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Abstract
Aims: Current follow-up for head and neck cancer (HNC) is ineffective, expensive and fails to address patients’ needs. The PETNECK2 trial will compare a new
model of patient-initiated follow-up (PIFU) with routine scheduled follow-up. This article reports UK clinicians’ views about HNC follow-up and PIFU, to inform
the trial design.
Materials and methods: Online focus groups with surgeons (ear, nose and throat/maxillofacial), oncologists, clinical nurse specialists and allied health professionals. Clinicians were recruited from professional bodies, mailing lists and personal contacts. Focus groups explored views on current follow-up and
acceptability of the proposed PIFU intervention and randomised controlled trial design (presented by the study co-chief investigator), preferences, margins of
equipoise, potential organisational barriers and thoughts about the content and format of PIFU. Data were interpreted using inductive thematic analysis.
Results: Eight focus groups with 34 clinicians were conducted. Clinicians highlighted already known limitations with HNC follow-up e lack of ﬂexibility to
address the wide-ranging needs of HNC patients, expense and lack of evidence e and agreed that follow-up needs to change. They were enthusiastic about the
PETNECK2 trial to develop and evaluate PIFU but had concerns that PIFU may not suit disengaged patients and may aggravate patient anxiety/fear of recurrence
and delay detection of recurrence. Anticipated issues with implementation included ensuring a reliable route back to clinic and workload burden on nurses and
allied health professionals.
Conclusions: Clinicians supported the evaluation of PIFU but voiced concerns about barriers to help-seeking. An emphasis on patient engagement, psychosocial
issues, symptom reporting and reliable, quick routes back to clinic will be important. Certain patient groups may be less suited to PIFU, which will be evaluated
in the trial. Early, meaningful, ongoing engagement with clinical teams and managers around the trial rationale and recruitment process will be important to
discourage selective recruitment and address risk-averse behaviour and potential workload burden.
Ó 2021 The Authors. Published by Elsevier Ltd on behalf of The Royal College of Radiologists. This is an open access article under the CC BY license (http://
creativecommons.org/licenses/by/4.0/).
Key words: Head and neck cancer; health care professionals; patient-initiated follow-up; qualitative; survivorship

Introduction
There are over 12 000 new cases of head and neck cancer
(HNC) in the UK annually [1]. The incidence of

Abbreviations: PIFU, Patient-initiated follow-up; HNC, Head and neck cancer.
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oropharyngeal cancer is rising, largely driven by human
papillomavirus (HPV) infection [2]. HPV-related cancers
affect younger patients and have better prognoses than
HNC caused by tobacco/alcohol, so the cohort of HNC survivors is growing rapidly. UK national HNC guidelines
recommend follow-up appointments every 2 months for
the ﬁrst 2 years after treatment, and then every 3e6 months
for the next 3 years [3].
Current HNC follow-up has some limitations. First,
follow-up often fails to meet patient needs, including information, holistic, survivorship and psychosocial support

