 2014 – 3rd contact MARS 


50.6kgs

20.5

March 2014 – Feeding tube removed


50.6kgs

20.5

MARS dietetic intervention:

Mr L was first reviewed by the MARS Team approximately 1 year post-radiotherapy treatment and 16 months post-feeding tube placement. 

Dietetic issues on assessment and intervention:  

· Persistent low body weight.  Mr L had a percutaneous endoscopic gastrostomy (PEG) feeding tube in situ; however he had not used this since his radiotherapy treatment and was keen to have it removed.  The Consultant had informed him that PEG removal would not be feasible until his weight improved.  He was eating and drinking a soft-normal diet.  Mr L reports never taking breakfast, and a diet history reflected an erratic meal pattern  consisting  mostly of  high-fat, low-fibre foods and snacks, with inadequate protein, fruit and vegetable intake.  Prescribed nutritional supplement drinks were taken occasionally but inconsistently.

Dietetic Intervention:

· Recommendations made to encourage 2 hourly snacks and nutritious drinks, including increased dietary protein to preserve muscle mass, improve quality of diet and aid weight gain.  Appropriate snacks/drinks recommended that Mr L could prepare himself during the day. Written information provided.   Encouraged 1 x daily nutritional supplement to be taken inbetween meals.  Motivational discussion to encourage Mr L to gain weight without using feeding tube at this stage.

· Infected PEG tube site.  On discussion it appeared Mr L was flushing his feeding tube erratically if at all and, on examination, the tube site was oozing and the tube itself dirty.  Mr L  reported having had several tube site infections since placement for which he had received antibiotics.

Dietetic Intervention:

· Tube site observed and arranged for swab to be taken to check for further infection.

· Emphasised need to clean and flush tube regularly to prevent infection despite  not using tube for feeding.

· Diarrhoea.   On discussion Mr L reported his bowels were very loose and opened at least 10 times daily.  He reported this had been an ongoing issue for many months.

Dietetic Intervention:

· Discussion with Mr L regarding pancreatic insufficiency and use of pancreatic enzymes.  Transpired Mr L was briefly prescribed Creon by a Gastroenterologist in February 2012 following one abnormal and one normal faecal elastase  test.  Mr L stopped after 3 months as he felt the  problem had resolved.

· Highlighted likelihood of pancreatic insufficiency with Mr L’s ENT Consultant as potential cause of lack of weight gain; pancreatic enzymes prescribed.  Mr L advised on how to take enzymes.

MARS Review 1:

Mr L had increased his weight by almost 2kgs since first review 2 months ago.   His sister advised he had been eating much better and she had supervised him to ensure adequate food and snacks available and increased the protein content of his meals.  Mr L reported that his bowel frequency had significantly reduced from ~10 times to approximately 4-5 times daily.  However, on discussion Mr L was taking Creon with his main meals only, ie lunch and supper.   Mr L had completed a course of antibiotics for a tube site infection which on review appeared better although still slightly oozy.


Dietetic intervention:
· Advice provided on taking pancreatic enzymes with all high fat snacks, eg, pork pies, cheese, crisps, sausage rolls, to control bowel motions further and enable weight gain.

· Further PEG site swab arranged to check for infection.

· Encouraged to continue progress with view to facilitating PEG tube removal once normal BMI achieved.

MARS Review 2:
Mr L had increased his weight further achieving a normal weight for height body mass index (BMI) of 20.5 (ideal range 20-25).   He reported a good appetite and was snacking regularly throughout the day, although still mainly on high fat foods.  Mr L was now taking pancreatic enzymes with all high fat meals/snacks and reported that his bowels had improved.    Mr L’s PEG site looked red and dirty although no further infection had been diagnosed.


Dietetic intervention:
· Liaise with Nutrition Nurse to arrange for tube removal in view of normal BMI achieved, Mr L not using the tube, and the PEG being a source of infection.
· Cancel Feed Company delivery of syringes.
· Reiterated need to maintain weight, with regular meal/snack pattern.

MARS Review 3:

Mr L was managing to weight maintain since feeding  tube removed.  PEG site observed to be healing well.  Reported good appetite and intake.  Encouraged regular snacks/meals and activity to tolerance to maintain/increase weight.  Mr L reports bowels still temperamental.


Dietetic intervention:

· Praise and encouragement provided in view of weight maintenance.

· Increase in enzymes advised with very high fat foods/snacks to reduce bowel symptoms.

