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INTRODUCTION & AIMS KEY FINDINGS

« England currently has no sustainable national audit for head and neck cancer. Existing evidence on ﬁ Incidence & Proportion of Stage 3-4 Cancer \
geographic and socioeconomic variation in diagnosis, treatment timeliness, and outcomes across SOCIOECONOMIC INEQUALITIES

NHS services remains limited.
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*The two-week wait (2WW) referral standard for cancer diagnosis was replaced by the faster diagnosis standards in the NHS in October

2023. This change, approved by the Government in August 2023, also saw the simplification of cancer waiting time standards into three Wapy patisats are stillflagnesec.With.advanced headiandwisck cancer.

Advanced-stage diagnosis is more common in deprived areas and varies between Cancer Alliances,

cOTe Measures. highlighting the need for earlier detection and more equitable care.
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« This study is jointly funded by British Association of Head & Neck Oncologists (BAHNO), British

Association of Head & Neck Oncology Nurses (BAHNON), British Associations of Oral & Maxillofacial

Surgeons (BAOMS), British Association of Otolaryngology-Head & Neck Surgery (ENT UK), Get ahead * Some important data are incomplete or not routinely collected nationally, e.g, MDT
Charitable Trust, Head and Neck Cancer Coalition (HaNC), International Centre for Recurrent Head and discussions, rehabilitation, dental care, recurrence, and quality of life outcomes.
Neck Cancer (IReC), National Association of Laryngectomee Clubs (NALC), North West Cancer . Missing data limit the ability to measure all aspects of care quality and patient experience.

Research, Oracle Head & Neck Cancer UK, Restorative Dentistry UK (RDUK), and Young Tongues. _ _ _ _ _
 Improving national data completeness and consistency will be essential for a future full

« Data access is supported by the NIHR Health and Social Care Delivery Research Programme national HNC audit.
(NIHR132459) and the IReC PhD studentship.
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