https://doi.org/10.1016/j.clon.2021.11.010
0936-6555/Ó 2021 The Authors. Published by Elsevier Ltd on behalf of The Royal College of Radiologists. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).
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needs [4e7]. HNC patients have particularly diverse needs,
due to extensive comorbidities and functional disruption
[6,8], not accounted for by the ‘blanket approach’ to followup care [6,9]. Second, current follow-up regimens may not
be the most effective or cost-effective at detecting cancer
recurrence [10e13], nor provide a survival advantage [14].
Third, routine scheduled appointments are resourceintensive and potentially unsustainable given increasing
HNC incidence [1]. Finally, some HNC patients feel that
follow-up is too frequent and would welcome less-intensive
schedules [15,16].
Alternative follow-up paradigms, including those used in
other cancers, therefore need to be considered and
researched for HNC [10,12,16,17]. Systematic reviews suggest that patient-directed surveillance or patient-initiated
follow-up (referred to here as PIFU) may have comparable
clinical outcomes to and better patient satisfaction and
cost-savings than regular follow-up, in a range of conditions
[18]. In cancer, ﬁndings vary e clinical outcomes of PIFU
compare to regular follow-up in prostate cancer [19], colorectal cancer [20] and breast cancer [21], but a review
(various cancers) found little difference in quality of life or
disease recurrence [22]. In breast cancer in the UK, PIFU/
open access nurse-led clinics provide a feasible alternative
to regular appointment-based follow-up [23,24].
Patients may prefer self-management approaches e as
found for endometrial [25], breast [26], colorectal [20] and
prostate cancer [19]. In HNC, there is limited, poor-quality,
retrospective and conﬂicting evidence regarding the relative efﬁcacy of PIFU to regular follow-up e studies show no
overall survival difference [27e29] or better survival in
routine follow-up [30]. In prospective studies, recurrence
was more commonly identiﬁed via patient-identiﬁed
symptoms than at appointments [29,31e33] and in a
feasibility study of ‘enhanced’ follow-up (patient education
and encouragement to contact the clinic) patients did make
contact regarding ‘red ﬂag’ symptoms [34]. Risk-stratiﬁed
follow-up is also recommended in HNC [5,9,13,17,35], e.g.
de-intensiﬁed follow-up for lower risk of recurrence
[13,36,37].
Data on HNC clinicians’ views of follow-up are limited,
but suggest that they feel that HNC survivors are neglected
and have complex, enduring and unaddressed posttreatment needs [7]. Clinicians broadly support a patient
self-management approach in HNC [38,39], although unlike
other cancers, alternative models of follow-up in HNC have
been slow to develop and many clinicians have been nervous of change [40e42].
PETNECK2 is a programme of research (NIHR200861)
with an embedded randomised controlled trial (RCT)
designed to determine whether PIFU is more effective than
regular follow-up for HNC. PETNECK2 builds on the successful results of the ﬁrst PETNECK study, where a 3-month
positron emission tomography-computed tomography
(PET-CT) scan reliably detected patients requiring neck
dissection, avoiding unnecessary surgery for those at low
risk of recurrence, reducing harm and costs [43]. The
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PETNECK2 trial will randomise eligible patients to PIFU or
standard care (regular scheduled follow-up appointments).
As implementing PIFU in HNC is innovative and may be
challenging, preliminary research with clinicians and patients explored the feasibility, barriers and concerns [44].
Qualitative work prior to an RCT can be invaluable in
informing study design, especially for new interventions
[45,46]. This article reports the initial research exploring
clinicians’ views about HNC follow-up and PIFU, including
concerns and barriers, prior to the PETNECK2 trial.

Materials and Methods
In the UK, current HNC follow-up consists of regular
scheduled appointments with multidisciplinary HNC teams
[3] and usually a system for patients to contact the clinic in
between appointments [12]. In PIFU, patients will receive
standard follow-up for the ﬁrst year post-treatment. Then, at
study entry, they will have a PET-CT scan. If this scan is
negative, they will have PIFU instead of regular scheduled
clinic follow-up appointments. In addition to the PET-CT
scan, patients will receive an allied health professional
(AHP)/nurse-led education session, an information and
support resource (app, website or paper) and rapid access to
urgent clinical appointments within 2 weeks. The information and support resource provides information on symptoms to be aware of, a diary to record/monitor symptoms
and contact details for easy access to their clinical team. It
also includes information on patient concerns, patient/
caregiver support, living well and peer support groups.
Online (Microsoft Teams) focus groups were conducted
with ear, nose and throat and maxillofacial surgeons, oncologists, clinical nurse specialists (CNSs) and AHPs (speech
and language therapists [SLTs], dietitians and radiographers), facilitated by AL and MJ, audio-recorded and transcribed verbatim. Non-verbal behaviour was noted during
focus group to supplement/clarify transcripts. Participants
joined from their home or clinic setting. The facilitators did
not know the participants beforehand, but some participants knew each other or were colleagues. Participants in
each focus group were the same profession, although CNSs
and AHPs were grouped together.
Clinicians were recruited via personal contacts of the
team and multidisciplinary professional body mailing lists
representing HNC clinicians (British Association of Head
and Neck Oncologists [BAHNO] and British Association of
Head and Neck Oncology Nurses [BAHNON]). Some participants suggested colleagues. Individuals were given written
information, invited via e-mail or face-to-face and followed
up. All provided written consent prior to taking part.
During focus groups, clinicians were asked for details of
and their views on current follow-up care at their centre,
the co-chief investigator outlined the PETNECK2 study, then
we asked about the acceptability of the proposed intervention and the RCT design, their preferences, margins of
equipoise and potential organisational barriers and ways of
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overcoming them. Views on the content and format of PIFU
were also explored.
Data were interpreted using inductive thematic analysis.
A. Lorenc carried out all of the data analysis, with M. Jepson
checking themes and subthemes. Nvivo software (version
20.5.1.940) was used to facilitate data analysis. Data were
examined for credibility, context, language, negative cases
and rival explanations. Inductive themes not directly
related to questions or prompts were emphasised in the
results.
A patient advisory group (PAG) was convened for the
programme and met regularly. The PAG provided valuable
input into the study design, including recruitment methods
and interview topic guides. PAG representatives attended
meetings and provided feedback on the results.
The study was approved by the North East Tyne & Wear
South Research Ethics Committee, the Health Research
Authority and Health and Care Research Wales (reference
20/NE/0102). All names of people, places and any other
identiﬁable information were removed from transcripts.