Planned Future Dietetic Intervention: 
Continue to monitor weight and bowels at next review.  Discuss introducing healthier diet, with more fruit and vegetables as tolerated with regard to maintaining bowel control and weight. Check ongoing requirement for nutritional supplements and alter prescription accordingly. Discharge with individually tailored healthy eating and lifestyle advice if appropriate to do so.

Dietetic goals achieved:
· Improved patient quality of life via stabilisation of weight and normal BMI, improved oral intake, removal of feeding tube and control of bowel function;

· Carer support via guidance on appropriate patient diet;

· Cost saving of tube feeding equipment, syringes, replacement tubes, feeds;

· Cost saving by potential avoidance of A&E attendance through early identification of tube site infections and timely treatment.



	8.4 Care co-ordinator
Case Study 3

· Mr C being monitored by consultant at outpatient clinic
· Presents at clinic with suspect recurrence
· HNA completed by Care Coordinator with patient
· Unable to eat and drink adequately due to swelling and pain.
· Specialist SLT review requested
· SLT able to provide aids for eating and drinking which proves successful
· Referred to Specialist dieitian to review oral intake
· Close liaison and support from CNS
· Review carried out at next clinic appointment


	Section 9                         User feedback

	9.1 Speech and Language Therapy
· The post-holder has received numerous communications via text message, email and letter thanking them for their input and support, some recent examples include:
· 08.04.14 via email (patient JR) “I really appreciated all of your input last week, thank you”
· 01.04.14 via email (patient Mrs T) “I was so pleased to hear your voice today… I can’t wait to see you and talk to you… Mr X is very important to me and of course (so are) you…”
· 03.05.14 via email (patient Mr R) “Very many thanks for your kind E.Mail – the information was much appreciated.  No one has ever given us so much detail – I was just shown where it goes! Also thank you for sending a replacement so promptly – it came on Saturday morning. Hope you had a nice break and again many thanks – it really is appreciated. All the best – Sincerely Mr R.”
· Feedback from the director for cancer services after the RSCH NHC study day: “The speakers all spoke with passion and expert knowledge and understanding of patient needs .Please send my thanks to the MARS team for an excellent presentation.”
· Feedback from the lead cancer nurse following the RSCH NHC study day “Just wanted to congratulate you all on your presentation on Friday, it was very well done and was delivered with great passion and professionalism. Lots of feedback and interest on the MARS team…”
· Feedback from the Macmillan AHP lead following presenting at the Macmillan conference “I just wanted to thank you all for your excellent contributions and presentations in the workshops. I thought it was a great team effort. I certainly gained inspiration from hearing all about your innovative services.”

	9.2 Dietitians
3 written compliments have been received from patients 
Verbal compliments have also been received by both MARS dietitians thanking them for their support and advice to patients.

	9.3 Care Co-ordinator

Service User Focus Group report:
The aims of the Focus group were to identify a benchmark of Head and Neck cancer patient experience, in terms of aftercare following discharge from RSCH and transfer to the local hospital, prior to Mars formation. 

Three patients and one carer attended the group, held at the Fountain Centre on the 16th December 2013. All patients underwent treatment at the Royal Surrey County Hospital and some received treatment at Frimley Park Hospital and East Surrey Hospitals.  Participants in the Royal Surrey County Hospital (RSCH) Macmillan Aftercare Rehabilitation Service focus group were overwhelmingly positive about their treatment and about the support that they received.
Two of the patients had received support from a Clinical Nurse Specialist (CNS). The patient who did not receive this support said that they felt well supported, but that it would have been beneficial to have a specialist nurse present when discussing treatment options on the ward. This person also reported feeling confused by the number of professionals involved in their treatment, which took place over three hospital sites. It was also suggested that having a CNS present would have been much more important for patients who do not have the support of friends and family.

The improvements that were suggested by patients and carers who took part in this group were they would like to see more CNS support made available at their local hospital as they reported being aware of how busy the CNS’s were. It was also suggested that support continued through the monitoring stage, from a range of Head and Neck cancer specialist professionals

What patients reported 

All three patients reported some ongoing changes to their neck, oral cavity or voice following surgery or Radiotherapy treatment. Two of the three participants received support from a SLT and a Dietitian at the RSCH. All participants reported having the support of a CNS at the RSCH. All participants said that they felt initially well supported but could not recall seeing a Nutrition Nurse, SLT or Dietitian when transferred to their local hospital. Two participants reported having the support from a CNS at their local hospital.

