
   

 

 

Meeting: 
 

Date: 
 
 

Time: 
Venue: 

Head & Neck EAG 

26 November 2019 

14:00 –16:00  

Evolve Business Centre 

HEAD & NECK AGENDA 

1.  INTRODUCTIONS Lead Enc 

 1.1 Welcome and Apologies DB  

 1.2 Declaration of Interest ALL  

 1.3 Minutes of the previous meeting 19.03.19 
(DRAFT) 

 Enc. 1 

 1.4 Matters Arising 

• Head and Neck Sarcoma 

• Use of US guided FNA or Core Biopsy 

• Vice Chair Role 

• Referrals from Dentists for patients with 
suspected cancer 

• Terms of Reference (updated to be 
signed off) 

 
SL/KE 

SL 
ALL 

 
KE 

 
ALL 

 
 
 

Enc. 2 
 
 
 

Enc. 3 

2. AGENDA ITEMS 

 2.1 Liver in Head and Neck Cancer Patients 
Network Audit 

 
AWT 

 
 

 2.2 Routine Laryngoscopy Pre and Post Thyroid 
Surgery 

  

 2.3 Health Inequalities Presentation PL  

 2.3 Clinical Guidelines ALL Enc. 4 

 2.4    

3. STANDING AGENDA ITEMS 

 3.1 Cancer Alliance Update KE  

 3.2 Service Updates ALL  

 3.3 Clinical Governance Issues ALL  

 3.4    

 3.5    

4. NEXT MEETING 

 4.1 Tuesday 10 March 2020 
Tuesday 13 October 2020 
2.00 – 4.00pm 
Evolve Business Centre 
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Meeting: Head, Neck & Thyroid  


Date: 19 March 2019 


Time: 14:00 – 16:00 (H&N) 
15:00 – 17:00 (Thyroid) 


Venue: Evolve Business Centre 


Present: Dougie Bryant, OMF Consultant, South Tees (Chair H&N) DB 


 Alison Comett, Head & Neck CNS, South Tees AC 


 Jennifer Deane, PHD Student, Newcastle University JD 


 Colin Edge, Head & Neck Consultant, South Tees CE 


 Katie Elliott, Network GP Lead, NESCN KE 


 Amy Gregory, Head & Neck CNS, South Tees AG 


 Terri Jasper, Cancer Care Coordinator, South Tees TJ 


 Marjorie Leckonby, Patient/Carer Representative ML 


 Shane Lester, Head & Neck Consultant, South Tees SL 


 Elizabeth Loney, Consultant Radiologist, CDDFT EL 


 Konstantinos Mitsimponad, Head & Neck Consultant, S Tees KM 


 Julie Newman, Head & Neck CNS, County Durham & 
Darlington 


JN 


 Mike Nugent, Head & Neck Consultant, Sunderland MN 


 Nick Renny, Head & Neck Consultant, South Tees NR 


 Laura Viva, Consultant Radiologist, South Tees LV 


 Jane Waddington, Head & Neck CNS, South Tees JW 


 Aung Win Tin, Consultant Clinical Oncologist, South Tees AWT 


 Linda Wintersgill, Information Manager, Cancer Alliance LW 


   


In Attendance Su Young, Business Support Assistant, Cancer Alliance SY 


   


Apologies: Eleanor Aynsley, Consultant Clinical Oncologist, JCUH  EA 


 Paul Counter, ENT Consultant, Cumbria PC 


 Matei Dordea, North Tees MD 


 Kate Farnell KF 


 Johanna Hall, South Tees Hospitals FT JH 


 Sarah Johnson, Newcastle SJ 


 Ashwin Joshi, City Hospital Sunderland FT AJ 


 Debra Milne, Gateshead, DM 


 Ailsa Nicol, Consultant in Restorative Dentistry, Newcastle AN 


 Nashreen Oozeer, City Hospitals Sunderland FT NO 


 Petros Perros, Newcastle PP 


 Graham Putnam, North Cumbria GP 


 Andrew Robson, North Cumbria AR 


 Ghazia Shaikh, Newcastle GS 


 Ajay Wilson, Consultant OMFS, City Hospital Sunderland FT  AW 


 Ivan Zammit, NUTH IZ 


   


HEAD & NECK MINUTES 


1. INTRODUCTION Lead Enc. 
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 1.1 Welcome and Apologies    


  DB welcomed all to the meeting, apologies as listed above. 
Introductions were made. 
 


  


 1.2 Declarations of Conflict of Interest   


  No declarations of conflict of interest were noted. 
 


  


 1.3 Minutes of the previous meeting – out of date   


  Out of date not attached 
 


  


 1.4 Matters arising   


  • As above  
 


 


2. AGENDA ITEMS   


 2.1 Follow up since last meeting   


  • Use of US guided FNA or Core Biopsy 
Ultra sound core biopsies have been set up and SL reported 
he has done around 200 samples and are currently the 
largest in the country. 
EL reported that at CDDFT require a Nurse to be present 
and these are not available during their routine ultra sound 
clinics and asked that awareness be raised for when 
referrals are being done and that core biopsies are pre-
booked to ensure relevant staff are available, to avoid 
delays in the patient pathway.   
It was suggested that Nurses are provided at one stop 
clinics and for the network to support this and for this to be 
included within the clinical guidelines. 
SL reported that Haematology require 14 core biopsies and 
discussions are ongoing.  SL agreed to feedback at the next 
meeting. 
 
 


• Head and Neck Sarcomas 
Sarcoma’s are still being done in the same way and no 
changes have been made.   
EL queried the cut off limit for lipoma sarcomas and it was 
confirmed that the region is using 5 cm.  SL to check with 
the sarcoma team to as to what their policy is. 
KE suggested that links be built with the Sarcoma EAG. 
 


• Vice Chair for Group 
A request was made for a vice chair and this to be someone 
from the North of the patch.  The chair job specification is 
attached for information and it was noted that the 
chairmanship did not have to be clinician but could be a 
nurse. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


SL 
 
 
 
 
 


SL 
 


KE 
 
 
 
 
 


ALL 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Enc. 1 
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 2.2 Imaging    


  • Liver in Head and Neck Cancer Patients Network 
Audit 


EL reported that the Trust have taken the decision not to do 
imaging on the liver and are doing an overall contrast image.   
For larynx contrast imaging is done.  
The group decided that an audit was not required as 
evidence based is available.   
The group agreed to undertake an audit for 6 months for 
isolated liver mets AWT to take the lead on this. 


 
 
 
 
 
 
 
 


AWT 
 


 


 2.2 Referrals from Dentists for patients with suspected 
Cancer 


  


  A presentation was given by JD regarding the routes to 
diagnosis in head and neck cancers from dentists for 
patients who have a suspected cancer. 
A copy of the presentation is attached for information. 
 
