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Foreword by Professor Tim Briggs 
I am delighted to recommend this Getting It Right First Time (GIRFT) review of head and 

neck cancer, led by an outstanding multidisciplinary team of clinical leaders.  

This review highlights the urgent need to ensure that head and neck cancer (HNC) clinical 

networks are organised and supported in a way that delivers the best possible outcomes for 

patients. Some networks will need to reorganise relatively quickly, while others will require 

longer term change to align more closely with Cancer Alliance footprints and to secure long 

term sustainability. 

As with other GIRFT reviews, the team also examined the full patient pathway. They saw 

many examples of best practice, where clinicians and teams are already innovating to 

provide excellent care. Sharing and spreading these approaches is a central aim of the 

recommendations set out in this report. 

I know from my own discussions with staff how committed colleagues are to improving 

services for patients with head and neck cancer. The openness and candour shown during 

the GIRFT visits, and the enthusiasm to act on the findings, have been striking.  

The recommendations in this report, alongside the implementation plan being developed 

with the National Cancer Programme, provide a strong foundation for improvement. With the 

continued support of clinicians, managers, professional associations such as BAHNO, and 

the wider NHS, I am confident that this work will improve outcomes for people living with 

head and neck cancer. 

Professor Tim Briggs CBE 

GIRFT programme lead and NHS England National Director for Clinical 
Improvement and Elective Recovery 

Professor Tim Briggs is a consultant orthopaedic surgeon at the Royal National Orthopaedic 
Hospital NHS Trust, where he was medical director for 15 years. He developed the GIRFT 
programme from his national review of orthopaedic surgery while president of the British 
Orthopaedic Association in 2013 and continues to lead the programme today. He is also the 
national lead of the Veterans Covenant Healthcare Alliance (VCHA). In 2015 he was appointed 
into a national director role for clinical improvement, and in 2022 appointed as National Director 
for Clinical Improvement and Elective Recovery for NHS England. 
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Foreword by Professor Peter Johnson 
Head and neck cancer presents some of the most challenging clinical problems, with life-
changing treatments required for many patients to maximise their chance of survival. 
Services across the NHS deliver complex care that makes a real difference to thousands of 
people every year, but many diagnostic and treatment pathways are complicated and have 
evolved over time.  We recognise that we can go further to ensure every patient receives 
consistently excellent treatment and support wherever they live. This review is about turning 
that ambition into everyday practice. 

The GIRFT programme has brought together an outstanding clinical team to examine how 
services are organised and delivered. Their findings highlight strengths we should build on 
alongside areas where change will raise quality and improve outcomes. 

A central theme of this report is the urgent need to consolidate existing network 
arrangements. The team has found that we need to create clear referral routes and 
concentrate expertise: building centres for complex treatment that look after sufficient 
numbers of patients to achieve the best results, supported by shared standards and 
joined‑up data. By doing this we can ensure every patient receives timely, consistent, 
world‑class care. 

With the continued engagement of clinical teams, managers, professional associations and 
partners across the NHS, the recommendations set out here will help us deliver the best 
possible outcomes for people affected by head and neck cancer. 

 
Professor Peter Johnson 
NHS England National Clinical Director for Cancer  
Peter Johnson is Professor of Medical Oncology at the University of Southampton, National 
Clinical Director for Cancer at NHS England and Chair of the UK Office for Life Sciences cancer 
goal. His work at NHS England covers the range of policy aimed at improving cancer survival, 
particularly the earlier and faster diagnosis of cancer, as well as its treatment. 
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Introduction from the head and neck cancer clinical leads  
We are pleased to introduce this Getting It Right First Time (GIRFT) national report on head 

and neck cancer services in England. We would like to extend our gratitude to the National 

Cancer Programme for commissioning the review process that made this report possible, as 

well as the GIRFT team and professional associations who have supported us throughout. 

Given the complexity of head and neck cancer care, GIRFT assembled its largest 

multidisciplinary clinical leadership team to date to undertake this review. Collectively, we 

represent the surgical specialties involved (ENT, oral and maxillofacial and plastic surgery), 

clinical oncology, speech and language therapy, dietetics, clinical nurse specialists, and 

restorative dentistry. The size of our team reflects the need for patients to access a full range 

of wraparound care, and gaps in that provision which were understood before our review 

began1. 