All three patients reported a range of side effects as a result of treatment – ranging from ‘a little tired’ to ‘everything going’. All participants reported that they would have liked the option of support from their multi-disciplinary team to continue for longer, in order for them to manage and seek advice for ongoing symptoms.

Rehabilitation Survivorship and Aftercare
One person identified that the point that they most needed support was post treatment. This person said that they received most support during and before treatment. The person identified that they felt unsupported in ‘getting back to normal’ following treatment, when the need for support did not simply diminish because treatment had finished. This highlights perfectly where the MARS team are able to continue with supporting Head and Neck patients beyond treatment, where often the after effects of treatment can be just as unpleasant as the initial treatment itself.
One person said that they would have benefitted from specialist psychological support. ‘It feels like last week. There’s nobody to talk to about it.’ This emphasises the crucial importance of the provision of Psychological support in aftercare for Head and Neck patients. 

Research shows how some form of psychological support can be beneficial to head and neck cancer patients. A study from Sweden of group cognitive-behavioural therapy which

began at the time of diagnosis and continued at increasing intervals for a year, reported that patients who participated in psychological therapy showed greater improvements in most areas of functioning than controls who only completed the questionnaires. The intervention led to improved emotional and social functioning, and better quality of life (NICE 2004).

This raises the issue that support of this type is not currently adequate within cancer rehabilitation aftercare. It also highlights the need to provide patients with ongoing support through close monitoring and specialist advice. Through supporting patients not to return to risk taking behaviours, and by encouraging healthy lifestyles, Health Professionals can contribute to reducing the risk of recurrence. By providing this type of support to patients, the potential to improve quality of life in survivorship can also be achieved.


	Section 10                         Other service activity

	Education

· Presentation at a Head & Neck Study day held by the Royal Surrey County Hospital Head & Neck Team to Allied Health Professionals 

· Presentations at the Macmillan Professionals’ Event, Manchester

· Presentations/updates to AHPs at other hospitals

· Regular input to departmental journal clubs

· Involvement with training of dietetic students on placement

· Informal as required knowledge enhancement to a variety of healthcare professionals within the MARS Team clinic locations

Audit and Research

· Ongoing audit of MARS contacts and patient outcomes
· Audit of MARS pilot results
· Pilot results reported at RSCH Tumour Working Group
Service Development

· Development of patient database for auditing purposes.
· Development of outcome measures to evaluate reliance on enteral feeds and nutritional supplements.
· Involvement in the RSCH head and neck surgery enhanced recovery programme which aims to improve outcomes and reduce length of stay for patients undergoing surgery involving a free flap.

· Implementation of AHP clinics to support survivorship in head and neck patients post treatment.

Resources

· Posters, leaflets and business cards produced to highlight and advertise new MARS service.
· Pureed diet sheet for head & neck cancer patients completed awaiting Trust approval.

· Await funding of portable scales as lack of availability at 2 locations.

· Await funding of hand grip dynanometers to use in assessing nutritional status.


	Section 11                         Learning and development

	11.1 Speech and Language Therapy

· Attendance at Macmillan Induction 
· Community Head & Neck Team (CHANT) shadowing day 
· IT training to enable remote access and paperless record keeping
· Mandatory Training updates
· Adverse incident reporting – 08.11.16

· Adult BLS – 25.02.14

· Child protection level 1&2 – 09.11.14 (level 1, booked to attend level 2 25.04.14)

· Conflict resolution – 15.11.14

· Consent – 02.07.15

· Equality & Diversity – 09.11.14

· Fire Safety – 31.10.14

· Health and Safety awareness – 18.02.14

· Infection control – 23.01.15

· Information governance – 24.01.15

· Manual handling –04.04.14

· Safeguarding adults level 1&2 –25.04.14
· Palliative Care Significant Interest Group “To rehab or not to rehab? Rehabilitating the palliative care patient”
· 5 day Advanced Surgical Voice Restoration course
· Royal Surrey County Hospital Head & Neck Study Day
· Macmillan Conference 2013
· 6 day Team Leader Development Programme 
· Macmillan Head and Neck Cancer study day at Kent and Canterbury Hospital
Cough reflex testing course - converting theory to practice

	11.2 Dietetics

The MARS dietitians have attended the following study days during the past year:

· Head & Neck Survivorship Study Day, Royal Surrey County Hospital (AC)
· Head & Neck Study Day, Southend (AC)
· Head & Neck Survivorship Study Day, Chichester (AC)
· Community Head & Neck Team (CHANT) shadowing day (CH, AC)
· Macmillan Induction day (CH, AC)
· Mandatory Trust training (CH, AC)
· IT training to enable remote access to RSCH computer files and paperless record keeping (CH, AC)

	11.3 Nutrition Nursing

The MARS Nutrition Nurses have attended the following study days during the past year:

· Head and neck survivorship study day at RSCH. (EP, KM)

· Head and study day Southend-on-Sea (EP, KM)

· Macmillan Induction day (EP, KM)

· Mandatory trust training (EP, KM)

· IT training to enable remote access to RSCH and paperless record keeping, Databases Oasis and Somerset(EP, KM)
· RSCH induction training (EP)


	Section 12                         Future plans and targets

	The MARS Team continues to develop regularly reviewing its practice and protocols to provide high quality care for patients.  In 2014-2015  the MARS team aim to:
· Continue to monitor effectiveness of service and secure long term funding
· Continue to promote the MARS team within the RSCH Head & Neck Team and localities
· Continue data collection and auditing of MARS service
The MARS Team continues to develop regularly reviewing its practice and protocols to provide high quality care for patients.

 An audit of clinic lists is being carried out to review the numbers of patients attending these clinics who have not been able to access MARS.  The MARS input offered at each site will then be reviewed to ensure the resource is best placed to provide maximum benefit to patients.

	12.1 Speech and Language Therapy

Planned activities
· Survey to audit patient experience and satisfaction with MARS service 

· Survivorship day(s) for head & neck cancer patients

· Publication outlining the implementation of MARS in a variety of publications

· Contribute to the pilot study to evaluate use of grip strength as a prognostic indicator and marker of nutritional status in head and neck cancer patients in the aftercare setting in terms of the patients functional oral intake capabilities

The MARS SLT role will continue to evolve and develop during 2014-15 in line with the needs of the service and the post holders appraisal aims and objectives.

· Continue to maintain the MARS SLT database

· Contribute to and report on audit of the service with MARS colleagues 

· Investigate feasibility of utilising cough reflex testing within he clinic environment (in conjunction with acute HNC SLT)

	12.2 Dietetics

Planned activities
· Survey to audit patient experience and satisfaction with MARS service. Completed
· Poster presentation at European Congress on Head & Neck Oncology, Liverpool Completed
· Entry onto the Quality in Care Oncology Programme 2014 Completed
· Survivorship day for head & neck cancer patients

· Publication outlining the implementation of MARS

· Validation of new MARS dietetic outcome measure to assess patient reliance on nutritional supplements and enteral feeds

· Pilot study to evaluate use of grip strength as a prognostic indicator and marker of nutritional status in head and neck cancer patients in the aftercare setting

	12.3 Nutrition Nursing

Development plan for 2014-2015

· The nutrition nurses plan to audit the prevalence of hypergranulation to feeding tube sites, as this can impact on our patients quality of life and is a frequent reason for referral. We aim to use an audit tool to identify prevalence then review current research to reflect best practise and produce a care document.

· In order to monitor the long term effects of  enteral feeding tube we aim to promote our service and identify existing services users prior to the establishment of the MARS team

· Jointly with the dietitians we aim to audit the duration of enteral feeding received by patients pre and post MARS input to quantify the impact the service has made

	12.4 Care Co-ordinator (aka Care Support Worker)
Smoking Cessation

Forging links with smoking cessation services at satellite hospitals to ensure continuity of support to patients 

Aftercare and survivorship and moving on from cancer programme 

The care co-ordinator role will be heavily involved in the planning and implementation of a moving on from cancer programme together with the Frimley Park Head and Neck CNS. The programme will be influenced by the results of the patient survey carried out in June 2014.  A potential model for the course consists of a six week course including educational sessions and workshops, advice and self-management support. Topics may include psychological support, occupational assistance and advice, dietary education and support and other areas identified by patients themselves.  Patients will be encouraged to continue to develop links and friendships they have made during the programme and will be supported with this. 

‘Patients who were members of support groups, interviewed for a British study of head and neck cancer care, felt that these provided a lifeline. They described the relief of meeting someone who understood what they had been going through and valued access to a person at the other end of the telephone if they needed to talk’ (NICE 2004)

Liaison with services already carrying out similar programmes will also be conducted, as well as the opinions and advice of specialities within the MARS team.
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