JD discussed the presentation and provided an overview of 
the study that has taken place at the University. 
The data used was an analysis of the PHE database of all 
head and neck cancers from 2006 until 2014.  This analysis 
is ongoing however the dentist element is complete. 
 
Clarification of the referral mechanism has been raised and 
not all are completing the 2 week wait referral forms. 
 
Concerns were raised and training needs identified 
regarding communication of cancer diagnosis.  The report 
highlights a lack of feedback/shared knowledge from 
secondary/primary care and this has been requested. 
 
KE also gave a presentation (attached – ask for copy) 
 
Optimal pathways currently being done regionally and 
discussions have been held within the alliance to see if head 
and neck could lead an optimal pathway prior to a national 
one being released.  SL reported that South Tees have 
already done this internally with all pathways. 
 
The presentation provided feedback that has been received 
across the region and highlighted that further education is 
required. 
 
Changes have been suggested to the 2ww form to include 
the GP in the referral process.   
KE wanting to make sure that the region is doing the same 
thing. 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Enc. 2 
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Optimal pathway – expressions of interest to be forwarded 
to KE and for a smaller working group to look at the whole 
head and neck pathway as well as the dental element. 
 
The group discussed the eduaction element and it was 
suggested that this should be at the dental school level.  It 
was also suggested that dental students be put into 2ww 
clinics and ENT 2ww clinics to gain experience of how these 
clinics are run. 
SL suggested that an E-Learning package be added for 
head and neck cancers and this could be added to existing 
modules but an element of face to face would also be 
required to help with confidence.  The LDC could be a link 
into some parts of the training however this would not 
necessarily catch the relevant people. 
KE to follow up with an email and for interested parties to 
come back to KE.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


KE 
 
 


 2.3 Service Updates   


  Meeting Papers 
SL raised issues with the downloading of papers as 
enclosures were not available.  SY to take this back to the 
Alliance to see if anything can be done. 
 
 
Post Meeting Note 
The website design team have informed the Alliance that if 
the papers are saved onto a desktop these should show the 
attachments.   
 
 
Radiology Project Update 
EL gave some feedback from the radiology project.  Within 
this project there are three sub groups:  


1. Radiology Workforce 
This group is looking at the workforce across the region, 
including training and education and a clinician passport 
work cross working in the region. 


2. Network Solutions  
The group are working towards developing a reporting 
system for MDTs and will remove the IEP for the region but 
will enable images to be shared across the region as well a 
remote reporting.  This has not been done within the UK 
before. 
This group is also looking at the ARSAC license holders and 
have written to the royal college of radiologists and ARSAC 
asking for these to be transferred over to clinical physics. 
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3.  Imaging Group 
This is the overarching steering group which reports direct to 
the ICS. 
 
 
Central Lymph Node Biopsy 
Sunderland now have an established service for central 
lymph node biopsy service for early oral cancers.  This is 
recommended in the national guidelines and all patients 
should be offered a neck surgery. This is a less morbid 
procedure and less down town for the patient. 
KE suggested that this could be added to the optimal 
pathway across the region. 
 


 2.4 Clinical Governance Issues   


  EL asked how long the TM7 and 8 is likely to last for and the 
last response was to use both but nationally coding on 8 
however this is difficult for staging on reports from 
radiologists.  Staging is now to be deferred to MDT. 
 
A request was made for an addendum to be added to the 
report should there be any discrepancies or difference of 
opinions at the MDTs. The group recommended this be 
added to reports which are completed at the end of MDTs 
and any differences of opinions are also recorded. 
 


  


3. 
JOINT HEAD, NECK AND THYROID UPDATES 


 3.1 Cancer Alliance Update   


  62 Day Standard 
The region is currently treating and caring people with 
cancer more and are consistently within the top third 
across the country despite the pressures on the services. 
 
 
Funding  
Funding allocation has now been confirmed and a work 
plan has had to be done and submitted in a short 
timescale. 
 
 
Lung Health Checks 
The National team have rolled out a phase one pilot to 
become a standard practice for lung health checks for 
patients between 50-75 years who have been smokers to 
be invited for a lung health check.  Newcastle Gateshead 
CCG have been identified as a pilot site for this from the 
national team.  There is potential that this will have an 
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impact on all services.  Scoping is in progress and this will 
be a 4-year programme. 
Further work across the region is being done for targeted 
lung case finding in South Tyneside/Sunderland and South 
Tees. 
 
 
Patient Public Involvement Project 
An event was held last week regarding the public 
involvement project that has been running for the last two 
years and following this a patient and public involvement 
accountability forum will stand alongside the 
commissioning and leadership forum reporting to the board 
to ensure that public involvement is involved in all aspects 
of work. 
 
 
New Secondary Care Lead 
Angela Wood has been appointed as secondary care lead 
for the Alliance and is currently looking at the structure of 
the EAGs going forward. 
 


  Data 
LW has the current data available and this is attached for 
information. 
 


 
 
 


 
Enc. 3 


 3.2 Routine Laryngoscopy Pre and Post Thyroid Surgery   


  There is different practise across the patch and the relevant 
people were not in attendance at the meeting.  It was 
agreed to transfer this to the next meeting. 
 


 
 


SY 
 


 


 3.3 Aide Memoir   


  LW provided some background for the IPT, the issues being 
raised through the Breach Reallocations and for patients 
who are transferred between Trusts.  Following several 
discussions, it has been agreed to call these aide memoirs. 
 
Alison Featherstone and Tony Branson wrote to all EAGs 
and draft aide memoirs were shared with all EAGS.  The 
initial idea was for every tumour site to have one.  The 
group were asked whether this was required and if we do 
require one what is the information is required for the MDT 
to proceed with the referral. 
 
Some groups have request more than one form and LW is 
proposing to resend out the information and invite 
comments to be returned to l.wintersgill@nhs.net 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 



mailto:l.wintersgill@nhs.net
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Once agreed these will be circulated through the group and 
be reviewed when the clinical guidelines are reviewed. 
 
The following comments were received within the meeting: 


• SL highlighted that this may be difficult due to the 
number of various cancers.   


• Queries were raised if this was just to avoid 
breaches.   


• It is to facilitate the process of IPT.  Purpose was to 
avoid Trusts not accepting patients because certain 
tests have not been done. 


• SL suggested that returned referrals should be 
flagged and then an audit should be done.  DB to 
share south tees form. 


• if the group felt that this would not be suitable or 
helpful therefore the group would not have a aide 
memoir but referrals should be looked into instead. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 


DB 
 
 


 3.4 Terms of Reference   


  The terms of reference require updating, to be shared and 
comments to be returned to su.young@nhs.net prior to 
endorsement. 
 


 
ALL 


Enc. 4 


 3.5 Clinical Guidelines   


  The H&N guidelines were amended and sent to DB on 
31/01/19 for final review, however no response has been 
received.   
 