to change. Changes included informal tailoring of protocols
for speciﬁc patients and formal changes including elements
of PIFU, such as reduced frequency of appointments and
patient education sessions/materials, e.g. health and wellbeing events. Being able to call a CNS in between follow-up
clinic appointments was accepted as ‘normal practice’.
COVID-19 pandemic restrictions had accelerated and
provided opportunities for change (mainly telephone/virtual consultations replacing face-to-face and reduced
appointment frequency), boosting clinician, service and
patient enthusiasm for change.
However, despite enthusiasm, clinicians suggested some
colleagues may be reluctant to change, due to being riskaverse or because of inertia within services. Suggested solutions were to explain the study rationale and obtain highlevel strategic buy-in to reassure clinicians of the study’s
importance.

Results

Clinicians discussed current follow-up being rigid and
unresponsive to patient need and felt that ﬂexibility and
adaptability were particularly necessary in HNC due to the
wide range of causes, severity, outcomes and prognoses.
Quotes on this theme can be found in Table 2.
Some clinical teams had already made informal changes
to follow-up, as mentioned above, mostly responding to a
patient’s level of risk or need and clinical factors. Changes
appeared un-protocolised and undocumented e some
identiﬁed a need for more clarity and guidance. Changes
were mostly reduced appointment frequency, but also early
discharge (<5 years) or different clinicians providing
follow-up.
Some clinicians felt that the current system is paternalistic, not adequately giving patients control or addressing
long-term effects or patient needs, which are better
addressed by holistic needs assessments. Some, mainly
AHPs and nurses, felt that PIFU might be more patientcentred and empowering, restoring patient autonomy and
ownership over their bodies. A few commented that this
may reduce patient anxiety.
There was debate around the adaptability of PIFU and
suitability for patients at higher risk of recurrence, which
are discussed below.
There was also concern that the PET-CT scan may not
detect recurrence in certain types of HNC.

Of 39 clinicians agreeing to take part, ﬁve could not
attend due to illness or clinical obligations, giving a sample
of 34 clinicians from 13 different HNC centres (between one
and six clinicians from each centre), in England (including
six of the seven NHS England regional teams), Wales and
Scotland: 10 oncologists, 10 surgeons (ﬁve ear, nose and
throat, ﬁve maxillofacial), eight CNSs, four SLTs, one dietitian and one research radiographer. Most worked in large
cancer centres, with some from smaller hospitals. Eight
focus groups were held e three with surgeons, two with
oncologists, two with AHPs and CNSs and one with CNSs
only e and one individual interview with a CNS.
We generated six main themes, discussed below, with tables
of illustrative quotes for each. The ﬁrst three themes had the
most data: belief in the need for change; the inﬂexible, paternalistic and unresponsive nature of follow-up as unsuitable for
a diverse clinical population; and the perceived unsuitability of
PIFU for disengaged patients. Themes that came up less
frequently and seemed less important were: concerns that PIFU
would worsen patient anxiety and not address psychosocial
needs; PIFU resulting in delayed detection of recurrence; and
challenges of implementation into services.
Change is Needed
Clinicians agreed that the current HNC follow-up
regimen is inadequate and needs to change, with enthusiasm for the PETNECK2 trial to develop and evaluate
innovative follow-up. The key limitations of current followup were rigidity and unresponsiveness to patient need, lack
of evidence and effectiveness, strain on resources and patient anxiety. Quotes on this theme can be found in Table 1.
Many clinicians and services had either already amended
their follow-up or aspired to, demonstrating a willingness