This publication follows a series of national reports that have demonstrated the effectiveness 

of the GIRFT process. Notably, this includes the lung cancer report, the first cancer specialty 

reviewed under the programme, as well as reports on the surgical and dental services 

involved in head and neck cancer care: plastic surgery, ear, nose and throat (ENT) surgery, 

oral and maxillofacial surgery (OMFS) and hospital dentistry—the latter two of which were 

instrumental in the development of this review. 

As reflected by the OMFS report, a need to review the organisation of head and neck cancer 

(HNC) clinical networks has long been recognised. Delivering this was the primary 

motivation for our review, and we began with a detailed process to map the existing 

networks. We then led virtual, deep dive visits to each of the 42 networks that deliver head 

and neck cancer care. Before each visit we prepared by receiving local responses to a 

detailed questionnaire of their service design and accessing what data related to cancer 

performance and outcomes was available. Based on this data and the conversations that 

took place during the deep dive visits, each network was then provided with a report of their 

service. After our visits, we concluded that some networks need to reorganise relatively 

urgently. Others, however, will require reorganisation over the medium to long term, to 

 
1 Elizabeth Jones OBE (2021), Hospital Dentistry: GIRFT Programme National Specialty Report, Getting It Right First Time (GIRFT), February 
2021. 
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ensure services are sustainable and aligned as closely as possible with Cancer Alliance 

footprints. 

As is common in other GIRFT reviews, we also undertook a comprehensive and detailed 

assessment of the whole service. This identified shortcomings in data collection, as well as 

gaps in workforce, alongside plenty of room for improvement across the entire patient 

pathway and clear examples of best practise to emulate. 

To maintain momentum, we are currently working with the National Cancer Programme to 

determine what our full implementation plan for this report will be. We expect this plan to 

evolve over the coming months, building on what we describe in the implementation section 

of this report. We are confident the enthusiasm staff showed throughout a review will help 

this plan succeed.  

GIRFT’s ongoing work in head and neck cancer will naturally involve significant engagement 

with our professional associations, including BAHNO, who have offered their support in the 

statement that follows. 

     

Professor 
Camilla 
Dawson 

Mrs Jennifer 
Graystone 

Dr Ketan 
Shah 

Dr Lorna 
MacNab 

 

     

Professor 
Martin Ashley 

Mr Martin 
Heaton 

Professor 
Jarrod Homer 

Mr Long Li Mrs Amanda 
Naylor  
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Endorsements  
We are pleased to have endorsement from the organisations listed below, alongside 
support from the Royal College of Radiologists. 
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Overview of head and neck cancer 

Head and neck cancers (HNCs) are a heterogeneous group of tumours that arise from the 
various tissues and structures in the head and neck region (excluding brain cancers, other 
cranial malignancies, eye cancers and thyroid cancer). HNCs are found predominantly in the 
oral cavity, pharynx, larynx, nasal cavity and paranasal sinuses, and salivary glands. Over 
90% of all malignant HNCs are squamous cell carcinomas.2  

Given the anatomical and functional complexities of the head and neck region, the disease 
and its treatment often has a profound impact on fundamental functions such as speech, 
eating and swallowing, breathing, and overall appearance. This can significantly affect a 
patient’s quality of life, and managing these implications is a critical aspect of treatment and 
survivorship care. 

Figure 1: Lateral view showing sites of HNC (Homer) 

 

Epidemiology and incidence in the UK 

Each year, there are over 13,600 new HNC cases in England,3 accounting for approximately 
2% of new cancer cases nationwide.  

The commonest sites of HNC are oropharynx, oral cavity and larynx (see Table 1). The 
incidence of HNC has increased by 35% since the early 1990s and is projected to rise a 
further 3% in the UK between 2023-2025 and 2038-2040.4 This is due to the increase in 
HPV-associated oropharyngeal cancer. The incidence of laryngeal cancer has decreased 

 
2 Square and Lane. 
3 National Disease Registration Service (NDRS), ‘Cancer Registration Statistics’. 
4 ‘Head and Neck Cancers Incidence Statistics’, Cancer Research UK, February 2017, https://www.cancerresearchuk.org/health-
professional/cancer-statistics/statistics-by-cancer-type/head-and-neck-cancers/incidence. 
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over the last decade.5 The overall HNC survival rate at five years, compared to the expected 
proportion of the general public surviving five years who are of the same sex and age, is 
61%. 