The Thyroid clinical guideline amendments have been 
made and sent to SN for final review.  
 


The group were asked again to review both clinical 
guidelines and forward any amendments onto 
su.young@nhs.net within a two-week timescale.  Once all 
amendments are made these will be shared with the group 
by email to endorse. 
 
All out of date clinical guidelines have now been removed 
from the Alliance website. 
 


 Enc. 5 
& 6 


4.  NEXT MEETINGS   


 4.1  Tuesday 26 November 2019,  
2.00-5.00, Evolve Business Centre, DH4 5QY 


  


THYROID AGENDA 


Present: Peter Carey, Consultant Endocrinologist, Sunderland PC 


   


 Other attendees as above for Head & Neck  


   



mailto:su.young@nhs.net

mailto:su.young@nhs.net
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In Attendance Su Young, Business Support Assistant, Cancer Alliance SY 


   


Apologies See Above  


MINUTES 


5 INTRODUCTIONS 


 5.1 Welcomes and Apologies   


     


 5.2 Declarations of Conflict of Interest   


  No declarations of conflict of interest were noted   


 5.3 Minutes of the previous meeting – out of date   


     


6  AGENDA ITEMS 


 6.1 Follow up since last meeting   


  • Chair and Vice Chair position   


  A request was made for a vice chair and this to be someone 
from the North of the patch.  The chair job specification is 
attached for information and it was noted that the 
chairmanship did not have to be clinician but could be a 
nurse. 
 


 
 
ALL 


 
 
 


Enc. 1 


 6.2 Service Updates    


  Thyroid Specialist Nurse at South Tees 
It was reported that there is no thyroid specialist nurse at 
South Tees and the post has been vacant for 18 months.  
This is starting to have an impact on both staff, patients and 
the service and current nursing staff are picking up a lot of 
psychological elements from patients. 
A business case has been done but nothing has happened.  
A request was made as to whether the Alliance could help 
this situation and it was agreed that the Alliance will ask the 
Chair of the Thyroid Group to write to the Trust informing 
them of the concerns raised today and asking for a response 
and support. 
 
 
Administrative support 
It was highlighted at South Tees they do not have many 
secretaries and therefore there are delays in sending out 
responses to GPs.  The Alliance were asked to for help in 
raising this as a concern to the chief executives and it as 
agreed to raise this at the clinical leadership group. 
 
 
Future Meetings 
A discussion was held regarding future meetings and 
whether everyone should attend or if there should be 
representation from each Trust.  There was initially a Peer 
Review element to attend however the Alliance does not 


 
 
 
 
 
 
 
 
 


SN 
 
 
 
 
 
 
 
 


KE 
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have an acting role in Peer Review now.  The Alliance has 
agreed to host the clinical guidelines and provide support for 
them.  It was suggested that the MDT leads for each Trust 
should be the attendees at this meeting. 
 
Thyroid representatives felt that they were well resourced 
outside the meeting and national forums for difficult cases.  
The Thyroid representatives in attendance today felt that 
they did not require an EAG. 
 


 6.3 Clinical Governance Issues   


  None 
 


  


7  Close of meeting   


 
Contact  Su.young@nhs.net   tel 011382521608 
 



mailto:Su.young@nhs.net%09






Northern Cancer Alliance Expert Reference Groups 
 


Chair Job Specification 
February 17 


 


Job Title: Chair Expert Reference Group 


Responsible to: Clinical Lead Cancer Alliance 


Accountable to: Northern Cancer Alliance Manager  


 
ROLES AND RESPONSIBILITIES 
 
The Expert Reference Group (ERG) Chair has overall responsibility for the development of 
co-ordinated, cohesive and integrated networked cancer services for a specific tumour site.  
This will be achieved primarily by ensuring that the ERG operates efficiently and effectively to 
facilitate these developments across the Alliance. 
 
Specifically, the Chair should: 
 
 


 Work with the Northern Cancer Alliance to ensure all Trusts in the network are 
involved and primary care is appropriately represented. 


 
 Aim to ensure groups are multi-professional in nature. 


 
 Take responsibility for delivering on the Cancer Alliance Work Plan for the Group. 


 
 Ensure that systems and processes are in place to: 


 
- Review (and update) local and national outcomes 
- Collect minimum cancer data sets 
- Support accreditation/quality assurance 
- Facilitate user involvement in the development of services 


 
 Ensure that any Tumour specific issues of clinical governance are supported by 


adequate protocols across the region. 
 


 Organise meetings at least twice a year.  The Northern Cancer Alliance will provide 
support to book rooms and circulate agendas for these meetings. (see ERG TOR for 
additional local meetings) 


 
 Prepare the agenda for and chair ERG meetings ensuring that adequate time is allowed 


for each item under discussion and stakeholders’ views are sought. 
 


 Ensure that minutes and action notes are circulated as appropriate. 
 


 Ensure a vice chair is nominated.  This would support succession planning and help in 
attending various meetings. 


 







 Ensure that the Cancer Alliance Manager is briefed about the progress being made by 
the ERG or any specific issues.   


 
 Lead discussions with other ERGs on issues of common interest. 


 
VICE CHAIR 


 
The ERG Chair is a challenging role.  Good practice would be Chair and Vice Chair 
(preferably one from North and one from South) this would support succession planning.  
 
NOMINATION AND SELECTION PROCESS 


 
Nominations for Chair and Vice Chair, to come from the ERG, followed by a selection process 
(undertaken by the Northern Cancer Alliance Board). 
 
TERM OF OFFICE 


 
2 years with an option to a further 2 years (maximum 4 years Term of Office). The chair and 
the vice chair may agree to switch role after 1-2 years. 
 
SUPPORT 
 


 Employing Trust 
 The chair must secure its own Trust support to undertake the role 
 Northern Cancer Alliance staff/ team 


 
PERSONAL QUALITIES AND EXPERIENCE 
 
Ideally, the Chair will: 
 


 Be able to influence others to develop a commonly held vision for the development of 
the service 


 Demonstrate enthusiasm for working collaboratively with other organisations, including 
other Trusts and primary care 


 Be energetic and enthusiastic and capable of enthusing others 
 Have excellent communication skills 
 Be a team player, able to lead and work within a multidisciplinary environment, with an 


appreciation of the skills which different professions can bring to the service 
 Have capacity in their current workload to carry out the function of Chair 
 Be a recognised expert in the care of cancer patients for the tumour site 
 Have widespread experience in the general care of cancer patients 
 Show commitment to developing the Site Specific Group  
 Have the ability to think strategically 


 
 
Review Date: March 2019 
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Head & Neck Expert Advisory Group 
 


TERMS OF REFERENCE 
 


Purpose: The primary purpose of Northern Cancer Alliance (NCA) Expert 
Advisory Group Head & Neck is to provide cross organisational 
representation to ensure that all patients with head and neck 
cancer in the North East and North Cumbria receive equitable 
access to safe, evidence based and effective care. We will achieve 
this by holding each other to account for performance in this 
respect. 
 