Follow-up is Inﬂexible, Paternalistic and Unresponsive to
Need

Concern about Disengaged Patients
The most common concern about PIFU was perceived
unsuitability for patients seen as ‘disengaged’. Quotes on
this theme can be found in Table 3. This group of ‘traditional’ HNC patients were reported to be at higher risk of
cancer recurrence, engaged in high-risk behaviour, experiencing other mental/physical health issues and vulnerabilities, and possibly of lower socioeconomic status/education
level (although one SLT warned against demographic generalisations). Clinicians were concerned about poor
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engagement in care and possibly low risk awareness,
making patients less ‘able to deal with’ PIFU (017, surgeon).
It was assumed that they would be unlikely to initiate
contact during PIFU and were adversely affected by reduced
clinical contact, potentially delaying presentation of recurrence/metastasis and worsening outcomes.
There was also concern about clinicians not approaching
this group for the PETNECK2 trial or patients refusing
participation. Participants debated whether they should
exclude or actively recruit them to improve generalisability.
One proposed solution was ﬂexible PIFU with optional extra
support (some clinician appointments).
Patient Anxiety and Need for Reassurance
Although regular follow-up appointments were
acknowledged to cause some patient anxiety (by exacerbating fear of recurrence), many clinicians (especially CNSs)
perceived that patients found appointments reassuring and
were concerned how PIFU would address this, although the
additional PET-CT scan may reassure them (see Table 4). An
additional concern was the patient/carer burden of PIFU.
One AHP suggested carefully considering patients’ psychosocial needs, including fear of recurrence. Others advised
managing patient expectations regarding changing followup.
Detecting Symptoms
Some clinicians were concerned that PIFU would impede
recurrence/metastasis detection, based on delayed presentation (from patients’ fear of recurrence and ‘ignoring’
symptoms), patients failing to recognise or detect symptoms or lack of face-to-face consultations and examinations
(see Table 4). Detailed and speciﬁc information on important symptoms was recommended, but also avoiding overburdening patients/carers.
Issues with Implementation into Services
Regarding implementing PIFU into National Health Service care, two themes were discussed, mostly by CNSs/AHPs
(see Table 4). First, the route to urgent appointments is
important and needs to be clear, efﬁcient, reliable and quick,
possibly with multiple contacts, although CNSs were
preferred due to specialist clinical knowledge, approachability and regular patient contact. The second theme was
concern around stafﬁng and potential additional nursing
workload.

Discussion
UK clinicians appear keen to change HNC follow-up due
to limitations in its evidence base, effectiveness, resource
efﬁciency and ﬂexibility. Existing service changes were
accelerated by COVID-19 restrictions. Clinicians saw the
paternalistic and unresponsive nature of follow-up as unsuited to the diverse clinical population and PIFU as
potentially more patient-centred. However, some were
concerned that certain patients (higher risk of recurrence
and so-called ‘disengaged’ individuals, possibly engaging in
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high-risk behaviours and with lower socioeconomic status/
education) may not initiate contact during PIFU, worsening
outcomes. Others were concerned that PIFU would increase
patient anxiety, not meet psychosocial needs and delay
recurrence detection. Potential implementation issues
included resistance to change, a clear and reliable urgent
appointment system and burden for already overworked
nurses and AHPs. The value of qualitative work prior to an
RCT was clear, with crucial issues e and potential solutions
e identiﬁed, e.g. patient inclusion criteria, the need for
tailored interventions for certain patient groups and barriers to change/implementation.
As previously identiﬁed [47], HNC follow-up regimens
appeared largely consistent between centres, with some
local adaptations (as recommended [3]). Some elements of
PIFU mentioned have been piloted in HNC e patient education interventions [34] and holistic appointments [48].
Patients calling between appointments is established in
follow-up and is utilised by around 8% of UK patients [12].
Clinicians perceived already known limitations with HNC
follow-up, such as lack of ﬂexibility to address the wideranging needs of HNC patients [6,9], expense [49] and lack
of evidence [10e13,17] and seemed willing to change their
provision. One UK HNC service is planning to change their
follow-up to a patient-centred approach for low-risk patients [37]. However, despite a need for and a willingness to
change, some clinicians anticipated resistance to change
among colleagues/services, a known barrier for HNC [40]
and for implementation of PIFU in other conditions [44].
Although clinicians had some concerns about patients
recognising symptoms, patient-identiﬁed symptoms may
detect HNC recurrence as often as appointments
[29,31e33]. However, concerns about delayed help-seeking
may be valid, as studies suggest that patients may not
request urgent appointments despite recognising symptoms [33,50]. Help-seeking may be hindered by the physical, emotional and social disruption from HNC [51] and
barriers to patient self-management [52]. HNC patients may
feel they are ineligible for treatment and understate concerns, perhaps due to a sense of diminished self from
functional, social and existential losses and low self-esteem
[51] or feeling judged for their health behaviours, as in lung
cancer [53]. Physical issues, including challenges with
travelling, may restrict engagement with services [54].
These barriers may lead to hesitancy coming forward with
concerns during PIFU.
Clinicians were particularly concerned about some patient groups not initiating contact. Concerns about ‘traditional’ HNC patients who smoke or drink maybe be justiﬁed.
Although many HNC patients do quit smoking, a signiﬁcant
minority of patients with lower income or educational
levels continue to smoke and drink alcohol [54] and are less
likely to seek help [55] or engage with services [56,57],
leading to potential recurrence [58]. Engagement with
services, including PIFU [25], may be limited by a lack of
education and income, living alone and being out of work
[53,58,59]. Concerns about the higher risk in this group may
also be justiﬁed, as poorer survival is associated with
deprivation, low income and lower educational level [60].