Table 1: HNC Incidence & Survival Rates by Subsite (England) 

Site 6 Incidence 
Rate per 
100,000 

(2022) 

Net 
Survival 
Rate (%) 
12m 
(2020) 

Net Survival Rate 
60m (%) (2016) 

All HNC Sites7 20.01 78.8 61 

Oropharynx including base of tongue, soft 
palate and tonsils 

7.44 82.9 65.8 

Oral cavity 5.69 75 58 

Larynx including anterior surface of epiglottis 3.32 81.2 61.3 

Major salivary glands 1.10 89.1 68.7 

Hypopharynx including piriform sinus 1.06 54.2 28.5 

Nasal cavity and sinus 0.85 72.7 51.5 

Nasopharynx 0.44 74.9 57 

Source: National Disease Registration Service (NDRS), (2025), Get Data Out, [https://nhsd-
ndrs.shinyapps.io/get_data_out/]. 

The major risk factors for HNC are tobacco smoking, alcohol consumption and, for 
oropharyngeal cancer, Human papillomavirus (HPV)89. The highest rates of HNC are 

 
5 ‘Atlas of Variation - Health Atlases | Fingertips | Department of Health and Social Care’, accessed 9 November 2024, 
https://fingertips.phe.org.uk/profile/atlas-of-variation/supporting-information/health-atlases. 
6 Not all HNC sites, as defined by NDRS, are listed in the table, but they are included in the 'All Sites' rates. 
7 NDRS-defined HNC sites and diagnosis codes do not include additional HNC sites and diagnoses identified by HNC clinical leads (e.g. 
upper third of oesophagus (C15.3), bones of skull and face (C41.0)). See the NDRS Get Data Out metadata for the full list of HNC diagnosis 
codes. 
8 S. Elrefaey et al., ‘HPV in Oropharyngeal Cancer: The Basics to Know in Clinical Practice’, Acta Otorhinolaryngologica Italica 34, no. 5 
(October 2014): 299. 
9 Other risk factors include chewing betel quid, see for example Bhawna Gupta and Newell W. Johnson, ‘Systematic Review and Meta-
Analysis of Association of Smokeless Tobacco and of Betel Quid without Tobacco with Incidence of Oral Cancer in South Asia and the 
Pacific’, PLOS ONE 9, no. 11 (20 November 2014): e113385, doi:10.1371/journal.pone.0113385. 
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observed among people living in the most socioeconomically deprived communities. This not 
only reflects increased exposure to risk factors, with lower socioeconomic status acting as an 
independent factor for incidence and poorer outcomes. People from lower socioeconomic 
backgrounds often face health inequalities, such as limited access to healthcare or 
preventative services, which adversely affects survival rates.10 The introduction of the HPV 
vaccine is hoped to change this profile in the coming years.  

Diagnosis of HNC 

Early detection of HNC, like most cancers, significantly improves outcomes. Early detection 
of cancer is one of the ambitions of the NHS Long Term Plan and the focus of a National 
Cancer Programme workstream delivered by Cancer Alliances, so is outside the scope of 
the GIRFT review. However, we note that across four HNC tumour sites, only 43.2% of 
cancers in 2021 were diagnosed at early stages (stage I or stage II), compared to an 
England all-cancer average of 54.9% (Jan–Mar 2022).11 To meet the NHS Long Term Plan’s 
ambition of diagnosing 75% of all cancers at Stage I or II by 2028, significant progress is 
needed in HNC diagnosis. 

“There is both variation between anatomic tumour sites, but also variation in mortality 
between networks/SCNs [strategic clinical networks].”12 
National Head and Neck Cancer Audit 2014 

Additionally, the 62-day referral-to-treatment figures for HNC (which also includes thyroid 
cancers) lag both the national target of 85% and the average across all tumour groups. For 
the ten months to July 2024 the average 62-day performance across all trusts in England for 
HNC was 54.2%; for all cancers it was 65.6%. 13 

 

 

 