Membership: Core membership: 
▪ Chair person 
▪ Vice Chair 
▪ Representative from each service provider organisation. 
▪ Patient and carer representative 
▪ Locality representative 


 
Cancer Alliance Staff: 


▪ Cancer Alliance - administration support 
▪ Cancer Alliance - clinical lead  


 


Extended membership 
▪ Palliative care representative 
▪ Clinical research network representative 
▪ TYA representative 
▪ PPV representative to meet the need of the service 


development e.g. patient, lay person, third sector. 


Specific Role: ▪ To be the Head & Neck Expert Advisory Group to the 
Northern Cancer Alliance. 


▪ To support the delivery plan of the NCA. 
▪ To develop and maintain up to date clinical guidelines. These 


may in part be reference to nationally developed guidelines 
where available. 


▪ To review local data and metrics such as the cancer 
dashboard, and where possible use them to inform service 
improvement proposals. 


▪ To provide a forum for the sharing of good practice, 
discussing local and national issues and initiatives. 


▪ To ensure the views of patients and carers are taken into 
account in the planning, operation and evaluation of services 
including Patient Information material. 


▪ To lead rapid change, including the development and 
implementation of consistent standards within available 
resources. 
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▪ To ensure NCA clinical and strategic service development 
issues are shared within member organisations. 


▪ To ensure that clinical research is incorporated into the 
work of the Group. 


▪ To contribute to the Alliance needs assessment of education, 
training and work force planning 


Accountability:  The tenure of the Chair will be 2 years with an option to extend 
for a further 2 years.  (maximum tenure at discretion of group)  


A vice chair will deputise for the chair when necessary and 
normally succeed the chair when they step down 


 


To report to the NCA board through the Chair’s membership of the 
NCA Clinical Leadership group.  
 


Frequency of 
Meetings:  


Bi-annual meetings will be held with one inclusive of NCA site 
specific performance data. 


 


Quorum: A minimum requirement for quorate to be achieved is attendance 
by 75% of core members who provide a service.  


Admin: Action Points ☐ Minutes ☒ 


Ownership of 
Group Projects and 
Initiatives: 


All projects, initiatives and outcomes will be owned by each 
member of the group that has taken part in the group project or 
initiative. 


Ways of Working 
Together 


All relationships must be handled in an open and transparent 
manner, which comply with the requirements of guidance issued 
by the Department of Health.  Healthcare professionals have a 
responsibility to comply with their own codes of conduct at all 
times. 


Communication 
Arrangements:  


Minutes will be forwarded to members within three weeks.  
Agendas and minutes will be posted on the group page of the 
Northern Cancer Alliance Website.  Items for the agenda should 
be received 7 days before the meeting. 


Inter meeting communication will be circulated by email from the 
NCA. 


Declaration of 
Interest:  


 All potential or perceived conflicts of interest should be declared. 


 








 


     


Head & Neck Cancer 


Clinical Guidelines 


Head and Neck EAG on behalf of NCA 


Title: NCA Head and Neck Cancer Clinical Guidelines 


Authors: Head and Neck EAG Members  


Circulation List: See page 2 


Contact Details: Mrs C McNeill, Senior Administrator 
Claire.mcneill@nhs.net 


Telephone: 01138252976 


 
Version History: 


Date: 15.05.19 V5.7  May 2021 
 


 Document Control 


Version Date Summary Review Date 


V5.8 30.05.19 


Update to Page 5 
Update to Page 9 
Link on Page 10 updated 
Tables updated with correct lead names 
 


May 2021 


V5.7 15.05.19 


Updated front page layout 
Document updated and re formatted 
Links to National Guidelines Updated  
 


May 2021 


V5.6 01.11.18 


Updated terminology NECN and NSSG  
Updated logo 
Updated pathways – 2016 draft 
Referrals – Population tables 
2ww referral form 


November  2019 


V5.5 01.06.16 
Designated hospital section updated to reflect 
discussions at EAG meeting. 
2ww referral form added 


May 2017 


V5.4 01.04.16 


Reviewed and removal of clinical guidelines which are 
covered under that national guidelines. Chemotherapy 
guidelines reviewed and marked on. 
Lead Clinicians page 9 update – R Gurunathan added 


May 2016 


V5.3 10.06.15 Patient pathway and 2ww referral added May 2016 


V5.2 26.05.15 Oral surgery, sarcoma, salivary gland updated May 2016 


V5.1 21.05.15 Document reviewed and updated Chairs detail input. May 2016 


V 5 21.08.14 Chemotherapy update May 2015 


V4.9 17.12.13 Updated primary care referral guidelines May 2014 


 
Guidelines agreed by: 
 
Head and Neck EAG members agreed the Guidelines on:  



mailto:Claire.mcneill@nhs.net
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Date Agreed: Circulated for endorsement to the group on XXXX with formal 
endorsement at the next meeting 26 November 2019 


Review Date: May 2021 
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National Guidelines 


 
The Expert Advisory Group have adopted the National Guidelines which can be located via 
the link below; 
 
Head and Neck National Guidelines 


 


  



https://jnccn.org/view/journals/jnccn/16/5/article-p479.xml

https://jnccn.org/view/journals/jnccn/16/5/article-p479.xml
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Patient pathway
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Follow-Up Schedule and Post Treatment Investigations 


 
Oropharynx 
 
Follow-up of patients over five years would be justified for the following groups: high-risk 
patients, specific tumours (e.g. adenoid cystic carcinomas), patients who have undergone 
complex treatments who require on-going rehabilitation and support, detection of new 
primary tumours and patient preference. Fear of recurrence is prevalent in cancer patients 
and continued attendance at clinic helps to mitigate this. 
 
Nasopharynx 
 
EBV –specific serologic tests: IgA anti-viral capsule antigen (VCA) titres.   In those with a 
positive result at presentation (WHO type 2 and type 3 NPC) repeat titres for monitoring 
recurrence may be considered. 
 
Follow up schedule: 
YEAR 1 4 to 6 weekly 
YEAR 2 2 monthly 
YEAR 3 3 to 4 monthly 
YEAR 4/5 6 monthly 
YEAR 5 to 10 yearly 


 
Management of Recurrent Disease/Salvage 
 
There is limited scope for salvaging patients in this situation, but local surgery may be 
applicable to nodal disease and chemotherapy may be an option for systemic disease. 
 
