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 One in which a patient is diagnosed with cancer during an 
unscheduled hospital admission.  The admission may have been 
initiated by: 

 Self-referral – where the patient or relative/carer seeks management 
of a cancer symptom through an accident and emergency department 
with that contact resulting in an admission, and cancer is subsequently 
diagnosed during that admission; 

 Primary care – where the patient is admitted as an in-patient by a 
primary care practitioner (including out of hours and Bed Bureau) 
either via an emergency department or directly to an acute medical or 
surgical unit for management of a cancer symptom, and is 
subsequently diagnosed with cancer during that admission; 

 Secondary care – where a patient is admitted directly from a 
consultant outpatient clinic where they have been referred with a 
relevant symptom, and cancer is subsequently diagnosed during that 
admission. 

 

 

 

What is an emergency presentation? 

NCIN Data Briefing.  Routes to Diagnosis: Exploring Emergency Presentations, NCIN, 2013. 
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NCIN Data Briefing.  Routes to Diagnosis: Exploring Emergency Presentations, NCIN, 2013. 
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A couple of key questions  

 What do we know about what is happening in 

general practice pre-emergency presentation? 

 Synthesis of significant event audits 

 What do we know about risk factors for 

emergency presentation?  

 Systematic literature review 
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Significant Event Audit 

• Embedded within UK 
general practice. 

• Asks the questions: 

– What happened? 

– Why did it happen? 

– What has been 
learned? 

– What has been 
changed? 
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Objective 

To use Significant Event Audit reports as a means of 

identifying primary care involvement prior to emergency 

presentation with cancer: 

 Consider presenting factors for patients diagnosed as 

emergencies. 

 Consider practice or service related issues for these 

patients. 

 Identify factors that may be amenable to intervention. 

 Identify key learning points that practices have drawn 

from considering these diagnoses, along with any changes 

introduced to their practice. 
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Methods 

 Worked with three cancer networks and one SCN 

in England. 
 

 Developed cancer orientated SEA tool 

 Combined SEA data from four projects carried out 

between 2008-2014 

 In each project, GPs were asked to complete a 

cancer-specific SEA template relating to the last 

patient in the practice with a relevant cancer 

diagnosis 
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Data collection 

 Data source 1 (2008/2009) : 

 32/132 lung cancer SEAs. 

 9/32 teenager/young adult cancer SEAs. 

 Data source 2 (2010/2011) : 

 24/78 upper GI cancer SEAs. 

 18/68 ovarian cancer SEAs. 

 Data source 3 (2012): 

 39 emergency presentation specific SEAs (any cancer type). 

 Data source 4 (2014): 

 100 emergency presentation specific SEAs (any cancer type). 
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Data analysis 

 A qualitative approach to analysis was adopted: 

 Each SEA represents a narrative account of a specific 

event and the context surrounding it. 

 As part of the original projects, an Interpretative 

Matrix was developed for each cancer group: 

 Facilitated identification of common and diverse 

aspects of presenting feature / pathways of care.   

 Meta-synthesis of the key findings across the data 

sources was then conducted. 



CHARACTERISTICS OF 222 INCLUDED PATIENT DIAGNOSES 

Gender Cancer site 

Male 107 (48.2) Lung 72 (32.4) 

Female 107 (48.2) Upper GI 28 (22.9) 

Not reported 8 (3.6) Gynaecological 25 (11.2) 

Age at diagnosis Haematological 22 (9.9) 

Range 10–92 Colorectal 21 (9.4) 

Mean / SD 65.4 / 17.2 Urological 11 (4.9) 

Status Brain / CNS 10 (4.6) 

Alive 127 (57.2) Unknown primary 9 (4.1) 

Dead 87 (39.2) Melanoma 2 (0.9) 

Breast 2 (0.9) 

Bone / sarcoma 2 (0.9) 

Carcinoid 1 (0.5) 

Head and neck 1 (0.5) 
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 Many patients presented with symptoms related to 

the eventual cancer diagnosis. 

 Others presented with symptoms not immediately 

suggestive of cancer, including vague or non-specific 

symptoms. 

 Almost half of patients had multiple symptoms at 

emergency presentation. 

Symptoms at EP 
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SYMPTOM TYPE BRAIN CRC GYN HAEM LUNG UGI UROL 

Abdominal distension           

Abdominal or iliac fossa pain         

Anal pain              

Bowel obstruction            

Constipation            

Diarrhoea             

Dysphagia              

Jaundice              

Nausea           

Vomiting         

Weight loss (inc. cachetic)           

Gastrointestinal 
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SYMPTOM TYPE BRAIN CRC GYN HAEM LUNG UGI UROL 

Abnormal bloods (except 

anaemia) 
           

Anaemia             

Appetite loss           

Back or joint pain           

Bleeding             

Bruising              

Dehydration or not drinking             

Generalized pain             

Itching, pruritus              

Swelling, lump or mass           

General 
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Primary care input 

PATHWAYS TO EMERGENCY PRESENTATION 

Source of referral Patients (%) 

Practice arranged 65 (53.3) 

OOH arranged 6 (4.9) 

Self-referral to A&E 31 (25.4) 

Unclear 20 (16.4) 

Primary care input Patients (%) 

Arranged hospital attendance 116 (52.3) 

Prior contact with practice 99 (44.6) 

No input from practice 7 (3.1) 
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Insights into presentation 

 Accounts where there was protracted contact with 

primary care in the main demonstrated complex 

presentations. 

 This was often related to elderly patients. 

 There were few „classic‟ presentations. 