 
10 Baruch Weizman, Nili Golan, and Ohad Ronen, ‘Effect of Socioeconomic Status on Survival in Patients with Head and Neck Cancer’, Head 
& Neck 43, no. 10 (October 2021): 3001–3009, doi:10.1002/hed.26788; Kate Ingarfield et al., ‘Inequality in Survival of People with Head and 
Neck Cancer: Head and Neck 5000 Cohort Study’, Head & Neck 43, no. 4 (April 2021): 1252–1270, doi:10.1002/hed.26589. 
11 National Disease Registration Service (NDRS), ‘Cancer Registration Statistics’. Larynx including anterior surface of epiglottis, Oesophagus 
including cardia and gastroesophageal junction, Oral cavity, hard palate and lip (inner aspect), Oropharynx, base of tongue, tonsil, soft palate 
and uvula.  
12 Square and Lane, ‘National Head and Neck Cancer Audit 2014’. 
13 NHS England, ‘Statistics » Cancer Waiting Times’, accessed 18 May 2025, https://www.england.nhs.uk/statistics/statistical-work-
areas/cancer-waiting-times/. 
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Figure 2: Percentage of HNC Cases Meeting the 31-Day Treatment Standard (England, 
2024) Grouped by network, ordered from smallest to largest population. Thyroid cancer 
excluded. 

 

Source: NHS England (NHSE), (2024), Cancer Waiting Times, 
[https://www.england.nhs.uk/statistics/statistical-work-areas/supplementary-information/]. 

Figure 3: Percentage of HNC Cases Meeting the 62-Day Treatment Standard (England, 
2024) Grouped by network, ordered from smallest to largest population. Thyroid cancer 
excluded. 

 

Source: NHS England (NHSE), (2024), Cancer Waiting Times, 
[https://www.england.nhs.uk/statistics/statistical-work-areas/supplementary-information/]. 
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The role of primary and preventative care 

Effective HNC management requires strong preventative and educational programmes. 
Smoking and alcohol cessation support, along with accessible primary care medical and 
dental services, are an essential part of risk reduction. Consideration may also be given to 
advice and support regarding betel products. 

Many oral cavity cancers in particular are detected in dental primary care. The current 
shortage of primary care dentists and lack of universal access to free dental check-ups 
present barriers to early detection. 

Multidisciplinary, patient-centred HNC care 

Head and neck cancers and the effects of its treatment can profoundly impact daily functions 
like eating, drinking, speaking, swallowing, smell, breathing, appearance, social interaction, 
sexual function and work capabilities. These challenges often lead to psychological issues 
such as trauma, anxiety, depression and fatigue.14 Given these extensive implications, HNC 
care is multifaceted, based around multidisciplinary teams (MDTs) that provide patient-
centred support through complex treatment pathways and long term rehabilitation.15  

The breadth of the MDT team as outlined in various guidelines (see below) and as practised 
in the 42 networks visited, reflects the complex skills mix needed to diagnose and prepare 
the patient for treatment, to provide that treatment for several cancer sites, and to ensure the 
patient receives holistic care to address the dental, speech, nutritional and psychological 
impact of HNC and its treatment (as well as to support them with social and welfare 
needs).16  

The composition, conduct and culture of the MDT in delivering HNC care therefore formed 
an important part of each of our network-wide peer reviews. 

“Consecutive reports have noted a pattern of consistent variation between MDTs and 
networks ... There needs to be a concerted effort to distribute best practice between the best 
and less well performing organisations to reduce avoidable variation to a minimum.” 
National Head and Neck Cancer Audit 201417 

 
14 Miren Taberna et al., ‘The Multidisciplinary Team (MDT) Approach and Quality of Care’, Frontiers in Oncology 10 (March 2020): 85, 
doi:10.3389/fonc.2020.00085. 
15 Taberna et al.; Patrick J. Bradley, ‘Multidisciplinary Clinical Approach to the Management of Head and Neck Cancer’, European Archives 
of Oto-Rhino-Laryngology 269, no. 12 (December 2012): 2451–2454, doi:10.1007/s00405-012-2209-y. 
16 ‘2013/14 NHS Standard Contract for Cancer: Head and Neck (Adult)’, accessed 1 April 2024, https://www.england.nhs.uk/wp-
content/uploads/2013/06/b16-cancr-head-neck.pdf. 
17 Square and Lane, ‘National Head and Neck Cancer Audit 2014’. 
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Frameworks and guidelines for HNC services 

Several UK guidance documents provide frameworks for HNC care. The Improving 
Outcomes Guidance for Head and Neck Cancer (IOG) of 2004 recommended that HNC care 
should be provided by specialist HNC multidisciplinary services in a network arrangement.18 
The IOG recognised two competing needs: keeping care local for accessibility versus the 
need to concentrate services (because of the low incidence of cases, their variety and 
complexity, and the wide range of expertise necessary to support good, safe and 
comprehensive services). Other more recent guidance documents include the recent 
BAHNO Standards,19 and the UK Multidisciplinary Guidelines, endorsed by all UK speciality 
organisations involved in HNC, covering service set-up, patient pathways and treatment.20 