234

A. Lorenc et al. / Clinical Oncology 34 (2022) 230e240

Table 1
Quotes on the need for change
Limitations of current
follow-up

It’s prescriptive and certainly not evidence-based . it’s a little bit archaic, and I think, for a long time,
many of my colleagues have felt that we could look at a more sensible way of following up patients,
and certainly more evidence-based. And I think this is very, very timely (001, surgeon)
It’s [follow-up] very random and I still haven’t managed to ﬁnd anything that is concrete and
scientiﬁcally proven. But I think you go with the ﬂow to say 4e6 weeks and guided by the factors that
I’ve just told you [patient education, risk of recurrence/metastasis, chance of treatment success] (056,
surgeon)
I think those of us with high [patient] volumes, which would be most of the people involved in the trial,
I imagine, would be more open [to change] because they recognise the challenges of clinics full of
patients (020, surgeon)

Elements of
patient-initiated
follow-up in existing
follow-up

COVID-19 accelerating
change
Resistance to change

Very often they’ll come for an appointment because that’s their designated time, but then a couple of
weeks later, 3 weeks later, you’ll get a phone call and they’ll say either they’ve noticed something new,
or they had it, but they didn’t want to mention it because of other things, or they forgot, and this, that
and the other (006, speech and language therapist)
[follow-up is] two monthly in the ﬁrst year, three monthly in the second year follow on. I’ve actually
had to, sort of, push that out a little bit with some of the patients . if I think that they’re better
prognosis (005, oncologist)
[patient education sessions] to reﬂect and debrief and move forward with their lives after their
treatment, and that’s been a full day of hospital site where there’s been a lot of supportive interaction.
It’s quite labour intensive to set up from our point of view but the outcomes of it have been very
positive (004, speech and language therapist)
We were looking at trying to do a telephone follow-up [and] full survivorship package . that’s been
ongoing probably actually on and off for about 6 years, but it’s really stepped up now actually, with
COVID (078, clinical nurse specialist)
There will be some people [clinicians], I think, that . the way they approach risk, or just their attitude,
they may just say, ‘Well, no, I’m . not willing to engage in that [patient-initiated follow-up]’ (017,
surgeon)
It’s always a new challenge, the inertia of the machine that’s steadily rolling forward. We all, often, are
trained in different parts of the country in the same model, and trying to introduce change in that front
in some units can be a challenge (020, surgeon)

Table 2
Quotes on follow-up being inﬂexible, paternalistic and unresponsive to need
Need for ﬂexibility

Responsive to need
Patient-initiated follow-up
being patient-centred
Risk-stratiﬁcation

PET-CT scan concerns

[we need follow-up on a] more intelligent basis rather than the, the blunt tool of everyone gets exactly
the same thing (020, surgeon)
I think we’re probably all in agreement that there is room for improvement in the way that we see the
patients on their follow-up protocol. It sounds like we’ve all got a very similar, traditional one-size-ﬁtsall approach to our follow-up (027, oncologist)
You can bounce people back a few months if they’re well, and I think we feel comfortable with that to
some extent, but then get a little bit unsure of how much to keep bouncing them back (003, surgeon)
I think it’s [patient-initiated follow-up] kind of giving them that ownership back because we’ve taken it
for so many months doing the treatment that we need to just give it back again (043, clinical nurse
specialist)
Patients who’ve been able to quit smoking or alcohol use, or semi reduce it signiﬁcantly, might be at
low risk of recurrence, and perhaps those are patients who could be on a less stringent follow-up. So, I
don’t know if you are going to stratify according to risk factors as well (062, surgeon)
If a PET is not sensitive to pick that [recurrence] up, and I don’t think it is, then where do those patients
sit, patients who, potentially, have ﬁeld change, who have multiple malignancies that arise within ﬁeld
change? Should they be excluded, or where would they ﬁt in this pathway? (028, surgeon)

PET-CT, positron emission tomography-computed tomography.

Clinicians, especially CNSs, worried that patients would
miss the reassurance of regular follow-up, leading to anxiety. Fear of recurrence is prevalent in HNC [61] and it concerns clinicians [7] and can inﬂuence follow-up preferences

[16]. However, despite regular follow-up being reassuring
[4], it inadequately addresses patients’ holistic psychosocial
needs [5e7], including in HPV-related HNC despite lower
risks [62]. PIFU may better address these needs [19] and

A. Lorenc et al. / Clinical Oncology 34 (2022) 230e240

235

Table 3
Quotes on disengaged patients
Disengagement in
certain groups

I keep banging on about, you know, our complex group of patients, because they are. But we do have one
end of the scale with the old fashioned, typical head and neck patient that prop the bar up and smoked
countless amounts of cigarettes, to the HPV typical patient that we’re seeing now (064, clinical nurse
specialist)
A lot of the head and neck cancer patients . the traditional smoker, drinkers, we struggle to get them to
come for follow-up. So, I think we’ve got to be careful about recruiting these patients (011, oncologist)
How well they’re [patients] educated is an important factor. They are likely to pick up the cancer much
sooner if they notice any change compared to somebody who is poor socioeconomic [status] (056,
surgeon)
A small group of [lower socioeconomic status] patients . will say ‘just do what you think is right’. They
don’t want to know, you know? I would not trust them, not because I don’t like them, it’s just that I can’t
trust them to make a sensible decision to come back if they have a concern (056, surgeon)