 Where earlier intervention may have been possible, 

there were often reasonable explanations involved. 
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“Delayed” intervention 

Reasons for this included: 

 Patients refusing earlier referral. 

 Referral being made, but the patient is subsequently 

admitted before the clinic visit. 

 Reassurance provided by negative test results. 

 Improvement of initial symptoms or a change in the 

focus of symptoms. 

 Sudden deterioration prior to arranged review. 

 Patients not presenting with symptoms related to the 

cancer with which they were diagnosed. 

 Complexity related to co-morbidity. 
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 Objective: To identify the patient and practitioner factors that 

influence lung and colorectal cancer diagnosis via emergency 

presentation 

 Design: Systematic review of the world literature 

 Data sources: MEDLINE, EMBASE, CINAHL, EBM Reviews 

(including the Cochrane Database of Systematic Reviews), Science 

Citation Index, Social Sciences Citation Index, Conference 

Proceedings Citation Index–Science and Conference Proceedings 

Citation Index–Social Science and Humanities 

 1996-2014 

Risk factors for emergency  

presentation 

Mitchell ED, Pickwell-Smith B, Macleod U. Risk factors for emergency presentation 

with lung and colorectal cancers: a systematic review.  BMJ Open In press 
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Study selection 

 Studies of any design assessing factors associated with diagnosis of 

colorectal or lung cancer in the context of an emergency 

presentation 

 Studies describing an intervention designed to impact on 

emergency cancer presentation.   

 The study population was individual or groups of adult patients or 

primary care practitioners.   

 EXCLUDED studies involving patients with a previous cancer 

diagnosis, or assessing only the effectiveness of specific referral 

pathways, outcomes related to diagnosis or management following 

emergency presentation.  



Articles identified via database search and screened for retrieval 

(n=927) 

Studies excluded following review of 

abstract (n=878) 

Potentially eligible studies retrieved for detailed evaluation (n=49) 

Studies excluded due to not meeting the inclusion 

criteria – did not consider EP (8); no EP factors (6); 

tumour or clinical characteristics only (3); all cancers 

(2); outcomes only (2); abstract only, no reply to contact 

(2); EP incidence (1); EP in diagnosed cancer patients 

(1); study protocol (1); abstract with subsequent full-text 

identified (1) – (n=27) 

Number of studies included in the review (n=22) 



RISK FACTOR COLORECTAL CANCER     LUNG CANCER 

DEMOGRAPHIC           

Age (older)                          

Gender (female)                            

Deprivation (higher)                                 

Annual income – household, individual (lower)                                    

Ethnicity (non-white origin)                                     

Enrollment in health insurance                                      

Marital status (unmarried, divorced, widowed)                                      

Education level (lower)                                       

Social class (lower)                                        

Residence (ownership, location)                                        

Childlessness                                        

HISTORY           

Cancer site (colon)                                      

Symptom type                                     

Symptom type (pain)                                       

Symptom type (weight loss)                                       

Symptom type (obstruction)                                        

Symptom type (bleeding)                                        

Help seeking at initial symptom                                       

Co-morbidity                                   

Performance status (poorer)                                        

Smoking history                                        

BMI (extreme)                                        

Primary care utilisation (lower)                                      

Secondary care utilisation (higher)                                      

Previous screening / investigation                                       

Family history of cancer                                       

Derived from studies providing evidence rated as ‘strong’, ‘strong-‘ or ‘moderate’. 

Key:  study reports association with EP;  study reports no association with EP. 
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Main findings 

 Older patient age was associated with EP (lung and 

colorectal) 

 Women were more at risk of EP (lung)   

 Higher deprivation increased the likelihood of EP (lung)  

 Being unmarried (or divorced/widowed) increased the 

likelihood of EP (colorectal cancer) 

 Symptoms determined likelihood of EP 

 pain, obstruction and weight loss (colorectal)   

 Lower use of primary increased likelihood of EP (lung 

and colorectal) 

 





Sheringham et al. British Journal of Cancer (2014), 1–10 | doi: 10.1038/bjc.2014.424 
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Cancer diagnosis via Emergency Presentation 
 a case-control study 

 

AIM: to identify whether there are differences in the pathway to diagnosis 

between patients who are diagnosed with lung or colorectal cancer during an 

emergency presentation compared to those diagnosed via the 2WW pathway.   

 

RESEARCH QUESTIONS: 

 What are the characteristics of patients with colorectal and lung cancer 

diagnosed as a result of EP, compared to those diagnosed through the 2WW 

referral pathway? 

What are the primary health care experiences of patients with colorectal 

and lung cancer diagnosed as a result of EP, compared to those diagnosed 

through the 2WW referral pathway? 



34 

Design 

 Multi-centre case-control study in the North of England.   

 Cases  - patients diagnosed with colorectal or lung 

cancer following EP.  

 Controls  - patients diagnosed following urgent referral 

for suspected colorectal or lung cancer (2WW).  

 We plan to recruit a total of 460 colorectal cancer 

patients (230 cases and 230 controls) and 400 lung 

cancer patients (200 cases and 200 controls).  
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In summary 

 There is extensive primary care input into the pathway 

to diagnosis for patients presenting as emergencies. 

 Older women who live alone seem most at risk of 

emergency presentation.  

 Synthesis of SEA reports has demonstrated the 

complexity involved in many of these cases. 

 Contradicts the view that patients are reluctant to 

consult their GP when they become ill. 

 In particular, the narrative that patients choose to 

present to A&E rather than to their GP is clearly wrong. 
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