  

 
18 NICE, ‘Improving Outcomes in Head and Neck Cancers. Guidance.’, 2004, https://www.nice.org.uk/guidance/csg6. 
19 British Association of Head & Neck Oncologists, ‘BAHNO Standards 2020’, 2020, 
https://bahno.org.uk/_userfiles/pages/files/final_bahno_standards_2020.pdf. 
20 Jarrod J. Homer and Stuart C. Winter, ‘Head and Neck Cancer: United Kingdom National Multidisciplinary Guidelines, Sixth Edition’, The 
Journal of Laryngology & Otology 138, no. S1 (April 2024): S1–S224, doi:10.1017/S0022215123001615. 
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Executive Summary  
Head and neck cancer (HNC) constitutes a diverse group of tumours, largely comprised of 
squamous cell carcinoma, affecting the upper aerodigestive tract. In 2022, there were 
approximately 13,600 new HNC cases (incidence) in England.21 It is the eighth most 
common cancer in the UK, with incidence projected to rise.22 

Figure 4: Head and Neck Cancer (HNC) Incidence Timeseries (England, 2016 – 2022) 

 

Source: National Disease Registration Service (NDRS), (2025), Cancer registration statistics, 
[https://cancerstats.ndrs.nhs.uk/]. 

Pathology and radiology are key diagnostic modalities for HNC, while surgery, radiotherapy 
and systemic therapy are key treatment modalities. Speech and language therapy, dietetics 
and restorative dentistry — delivered by GDC-registered specialist consultants in restorative 
dentistry — are essential components of a multidisciplinary approach to treatment. Specialist 
nursing underpins the entire pathway, to ensure that the patient has optimal and 

 
21 National Disease Registration Service (NDRS), ‘Cancer Registration Statistics’, 2022, https://cancerstats.ndrs.nhs.uk/. Note onf the data: 
Excludes Welsh trusts. Includes private organisations (OOO code), unknown NHS Trusts and diagnosis codes identified by clinical leads, 
rather than predefined NDRS HNC filter: C00 - 14 Malignant neoplasm of lip, oral cavity and pharynx; C15.0 Cervical part of oesophagus; 
C15.3 Upper third of oesophagus; C15.9 Oesophagus (unspecified); C30 - 32 Nasal cavity and middle ear, accessory sinuses and larynx; 
C41.0 Bones of skull and facel C41.1 Mandible; C69.6 Orbit; C72.2 Olfactory nerve; C77.0 Lymph nodes of head, face and neck (secondary 
and unspecified). 
22 National Disease Registration Service (NDRS). 
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personalised care,23 and there are many other co-dependent specialities involved in caring 
for patients, including psychology and physiotherapy.  

Across England, outcomes vary between tumour sites and between networks.24 Such 
variation was identified in an HNC audit conducted in 201425 and persists today. The GIRFT 
approach aims to highlight, challenge and reduce unwarranted clinical variation, and the 
methodology has been shown to be effective, so a GIRFT review is timely. The review was 
commissioned by NHS England’s Cancer Programme team.  

This national report represents the culmination of many months of work by the GIRFT team, 
(comprised of nine clinical leads, representing many of the specialties on the HNC 
multidisciplinary team) assisted by analysts from the NHS England GIRFT team.  

During the review, the team conducted an extensive network-mapping exercise and 
analysed scores of different data sets and hundreds of metrics and pre-visit questionnaires; 
with over 100 hours spent conducting peer reviews across 42 networks, listening to opinions 
from across the country and across all disciplines. More than 400 hours were spent 
reviewing both the data and the evidence, drawing inferences from our peer reviews and 
considering how best to improve the delivery of HNC care in England.   

Following each peer review, each HNC clinical network received feedback from the team 
about the service they provide, highlighting good practice and providing recommendations 
for how services might be improved. This national report synthesises our findings from 
across the country and presents a series of recommendations aimed at improving HNC 
services across England. Focus areas include network structure, data, patient pathways and 
treatment protocols and the workforce necessary to deliver patient-centred care.   