Inclusion in PETNECK2
trial

We have some patients that don’t come to any follow-ups. I think those patients, because of their
sociological backgrounds, they don’t engage with health (023, speech and language therapist)
Somebody who struggles to attend an appointment or ﬁnds themselves in the pub very ﬁrst thing in the
morning is not the candidate [for this trial] (056, surgeon)
The type of people who you get, who will engage with the trial, are the kind of people who are taking a bit
more responsibility for their own health and engaging in health. And so what you ﬁnd from your trial
might be completely different to the clinical head and neck picture (008, speech and language therapist)

HPV, human papillomavirus.

Table 4
Quotes on ﬁnal themes
Patient anxiety and
need for reassurance

You do always get that group of patients that want to come in and feel reassured just by it, it sounds
crazy but just by having the doctor’s hands on their neck and things like that they basically feel
reassured (036, clinical nurse specialist)
I think that most of our patients actually don’t want that [telephone follow-up]. They want, they want
to be seen. They want to come in (078, clinical nurse specialist)

Detecting symptoms

Issues with implementation
into services

[Patient-initiated follow-up] is relying on a sense of responsibility and learnt experience of a patient,
which is empowering long term, but requires biopsychosocial interventions for patients because
actually just teaching a method of ‘these are your risk factors. This is where you need to get in touch
with us’ has the potential to raise people’s anxieties without empowering them signiﬁcantly enough
that they can manage this without a burden of responsibility, and for their carers as well (023, speech
and language therapist)
[patients may not attend clinic] because they’re holding back a problem or they’re scared. And it’s
really how those things get identiﬁed, because this potentially can be the way that people keep a
problem [hidden] that we would have seen by looking in the whites of their eyes (013, oncologist)
I think the main concern was if it [patient-initiated follow-up] would add to the workload (021, clinical
nurse specialist)
Speech and language services and clinical nurse specialist services are historically underfunded, and
dietetic services, so actually our ability to engage in this in a meaningful way and get backﬁll and all the
rest of it, that might be difﬁcult on a practical level. But I think conceptually people would be into it, but
I think it is the practical facets that would be tough (023, speech and language therapist)

give patients more control over their lives and health [63].
However, clinicians will need to manage patient expectations, as patients will probably expect extensive testing and
intensive follow-up visits [64].
This study has highlighted the burden upon nurses/AHPs
in HNC services e despite their importance for patient
experience, leadership, quality of care, safety and productivity and efﬁciency [65], and guideline recommendations
for them to see all patients [66], this is often not achieved

(present at 23% of existing clinics [12]) and they struggle to
meet rehabilitation and survivorship needs. There is a
shortage of cancer CNSs and dedicated HNC AHPs [67] and
their conﬁdence in some areas may be low [5]. Nurse/AHP
workload burden from PIFU is therefore a concern, especially in HNC, where care is particularly demanding and
time consuming [68]. Although workload and capacity issues are known barriers in implementing PIFU [44], costeffectiveness studies are needed to evaluate the cost
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implications [18]. Undertaking this qualitative work
enabled anticipation of potential concerns to be addressed
during trial set-up. Consequently, PIFU for the PETNECK2
RCT will be carefully designed and implemented via workshops with clinicians and patients.
Implications
This study highlights the need for and the willingness of
the HNC community to consider alternative follow-up
protocols [12] and justiﬁcation for the PETNECK2 study.
Our results highlight that clinicians feel that HNC patients
have unmet psychosocial needs during follow-up.
The PIFU intervention will be carefully designed to
address concerns, including ensuring patients feel conﬁdent to contact clinics, promoting and facilitating selfmanagement, providing information and education on
‘red ﬂag’ symptoms, providing clear robust referral routes
and reassuring patients that their concerns are legitimate
[12,25,33,50,52]. The intervention development process
purposively includes patients from less engaged groups and
uses tailored strategies for communication issues. However,
it is likely that some patients/groups of patients will be
unwilling to participate in the trial or not engage during
PIFU, data which will be collected as part of the PETNECK2
trial.
Acknowledging the psychosocial impact of HNC and fear
of recurrence is important [51]. PIFU will use strategies to
avoid aggravating patients’ psychosocial issues and promote psychological well-being and coping skills [7,69]. It is
hoped that PIFU will beneﬁcially impact mental wellbeing
by improving self-management and addressing holistic
needs. In addition, the PIFU information and support
resource will contain speciﬁc information and advice on
mental wellbeing, and patients with substantial psychological issues will be referred to mental health services as
per usual practice. Participating clinicians will be asked to
introduce the possibility of PIFU at an early stage to avoid
expectations of regular medical appointments, as patient
expectations are important in the patient experience [64].
Clinicians clearly have reservations about the effectiveness of PIFU, at least for some patient groups. The PETNECK2 trial will engage early with trial sites and clinicians
to emphasise the trial rationale and help build conﬁdence
that PIFU will not be inferior to current standard follow-up
regimens [39]. Local managers and teams will be engaged
with, before and during trial set-up, through team and individual meetings to discuss any concerns, barriers and issues, and pre-recorded videos and a guide to
implementation. It is also important to consider contextual
issues at departmental levels, such as empowered leadership and team members, trust in colleagues and patients,
and capacity to make changes, that are likely to impact the
progress of implementation [44].
Within the trial, training and support for nurses and AHPs
will be provided, including a discussion of potential workload concerns. The potential beneﬁts of PIFU for patient care