 
Follow-up schedule and post treatment investigations 
YEAR 1 4 to 6 weekly 
YEAR 2 2 monthly 
YEAR 3 3 to 4 monthly 
YEAR 4/5 6 monthly 
YEAR 5 to 10 yearly 


 
Management of Recurrent Disease/Salvage 
 
In general, surgery is used for recurrent disease if it is resectable.   Post-operative 
radiotherapy is used if it has not been given before.   Chemotherapy may have a palliative 
role. 
 
Hypopharynx 
 
Therapeutic intervention frequently involves the thyroid and thyroid function tests should be 
considered for monitoring for both early and late thyroid failure.   If all parathyroids have 
been removed calcium replacement therapy is required. 


Commented [A1]: Comment from Hannah Fox – NUTH 
We would typically discharge primary squamous disease at 5 
years in the non recurrent setting.  Paratoid carcinoma tends to 
get longer term follow up on a case by case basis. 
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Follow-Up Schedule and Post Treatment Investigations 


YEAR 1 4 to 6 weekly 
YEAR 2 2 monthly 
YEAR 3 3 to 4 monthly 
YEAR 4/5 6 monthly 
YEAR 5 to 10 yearly 


 
In lesions involving the postcricoid region, oesophagoscopy to be performed within 3 months 
of completion of radiotherapy. 
 
Neck imaging based on clinical findings. 
 
Management of Recurrent Disease/Salvage 
 
In general, surgery is used for recurrent disease if it is resectable.   Post-operative 
radiotherapy is used if it has not been given before.   Chemotherapy may have a palliative 
role. 
 
 
 
CARCINOMA OF THE LARYNX 
 
Follow-Up Schedule and Post Treatment Investigations 


YEAR 1 4 to 6 weekly 
YEAR 2 2 monthly 
YEAR 3 3 to 4 monthly 
YEAR 4/5 6 monthly 
YEAR 5 to 10 Yearly 
YEAR 10 continue under ENT follow if continue to 


smoke 
 
 
 


  


Commented [A2]: Request from Nashreen Oozeer to have a 
paragraph added on Immunotherapy for recurrences after 
cisplatin chemo. 
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Designated Hospitals for Head and Neck Cancer 


 
The named designated Hospitals for Head and Neck Cancer in the Northern Cancer Alliance 
are described below: 
Each hospital has a clinic for referral of patients with head and neck cancer in line with their 
locally primary care referral guidelines. 
In line with the manual, each designated hospital has a minimum of two designated 
clinicians. 
 


CCG populations 
Designated Hospital – 
Head and Neck 


Designated 
Hospital - Thyroid Area Population* 


Newcastle 249 Freeman Hospital 


Freeman Hospital 


Royal Victoria 
Infirmary 


North Tyneside 203 
Freeman Hospital 


North Tyneside 
General Hospital Northumberland 316 


South Tyneside 149 


South Tyneside District  
Hospital Palmer Community 


Hospital Palmer Community 
Hospital 


Sunderland 278 Sunderland Royal Hospital 
Sunderland Royal 
Hospital 


Gateshead 249 Queen Elizabeth Hospital 
Queen Elizabeth 
Hospital 


Durham Dales, Easington & 
Sedgefield 


275 Darlington Memorial 
Hospital 


Darlington 
Memorial Hospital 


Darlington 106 


North Durham 248 Sunderland Royal Hospital 


University Hospital 
of North Durham 


Shotley Bridge 
Hospital 


South Tees 
  


276 
James Cook University 
Hospital 


James Cook 
University Hospital Hambleton, Richmondshire & 


Whitby 
153 


Stockton 194 
James Cook University 
Hospital 


University Hospital 
of North Tees 


Hartlepool 94 
University Hospital 
of Hartlepool  


North Cumbria 318 
Cumberland Infirmary Cumberland 


Infirmary West Cumberland Hospital 


Source - Mid-2016 Population Estimates for Clinical Commissioning Groups (CCGs) in England - 
ONS.gov.uk 
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Please note: Across NCA, Endocrine Surgeons also operate on Thyroid Cancer in addition 
to Head and Neck Surgeons. These surgeons must attend both Thyroid and Head and Neck 
MDTs. 


 


The Distribution of Neck Lump Clinics 


 
The distribution of neck lump clinics for suspected Head and Neck Cancer in the North of 
England Cancer Network are described below in the table below, Referral Guidelines for 
Primary Care Practitioners – UAT patients. 


 
Each hospital has a clinic for referral of patients with head and neck cancer in line with the 
locally agreed primary care referral guidelines. 


 
Designated clinics are distributed such that the CCG’s agreed populations have sufficient 
access. 


 


Referral Guidelines for Primary Care Practitioners - UAT Patients 


 
The NICE Referral guidelines for suspected cancer have been agreed and adopted as the 
Network Referral Guidelines.  These guidelines in conjunction with the Referral Forms for 
Patients with Suspected Cancer, Coding sheet and Cancer Services Directories provide 
Primary Care Practitioners with all necessary information regarding named local services 
and contact points. 
 
Also see Appendix 1, Primary Care Referral Guidelines. 
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Spoke services for initial assessment clinics for the Designated Hospitals will be added as an 
appendix once this information has been collected. 


Table 2 - R+B28:I63eferral Guidelines for Primary Care Practitioners - UAT Patients


Area Population*


Newcastle 293 GDP - FH


2 week wait central office


Northumberland 319 Fax: 0191 2231498


North Tyneside 204 Choose & Book


Tel: 0345 6088888


Gateshead 205 Freeman Hospital (FH) Sunderland Royal 


Infirmary


Choose & Book 


Tel: 0345 6088888


Cancer Booking Team 


(within call centre) QE


Mr A Welch


Mr Adams


Mr J O'Hara


S Marshall 


(does not 


attend clinic- 


but contactable 


by Bleep only)


Freeman Hospital (FH) Cumberland Infirmary 2 week central office Mr J Elliott


Fax: 01946 523489 Mr A Robson


West Cumberland 


Hospital


Mr G Putnam   


Mr P Counter 


Sunderland 277 Appointments Office


Fax:  0191 5699030


North Durham 249


Sunderland Royal Hospital (SRH) South Tyneside DH


Palmer Community 


Hospital


Durham Dales, Easington & 


Sedgefield


275 Choose & Book Miss S Kundu


Darlington 106 Tel: 0345 6088888 Mr Srinivasan


Mr Mitsiponas


South Tees 277 Tel: 01642 282853 Mr R Wright


Fax: 01642 282826


Hartlepool & Stockton 290 Mr S Lester


Mr C Edge


Hambleton, Richmondshire & Whitby 153 COL D Bryant


Source - Mid-2017 Population Estimates for Clinical Commissioning Groups (CCGs) in England - ONS.gov.uk


Contact Points


Darlington Memorial 


Hospital


Designated Hospital Neck Lump Clinic 


Location


Fax: 0191 2022191


James Cook University Hospital


James Cook University Hospital 


(JCUH)