A primary finding is the need to consolidate some HNC clinical networks to ensure that all 
networks can deliver a world-class service for the benefit of patients and staff. This 
recommendation, detailed in the Network Structure and Organisation section, is crucial 
within the changing landscape of cancer care in England. It reflects the well documented 
volume-outcome relationship for complex surgeries and the changing incidence of laryngeal 
cancers, as well as the need for a sustainable workforce in microvascular surgery. It also 
reflects observations from peer reviews that HNC care works best where an HNC clinical 
network corresponds directly with a Cancer Alliance, and the need to avoid some of the 

 
23 Mayur D. Mody et al., ‘Head and Neck Cancer’, The Lancet 398, no. 10318 (December 2021): 2289–2299, doi:10.1016/S0140-
6736(21)01550-6. 
24 Trevelyan Square and Boar Lane, ‘National Head and Neck Cancer Audit 2014’, 2014, 
https://files.digital.nhs.uk/publicationimport/pub18xxx/pub18081/clin-audi-supp-prog-head-neck-dahn-13-14.pdf. 
25 Square and Lane. 
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elements that were observed in the less-efficient services with poorer clinical outcomes. 
While some networks should be reconfigured as a matter of priority, changes can be 
implemented in others over a medium term time period.  

A second cross-cutting theme relates to data. Data can be a powerful tool to drive changes 
within services, but there are numerous shortcomings in both the coded data and outcome 
measures, which led to trust teams not relating to the data presented to them at peer reviews 
nor being able or willing to use data to help drive changes within the service. As with most 
GIRFT reports, we seek ways in which data collection, collation and utilisation can be 
improved to harness data effectively to drive improvement.  

We discussed each stage of the patient pathway (from referral to diagnosis, diagnosis to 
treatment, treatment (including surgery and oncology) and post-treatment), presenting the 
findings from our peer reviews with selected case studies and recommendations that trusts 
could implement to improve the service they deliver.  

Essential pillars of the HNC service are clinical nurse specialists, speech and language 
therapists, dietitians and specialist restorative dentists. Each of these vital disciplines is 
considered, with a synthesis of findings from our peer reviews, case studies of exemplar 
practices and a discussion of the workforce around each discipline. Like the patient pathway 
section, this section also includes recommendations trusts can adopt to improve their 
service. 

During the peer reviews, we noted considerable unwarranted variation in the HNC workforce, 
including that many networks lack a quorate multidisciplinary team (MDT), and that many 
workforces are under considerable strain. In particular, pathology, radiology (radiologists), 
speech and language therapy, dietetics and restorative dentistry workforces frequently lack 
the capacity to meet the needs of increasing volume and complexity of the patient cohort. 
The final section of our report addresses this, by providing advice that networks can consider 
as part of wider service changes to consolidate services.  

 

 
  



GIRFT Programme National Specialty Report: Head and Neck Cancer 

 

17 

 

Recommendations  
Our four main recommendations are set out in the following pages, alongside the detailed 
advice and best practice that underpin them. Collectively, they reflect our view that, if HNC 
clinical networks can be effectively consolidated across the country, and provided with the 
data needed to monitor improvement on an ongoing basis, trusts will be better able to adopt 
best practices. This will support both an efficient pathway from referral through to post-
treatment, and the optimisation of the key pillars of care that underpin quality of life, 
functional outcomes, and rehabilitation: nursing, speech and language therapy, dietetics, and 
restorative dentistry.  
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Recommendation 1: HNC clinical networks should be 
consolidated, where indicated, and aligned with Cancer 
Alliances, to deliver a world-class service for patients and 
staff. 
 
Each HNC clinical network should establish a working group comprising key personnel from 
Cancer Alliances, ICSs, and the major surgical centre (or the MDT host) to drive the 
necessary changes across providers and systems. We will work collaboratively with Cancer 
Alliances, commissioners and HNC clinical networks to deliver this. 

 
  GIRFT recommends  that: 
• This group should include a specialty lead from each Cancer Alliance, relevant 

representatives from ICSs, and operational and clinical leaders from the HNC centre as 
well as from each local hospital.  

• For networks that span multiple Cancer Alliances or ICSs, each body should ensure its 
personnel are represented or agree on a lead to act on their behalf. 

 
Each HNC clinical network should be assessed against the following standards, and 
(where indicated) plans should be developed to ensure services align with them.  
 