and clinical practice, and the similarity with many aspects of
current nurse/AHP practice, will be emphasised. These
include patient empowerment, PET-CT to transform patient
care through identiﬁcation of potential recurrence and
potentially (in the longer-term) reduced clinic numbers.
The planned Quintet Recruitment Intervention [70] will
collect thorough site-speciﬁc data on the recruitment process and any barriers, including selective recruitment by
clinicians. Clinicians/recruiters will be encouraged to
discuss concerns about the patient’s ability to undertake
PIFU with the patient (and any family members) prior to
any decisions about trial inclusion, but will exclude patients
who are not suitable for PIFU.
Strengths and Limitations
We achieved a diverse sample in terms of clinical role
and location (representing most areas of England, as well as
Scotland and Wales), aided by conducting focus groups
online. Some of the surgeons had already had discussions
with colleagues about PETNECK2 and its rationale as part of
the grant-writing process e other clinicians may be less
supportive and have more concerns. Many were colleagues
of PETNECK2 chief investigators, as the HNC profession is a
relatively small community, which may have inﬂuenced
their responses.

Conclusion
HNC clinicians support the development and evaluation
of PIFU as an alternative to inﬂexible and possibly ineffective current follow-up. However, barriers to help-seeking
may be an issue, particularly for those already disengaged
from care. PIFU will need to emphasise patient engagement
and reassurance, psychosocial issues, education on symptom reporting and reliable quick routes back to clinic.
Concerns about patient fear of recurrence and anxiety may
be outweighed by improved fear normalisation, selfmanagement and holistic treatment. Early, meaningful
and ongoing staff engagement around the trial rationale
and recruitment process is essential to discourage selective
recruitment and address risk-averse behaviour and potential workload burden.

Conﬂicts of interest
The authors declare no conﬂicts of interest.

Funding
This work was supported by the National Institute for
Health Research (NIHR) under its Programme Grants for
Applied Research Programme (NIHR200861). The views
expressed are those of the author(s) and not necessarily
those of the NIHR or the Department of Health and Social
Care.