James Cook 


University Hospital 


(JCUH)


North Cumbria


CCG populations


318


150


JCUH 


Tuesday AM


MDT 


Location


Freeman Hospital (FH) Freeman Hospital


Designated 


Lead 


Clinicians


Haemato-


oncologists  


with direct 


care sessions 


timetabled for 


the clinic


V Hervey (does 


not attend 


clinic- but 


contactable as 


liaison 


haematologist)


V Hervey (does 


not attend 


clinic- but 


contactable as 


liaison 


haematologist)


Freeman 


Hospital 


Thursday AM


Sunderland Royal Hospital (SRH) Sunderland Royal 


Hospital (SRH)


Mr A Burns


Miss H Cocks


Mr C Hartley


Mr M Nugent


Miss N Oozeer


Mr F Stafford


Mr A Wilson


SRH Friday 


AM


Dr D Plews 


(unable to 


attend clinic 


however they 


are able to see 


the patient 24-


48 hrs)


Dr A Lennard       


Dr G Jackson                


Dr G Jones    


Dr T Menne (do 


not attend 


clinic- 


contactable by 


phone /bleep 


only)


R Oakes 


Locum (do not 


attend clinic- 


contactable by 


phone/bleep 


only)


South Tyneside


Mr A Burns


Miss H Cocks


Mr C Hartley


Mr M Nugent


Miss N Oozeer


Mr F Stafford


Mr A Wilson


Mrs H Fox


Mr J O'Hara


Mr D Hamilton


Mrs L Warner


Mr J Adams


Mr M Kennedy
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Distribution Process for Referral Guidelines 
 
Primary Care Medical Practices 
Primary Care referral guidelines for Head & Neck cancer, including Thyroid are sent to the 
Primary Care Commissioners for onward distribution to general practice and general dental 
practices, and also through Cancer Unit Managers for onward distribution to the relevant 
clinical specialities. 
  
Copies of the guidelines are available on the Northern Cancer Alliance’s website:  
 
http://www.northerncanceralliance.nhs.uk/advisory_group/head-neck-expert-advisory-group/ 
 


NCA Agreed Referral Proformas 


 
All Network wide referral proformas are in line with NICE guidance for urgent referral for 
suspicion of cancer 2015 and comply with the following: 
 


▪ it is used for patients with UAT symptoms which are outside the 'urgent suspicion 
of cancer' definition and who have no neck lumps 


▪ it allows for the referrer to categorise a patient by presenting features, so that the 
hospital can direct the referral to the relevant specialty (e.g. ENT, OMFS) 


▪ the network-wide format is made locally specific by identifying a single referral 
point for each designated hospital to which proformas can be sent for direction to 
individual specialists. 


 


Internal Referral Guidelines for Non-Designated Hospital Clinicians 


 
The Schema below is adopted from The Manual for Cancer Services (Head & Neck 2008)  


 



http://www.northerncanceralliance.nhs.uk/advisory_group/head-neck-expert-advisory-group/
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NCA Agreed Named Hospital for Surgical Treatment Delivery 


 
 


 


NCA MDT Configuration 


 


Trust Designated MDT Case Mix 
 


South Tees Hospitals NHS FT 
North Tees & Hartlepool NHS FT 
Co Durham & Darlington FT 
(South) 


James Cook University 
Hospital 


Upper Aero-digestive 
Tract dealing with one or 
more of 
salivary gland tumours 


Newcastle Upon Tyne Hospitals 
NHS FT 
Northumbria Healthcare NHS FT 
North Cumbria University Hospitals 
NHS FT 


Freeman Hospital 
 
 
 


Upper Aero-digestive 
Tract dealing with one or 
more of salivary gland 
tumours; UAT cancer 
involving skull base 


City Hospitals Sunderland NHS FT 
Co Durham & Darlington NHS FT 
(North) 
Gateshead Health NHS FT 
South Tyneside NHS FT 


Sunderland Royal 
Hospital 


Upper Aero-digestive 
Tract dealing with Salivary 
gland tumours 
 


 


Area Population*


Newcastle 293 Freeman Hospital


Northumberland 319 Lead Clinician 


North Tyneside 204


Gateshead 205 Mrs H Fox


Wards 


Sunderland 277 C33


South Tyneside 150


North Durham 249


Darlington 106


South Tees 277


Hartlepool & Stockton 290


Hambleton, Richmondshire & 


Whitby


153


Durham Dales, Easington & 


Sedgefield


275


North Cumbria


318 North Cumbria University 


Hospitals NHS Trust 


Ward for H&N 


surgery is Beech C/D


Cumberland Infirmary


Lead Clinician


Mr G Putnam


Source - Mid-2017 Population Estimates for Clinical Commissioning Groups (CCGs) in England - ONS.gov.uk


Lead Clinician                


City Hospitals Sunderland NHS 


FT


Sunderland Royal 


Hospital


James Cook University 


Hospital


Lead Clinican                                    


Mr S Lester 


Mr W Elsaify


Newcastle upon Tyne Hospitals 


NHS FT


Ward 10


Designated HospitalCCG populations


South Tees Hospitals NHS FT Ward 14 & Ward 35


Hospitals for Surgical 


Delivery


Designated Ward
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MDT linkages 


Trust Designated MDT Case Mix 
 


South Tees Hospitals NHS FT 
North Tees & Hartlepool NHS FT 
Co Durham & Darlington NHS FT  


James Cook University 
Hospital 


Thyroid cancer 


Newcastle Upon Tyne Hospitals 
NHS FT 
Northumbria Healthcare NHS FT 
North Cumbria University Hospitals 
NHS FT 
City Hospitals Sunderland NHS FT 
South Tyneside NHS FT 
Gateshead Health NHS FT 


Royal Victoria Infirmary Thyroid Cancer 


 


The Distribution of Local Support Teams in the Network 


 


Designated Hospital Geographical coverage  


Freeman Hospital 
 


Northumberland, North Tyneside, Newcastle, 
Gateshead 


Sunderland Royal Hospital 
 


Sunderland, South Tyneside, North Durham, 
Washington, 


Cumberland Infirmary 
 


Carlisle, Whitehaven, North Cumbria 


Darlington Memorial  
 


South Durham - Darlington, Bishop Auckland, 
Sedgefield (75%) 


James Cook University Hospital – local 
support provided by Specialist MDT 
 


Teesside – North of Tees, South of Tees, 
Sedgefield (25%), North Yorkshire  
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Appendix 1 – Referral Guidelines for Primary Care 


 
 
 
Northern Cancer Alliance 
Referral Guidelines for Primary Care 
 
 
Oral, Non Oral Lesions and Thyroid 
 
 
Developed by 
Head & Neck Expert Advisory Group 
& 
Thyroid Expert Advisory Group 
 