A single HNC clinical network should: 
• provide all treatment modalities for upper aerodigestive tract (UADT) HNC, including 

complex surgery with composite microvascular reconstruction; 
• serve a population of at least one million; 
• have a single designated hospital site to perform major HNC surgery, ensuring all patients 

can be treated within the network. The major surgical centre should: 
o perform at least ten laryngectomy procedures per year (with higher volumes 

preferred);  
o perform at least 25 microvascular free-flap surgeries per year; 
o employ at least four HNC specialist microvascular surgeons; 

• provide oncology services (RT and SACT); 
• hold regular network meetings (at least three per year, and within working hours) focusing 

on strategy, operational issues and governance. These should be carried out in 
collaboration with the Cancer Alliance; 

• ensure that each trust refers patients to a centre within the network, avoiding split 
referrals to centres outside the network. 
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Recommendation 2: The quality, completeness, and 
utilisation of data should be improved to ensure it 
effectively supports both current and future pathway 
improvements. 
  
GIRFT will work to: 

• encourage data attribution to discrete HNC clinical networks; 
• promote improved HES surgical coding in collaboration with the National 

Consultant Information Programme (NCIP);  
• explore the commissioning of a national vehicle for collecting currently available 

and additional HNC outcomes data for the purposes of audit, quality assurance, 
peer review and knowledge acquisition. This must include additional data 
reflecting functional outcomes, including restorative dentistry (currently absent 
from national data sets). 
 

HNC clinical networks should: 
• audit compliance against agreed national quality and performance indicators 

that will be based on this GIRFT national report. 
 
Trusts performing reconstructive HNC surgery should: 

• provide the necessary administrative support and ensure that microvascular 
surgical teams enter their data on flaps into an appropriate UK-wide flap registry 
(the UK National Flap Registry is the currently recommended vehicle). 

 
All trusts should: 

• conduct local audits (at least annually) to help HNC clinical networks understand 
and improve their services, augment and inform the case for specialty funding, 
and enable teams to identify opportunities for improvement; 

• facilitate all specialities in routinely conducting service audits. 
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Recommendation 3: Trusts should adopt practices enabling an 
efficient pathway throughout from referral to post treatment.  
  
During the peer review visits, we identified a wide range of best practices across the 
pathway from referral to post treatment. 
 
We have summarised these below as a checklist that trusts and networks can work through 
according to the needs of their local service. Where relevant, we highlight practices that are 
quick and relatively straightforward to implement. Trusts should also continue to meet 
existing waiting time requirements, including the 31-day target for starting radiotherapy, and 
should aim to implement the 17-day target set out in the national Radiotherapy Service 
Specification (see Torbay case study). 

Best practice checklist: Patient pathway from referral to post-treatment 

Referral to Diagnosis  
 QUICK WIN Outpatient endoscopic biopsies: Trusts should deliver laryngeal and 

oropharyngeal endoscopic biopsies on an outpatient basis (see Manchester 
University case study for example). 

 HNC clinical networks and Cancer Alliances should optimise urgent suspected cancer 
referrals including from GDPs. 

 Trusts should use navigators to track the patient through the pathway (Best Practice 
Timed Pathway). 

 Trusts should offer patients with neck lumps: one stop clinics as best practice 
(alternatives include a straight-to-test pathway following initial triage); patient review 
with pathology results available within three to five days.  

 Trusts should offer transnasal laryngeal and pharyngeal biopsies to biopsy suspected 
laryngeal and pharyngeal lesions rapidly in clinic.  

 Each trust within a HNC clinical network should follow an agreed imaging protocol. 
 

Diagnosis to treatment - MDT meetings 
 MDTs should ensure complete staging according to agreed protocols to maximise 

meeting efficiency.  
 MDTs should minimise discussion of non-cancer cases. 
 MDT meetings should be quorate. 
 Work towards best practice recommendations for MDT meetings (see Appendix 2). 

 
Multidisciplinary pre-treatment clinics 
 Clinics should include surgeons, oncologists, CNSs, SLT, dietitians and consultants in 

restorative dentistry (CRD), or CRD may see the patient at a separate clinic after this. 
 Pre-treatment non-medical clinics are encouraged and offer many elements of 

prehabilitation. 
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Surgery  
 Each major centre should have at least four microvascular HNC surgeons and 

perform the BAHNO recommendation of 25 microvascular HNC cases/year. 
 Each centre should routinely collect and audit surgical outcomes data including 

microvascular free flap outcome data.  
 Each centre performing laryngectomy operations should perform at least ten 

cases/year.  
 HNC surgery should only be performed by core HNC surgeons, although some 

intermediate or minor procedures can be performed by core surgeons who also work 
outside of a major centre.  

 Major surgical centres need to provide appropriately skilled staff, including nurses and 
AHPs, to manage complex airways.  

 Any change in HNC surgical provision must factor in the need for additional 
specialised nursing and allied health care. 

 A consultant(s) in restorative dentistry should be involved in surgical implant planning 
alongside reconstructive surgeons. 
 

Oncology 
 QUICK WIN Peer review of contours: RT centres should ensure all radical contours 

are peer-reviewed by at least two appropriately trained staff with specialist radiology 
advice in line with international consensus guidance. This may require collaboration 
with other centres (see UHBW and the RUHB case study for example). 

 All patients having curative radiotherapy should have prospective peer review of 
contours. 

 HNC clinical networks with more than one oncology site should offer treatment closer 
to home. Collaborative working including joint peer review of contours is 
recommended.  

 Each HNC clinical network should aim to start RT treatment within 17 days of decision 
to treat. 

 Radiotherapy-specific multidisciplinary care should be provided. 
 

Post-treatment 
 Formally coordinated post-treatment pathways should be established including 

provision for re-referral. 
 Trusts should offer local multidisciplinary follow-up clinics. 
 Patients should have access to well-being and self-management services. 
 Each clinical network should offer HNC patients late-effects clinics and appropriate re-

referral pathways. 
 Patients seen by restorative dentistry prior to treatment should be reviewed by the 

restorative team post treatment and appropriate follow up care actioned. 
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Recommendation 4: Trusts should optimise care within the key 
disciplines which support quality of life, functional outcomes, 
and rehabilitation.  

Alongside the best practices already described chronologically across the pathway, we have 
highlighted the key pillars that support quality of life, functional outcomes, and rehabilitation. 
Below, we summarise the best practices identified during our visits in these areas. This 
checklist should be used together with the pathway checklist (covering practices from referral 
to post-treatment) as a tool to identify opportunities to improve local services. 

Best practice checklist: Key disciplines which support quality of life, 
functional outcomes, and rehabilitation 
 
 Trusts treating HNC should have access to lymphoedema therapy; ICBs should 

support commissioning to enable this. 
 Trusts should develop nurse-led clinics (see Epsom and St Helier case study for 

nurse-led diagnostic clinics and Royal Devon University Healthcare case study for 
nurse-led follow up clinics). 

 Trusts should ensure that SLTs lead Surgical Voice Restoration (SVR) clinics for 
laryngectomy patients; provide swallow safety management from diagnosis through to 
palliation and late effects with access to FEES and VF; deliver communication therapy 
for people with speech and voice compromise and are able to create protected space 
for rehabilitation. 

 Dietitians should consider and lead the transformation of gastrostomy insertion into a 
day-case procedure in collaboration with the MDT, reducing costs and improving 
patient outcomes26 (see North Middlesex case study). 

 Dietitians should provide close follow-up, preferably in collaboration with the MDT, to 
optimise post-treatment rehabilitation (see Royal Surrey MARS case study). 

 Consultants in restorative dentistry (CRD) and OMFS consultants should 
collaboratively decide whether primary/secondary or no implants are required in each 
individual case, prior to ablative surgery. The CRD should be involved in virtual 
surgical planning with OMFS and (where locally appointed) a reconstructive scientist. 
This will ensure postsurgical prosthetic rehabilitation is considered and optimised. 
CRDs and oncology consultants/SLTs/dietitians should collaborate to optimise oral 
health outcomes for non-surgical treatment. Funding for primary and secondary 
implants should be included in commissioned pathways and appropriate team-based 
training should be supported by job plans. 

 
26 Outcome measures can include clinical outcomes (such as same-day discharge success rate, procedure safety, early complications within 
7 days, and 30-day reintervention rates related to gastrostomy); patient-centred outcomes (such as patient experience and satisfaction, 
acceptability of the pathway, and psychological impact); operational outcomes (such as bed nights saved, utilisation of endoscopy or radiology 
lists, and cancellation rates); and economic outcomes (including both direct cost savings and indirect savings through reduced ward input 
and improved patient flow). 
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 Consultants in restorative dentistry are encouraged to join the RD-UK HNC Clinical 
Excellence Network, to help CRDs across the UK work collaboratively to share best 
practice and improve quality of care. 
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