May 2013 
Review date: July 2016 
 


 


Title: NCA Head and Neck Cancer Primary Care Referral 
Guidelines 


Authors: Head and Neck EAG members 
Thyroid Subgroup members  


Circulation List: Primary care medical practices 
Primary dental practices 
Designated consultant clinicians 
Non-designated head and neck consultant clinicians (ENT 
surgeons, endocrine surgeons, OMFS surgeons, oral 
medicine specialists, endocrinologists, restorative 
dentistry consultant) – via Cancer Unit Managers 
Head and Neck EAG 


Contact Details: Mrs C McNeill, Peer Review Co-ordinator 
Claire.mcneill@nhs.net 


Telephone: 01138252976 


 
Version History: 


Date: 21.05.15 Version: v.05 Review 
Date: 


July 2016 


 
Document Control 


Versio
n 


Date Summary Review Date 


V0.5 21.05.15 Reviewed and no amendments require July 2015 


v.05 17.12.13 Head and neck cancers (Oral Lesions)- 
amended 


May 2015 


    



mailto:Claire.mcneill@nhs.net
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Area Population*


Newcastle 293 GDP - FH


2 week wait central office


Northumberland 319 Fax: 0191 2231498


North Tyneside 204 Choose & Book


Tel: 0345 6088888


Gateshead 205 Freeman Hospital (FH) Sunderland Royal 


Infirmary


Choose & Book 


Tel: 0345 6088888


Cancer Booking Team 


(within call centre) QE


Mr A Welch


Mr Adams


Mr J O'Hara


S Marshall 


(does not 


attend clinic- 


but contactable 


by Bleep only)


Freeman Hospital (FH) Cumberland Infirmary 2 week central office Mr J Elliott


Fax: 01946 523489 Mr A Robson


West Cumberland 


Hospital


Mr G Putnam   


Mr P Counter 


Sunderland 277 Appointments Office


Fax:  0191 5699030


North Durham 249


Sunderland Royal Hospital (SRH) South Tyneside DH


Palmer Community 


Hospital


Durham Dales, Easington & 


Sedgefield


275 Choose & Book Miss S Kundu


Darlington 106 Tel: 0345 6088888 Mr Srinivasan


Mr Mitsiponas


South Tees 277 Tel: 01642 282853 Mr R Wright


Fax: 01642 282826


Hartlepool & Stockton 290 Mr S Lester


Mr C Edge


Hambleton, Richmondshire & Whitby 153 COL D Bryant


Source - Mid-2017 Population Estimates for Clinical Commissioning Groups (CCGs) in England - ONS.gov.uk


Contact Points


Darlington Memorial 


Hospital


Designated Hospital Neck Lump Clinic 


Location


Fax: 0191 2022191


James Cook University Hospital


James Cook University Hospital 


(JCUH)


James Cook 


University Hospital 


(JCUH)


North Cumbria


CCG populations


318


150


JCUH 


Tuesday AM


MDT 


Location


Freeman Hospital (FH) Freeman Hospital


Designated 


Lead 


Clinicians


Haemato-


oncologists  


with direct 


care sessions 


timetabled for 


the clinic


V Hervey (does 


not attend 


clinic- but 


contactable as 


liaison 


haematologist)


V Hervey (does 


not attend 


clinic- but 


contactable as 


liaison 


haematologist)


Freeman 


Hospital 


Thursday AM


Sunderland Royal Hospital (SRH) Sunderland Royal 


Hospital (SRH)


Mr A Burns


Miss H Cocks


Mr C Hartley


Mr M Nugent


Miss N Oozeer


Mr F Stafford


Mr A Wilson


SRH Friday 


AM


Dr D Plews 


(unable to 


attend clinic 


however they 


are able to see 


the patient 24-


48 hrs)


Dr A Lennard       


Dr G Jackson                


Dr G Jones    


Dr T Menne (do 


not attend 


clinic- 


contactable by 


phone /bleep 


only)


R Oakes 


Locum (do not 


attend clinic- 


contactable by 


phone/bleep 


only)


South Tyneside


Mr A Burns


Miss H Cocks


Mr C Hartley


Mr M Nugent


Miss N Oozeer


Mr F Stafford


Mr A Wilson


Mrs H Fox


Mr J O'Hara


Mr D Hamilton


Mrs L Warner


Mr J Adams


Mr M Kennedy
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Table 3 - Referral Guidelines for Primary Care Practitioners - Thyroid Patients


Area Population*


Newcastle 293 Freeman Hospital Freeman Hospital GDP - FH


Royal Victoria Infirmary Royal Victoria Infirmary 2 week wait central office


0191 2231498


Choose & Book


Tel: 0345 608888


Northumberland 319 North Tyneside 


Hospital


North Tyneside 204 Wansbeck General 


Hospital


318 2 week central office Mr M Williams


Fax: 01946 523489 Mr L 


Barthelmes


Mr P Counter


Sunderland 277 Sunderland Royal 


Hospital


Appointments Office Mr F Stafford


Easington (60%) 56 Sacriston, Durham Fax:  0191 5699030 Mr T Leontsinis


Ms H Cocks


150 Ms H Cocks 


Miss J Heaton 


Mr T Leontsinis 


Mr Pardeshi


205 Choose & Book 


Tel: 0345 6088888 Ms H Cocks


Cancer Booking Team 


(within call centre) QE


Mr T 


Leontsinis


Mr F Stafford


Durham Dales, Easington & 


Sedgefield (excl Easington 60%)


219 Choose & Book Mr V Shanker


Darlington 106 Tel: 0345 6088888 Mr T 


Tarigopula 
North Durham 249 University Hospital of North 


Durham


University Hospital of 


North Durham


Choose & Book Mr G Tervitt


Shotley Bridge Hospital Shotley Bridge 


Hospital


Tel: 0345 6088888 Mr A Bhatti


South Tees 277 Tel: 01642 282853 Mr W M Elsaify


Fax: 01642 282826 Dr S Nag


Hambleton, Richmondshire & Whitby 153


Stockton 195 University Hospital of North Tees University Hospital of 


North Tees 


Mr J Kurup                 


Mr Gill


Hartlepool 94 University Hospital of Hartlepool Dr  S Pye


Mr M Dordea


Source - Mid-2017 Population Estimates for Clinical Commissioning Groups (CCGs) in England - ONS.gov.uk


Mr P Turan


Mr R Bliss


Mr A Welch


Mrs H Fox


Mr D Hamilton


James Cook University Hospital James Cook 


University Hospital


Tel: 01642 623292


Fax: 0191 2022191


Contact Points


Fax: 0191 2934107


Darlington Memorial Hospital Darlington Memorial 


Hospital


Gateshead Queen Elizabeth Hospital Queen Elizabeth 


Hospital


Cumberland Infirmary


South Tyneside Palmer Community Hospital Palmer Community 


Hospital


North Cumbria Cumberland Infirmary


Sunderland Royal Hospital


North Tyneside Hospital


Thyroid Clinic 


Location


Designated HospitalCCG populations


Royal Victoria 


Infirmary 


Wednesday 


PM


James Cook 


University 


Hospital Last 


Friday of each 


month pm


MDT 


Location/MDT 


Co-ordinator 


Contact


Designated 


Lead 


Clinicians
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Commented [A3]: Comment received from Nashreen 
Oozeer 
Please refer to the NICE guidelines for referring to H&N (ENT) 
on the 2WW pathway: only includes hoarse voice in over 45 
and Neck Lumps. 
All other, if GPs are concerned, can be seen urgently within 6 
weeks.  If no hoarseness/neck lumps, and if GPs are very 
concerned about sinister cause, then it should be referred on 
the 2ww form but specify reasons for referral in the free text 
box. 
Please note that neck lumps should ideally be referred to the 
Rapid Access Neck Lump Clinic 
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Appendix 2 – EAG Guidelines for Teenage and Young Adults 


 
Teenage and Young Adults Peer Review Measures (Functions of the Network Site Specific 
Groups for TYA) 
 
1. Teenage and Young Adult Pathway for initial Management 
 
The EAG has received the document named ‘NCA Teenage and Young Adult Cancer 
Pathway Guidance Paper’ and agrees to follow the generic TYA Pathway with any site 
specific variations to be documented. Please see Appendix 3 for pathway.  
 
2. Teenage and Young Adult Pathway for Follow up on completion of first line treatment 
 
 
The EAG has received the document named ‘NCA Teenage and Young Adult Cancer 
Pathway Follow up on completion of first line treatment’ and agrees to follow the generic TYA 
Pathway with any site specific variations to be documented. Please see Appendix 4 for 
pathway. 
 
3. Pathways for cases involving Specialised NHS services (Only Gynae and Sarcoma) 
 
The Gynae EAG and SAG reviewed and agreed the Specialised NHS Service pathway for 
patient’s age 16-24 years.  This is attached in Appendix 6. 
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Appendix 3 – Teenage and Young Adult Pathway for initial Management  
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Appendix 4 – TYA follow up on completion of first line treatment 
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Appendix 5 – Contact Details 


 
 







 


Appendix 6 – NHS Specialised Services Pathway   


 







 


 


  


 


 
 
 







 


 


Appendix 7 – Chemotherapy Protocols 


 


 
 
 
 
 
 
 
 
 
NCA CHEMOTHERAPY TREATMENT ALGORITHM FOR HEAD & NECK 
 
“Quality and safety for every patient every time” 
 


Document Control 


Prepared 
By 


Issue 
Date 


Approved By Review 
Date 


Version Contributors Comments/ 
Amendment 


EAG 10.06.16 Head & Neck 
EAG 


June 
2018 


1.1 Head & Neck 
EAG 


 


EAG 21.08.14 Chemotherapy 
group 


Sept 
2016 


1.1 Chemotherapy 
Group Chair 


 


       


       


For more information regarding this document, please contact: 
 
EAG Chair:  Dr E Aynsley 
 
 
 
 


Commented [A4]: Comment from Nashreen Oozeer 
Results from De-Escalate trial should be added, showing 
worse survival in the group having Cetuximab compared to 
cisplatin chemo 







 


INTRODUCTION 
 
The 2014 Peer Review Chemotherapy Measures require each Network Site Specific 
group (EAG) to agree in consultation with the Network Chemotherapy Group (NCG) a 
set of site specific chemotherapy treatment algorithms for the Network. 
Peer Review Definitions 
 
Chemotherapy treatment algorithm 
A guideline which specifies the acceptable ranges of regimen options for named steps 
on the patient pathway.  Treatment algorithms are cancer site-specific. Thus, the 
treatment algorithm for the Head and Neck EAG includes a statement of the range of 
regimens agreed as acceptable  
 
Chemotherapy 
The term 'chemotherapy' refers to the use of those cytotoxic agents commonly 
understood and accepted as being covered by this term and includes other agents 
such as, biological therapy and small molecule tyrosine kinase inhibitors used for the 
systemic treatment of cancer. 
 
In NCA Treatment Algorithms are included in each EAG’s Clinical Guidelines which 
can be found under the tumour specific page of the guidelines section of the website, 
e.g. for Lung Cancer  
 
SUPPORTING DOCUMENTS 
 
As new regimens are approved by NICE / NHS England protocols for use of the new 
treatment will be uploaded to the chemotherapy site specific pages.  The EAG will be 
asked to update their algorithm with each new treatment approval. 
 
The availability of the Cancer Drug Fund (CDF) has increased the number of 
treatments potentially available to patients.  CDF funded drugs may not be included in 
the EAG clinical guidelines due to the dynamic nature of CDF funding (i.e. treatments 
can be removed as well as added).    
 
Any deviation from the algorithm should be recorded by the local Trust clinical 
chemotherapy service and brought to the NCG for discussion.  The Area Team Policy 
on managing deviations from approved protocols/ algorithms is on the website:  







 


HEAD & NECK ALGORITHIM 
Head and Neck Cancer Chemotherapy for EAG 
Neoadjvuant 
 
Neoadjuvant chemotherapy is recommended for patients with bulky nodal disease. 
 
Docetaxel, cisplatin and 5FU (TPF):  
Docetaxel 75mg/ m2 IV day 1,  
Cisplatin 75-80mg / m2 IV day 1 and  5-  
Fluorouracil 750-1000mg/m2 IV day 1 to 4 using 48hour infusor x 2  
repeated every 21 days up to 3 cycles 
 
Cisplatin and 5FU:  
Cisplatin 80mg / m2 IV day 1 and 5-  
Fluorouracil 1000mg/m2 IV day 1 to 4 every 21 days up to 3 cycles 
 
Concurrent 
 
Weekly Cisplatin 35-40mg/m2 repeated for 6 weeks with radical radiotherapy 
 
Cetuximab 400mg/m2 (Loading Dose) given one week prior to radiotherapy, weekly 
maintenance dose of 250mg/m2 until end of radiotherapy. For patients of good PS but 
contraindication to cisplatin; or as part of De-escalate trial 
 
3 weekly Cisplatin 100mg/m2 (in trials) 
 
 
Palliative 
 
Cisplatin/carboplatin and 5FU (+/- cetuximab). Cetuximab is via Cancer Drugs Fund, 
must have PS 0/1 
 
Docetaxel 75mg/m2 second line regimen if of good PS. 
  
Other Regimens: 
Epirubin/Cisplatin and 5FU (ECF) 
 
Carboplatin and etopside for small cell 
 