A. Lorenc et al. / Clinical Oncology 34 (2022) 230e240

Acknowledgements
The authors are very grateful to all the participants in the
study, to Denis Secher, Pat Rhodes and the PETNECK2 Patient Advisory Group, and to those who helped facilitate
recruitment, including staff at BAHNO and Ian Salmon and
others at BAHNON. MW is supported by Imperial Biomedical Research Centre.
Members of the PETNECK2 Research Team
A. Karwath (Institute of Cancer and Genomic Sciences,
University of Birmingham; A.Karwath@bham.ac.uk); B.
Main (University Hospitals Bristol and Weston NHS Trust; B.
G.Main@bristol.ac.uk); C. Gaunt (Cancer Clinical Trials Unit,
University of Birmingham; C.H.Gaunt@bham.ac.uk); C.
Greaves (School of Sport, Exercise and Rehabilitation Sciences, University of Birmingham; C.J.Greaves@bham.ac.uk);
D. Moore (Institute of Applied Health Research, University
of Birmingham; D.J.MOORE@bham.ac.uk); E. Watson (Oxford School of Nursing and Midwifery, Oxford Brookes
University; ewatson@brookes.ac.uk); G. Gkoutos (Institute
of Cancer and Genomic Sciences, University of Birmingham;
G.Gkoutos@bham.ac.uk); G. Ozakinci (Health Psychology
Research Group, University of Stirling; Go7@stir.ac.uk); J.
Wolstenholme (Nufﬁeld Department of Population Health,
University of Oxford; jane.wolstenholme@dph.ox.ac.uk); J.
Dretzke (Institute of Applied Health Research, University of
Birmingham; J.Dretzke@bham.ac.uk); J. Brett (Department
of Midwifery, Community and Public Health, Oxford
Brookes University; jbrett@brookes.ac.uk); J. Duda (School
of Sport, Exercise and Rehabilitation Sciences, University of
Birmingham; J.L.DUDA@bham.ac.uk); L. Matheson (Oxford
Institute of Nursing, Midwifery and Allied Health Research,
Oxford Brookes University; l.matheson@brookes.ac.uk); L.R. Cherrill (Cancer Clinical Trials Unit, University of Birmingham; l.cherrill@bham.ac.uk); M. Calvert (Institute of
Applied Health Research, University of Birmingham; M.
Calvert@bham.ac.uk); P. Kiely (University Hospitals Bristol
and Weston NHS Foundation Trust; Philip.Kiely@UHBristol.
nhs.uk); P. Gaunt (Cancer Clinical Trials Unit, University of
Birmingham; P.Gaunt@bham.ac.uk); S. Chernbumroong
(Institute of Cancer and Genomic Sciences, University of
Birmingham; S.Chernbumroong@bham.ac.uk); S. Mittal
(Institute of Head and Neck Studies and Education, Institute
of Cancer and Genomic Sciences, University of Birmingham;
s.mittal.2@bham.ac.uk); S. Thomas (Bristol Dental School,
University of Bristol; Steve.Thomas@bristol.ac.uk); S.
Winter (Nufﬁeld Department of Surgical Sciences, University of Oxford; Stuart.Winter@ouh.nhs.uk); W. Wong (East
and North Hertfordshire NHS Trust, Mount Vernon Cancer
Centre; wailup.wong@nhs.net).

[3]

[4]

[5]

[6]

[7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

References
[1] Cancer Research UK. Head and neck cancers statistics. Available at:
https://www.cancerresearchuk.org/health-professional/cancerstatistics/statistics-by-cancer-type/head-and-neckcancers#heading-Zero. [Accessed 20 April 2021].
[2] Louie KS, Mehanna H, Sasieni P. Trends in head and neck
cancers in England from 1995 to 2011 and projections up to

[16]

237

2025. Oral Oncol 2015;51(4):341e348. https://doi.org/10.1016/
j.oraloncology.2015.01.002.
Simo R, Homer J, Clarke P, Mackenzie K, Paleri V, Pracy P, et al.
Follow-up after treatment for head and neck cancer: United
Kingdom National Multidisciplinary Guidelines. J Laryngol
Otol
2016;130(S2):S208eS211.
https://doi.org/10.1017/
S0022215116000645.
Lewis RA, Neal RD, Hendry M, France B, Williams NH,
Russell D, et al. Patients’ and healthcare professionals’ views
of cancer follow-up: systematic review. Br J Gen Pract 2009;
59(564):e248ee259.
https://doi.org/10.3399/bjgp09X45
3576.
Wells M, Semple CJ, Lane C. A national survey of healthcare
professionals’ views on models of follow-up, holistic needs
assessment and survivorship care for patients with head and
neck cancer. Eur J Cancer Care 2015;24(6):873e883. https://
doi.org/10.1111/ecc.12285.
Simcock R, Simo R. Follow-up and survivorship in head and
neck cancer. Clin Oncol 2016;28(7):451e458. https://doi.org/
10.1016/j.clon.2016.03.004.
Breen LJ, O’Connor M, Calder S, Tai V, Cartwright J, Beilby JM.
The health professionals’ perspectives of support needs of
adult head and neck cancer survivors and their families: a
Delphi study. Support Care Cancer 2017;25(8):2413e2420.
https://doi.org/10.1007/s00520-017-3647-2.
Coffey L, Dunne S, Sharp L, Timmons A, Desmond D,
O’Sullivan E, et al. A qualitative study of health professionals’
perspectives on the supportive care needs of head and neck
cancer survivors. MASCC/ISOO Annual Meeting on Supportive
Care in Cancer; 2015. p. 24e32, https://mascc2015.kenes.com/
Documents/10.1007_s00520-015-2712-y.pdf.
Rocke J, McLaren O, Hardman J, Garas G, Smith ME, Ishii H,
et al. The role of allied healthcare professionals in head and
neck cancer surveillance: a systematic review. Clin Otolaryngol
2020;45(1):83e98. https://doi.org/10.1111/coa.13471.
Hall SF, Owen T, Grifﬁths RJ, Brennan K. Does the frequency of
routine follow-up after curative treatment for head-and-neck
cancer affect survival? Curr Oncol 2019;26(5):295e306.
https://doi.org/10.3747/co.26.4949.
Pagh A, Grau C, Overgaard J. Failure pattern and salvage
treatment after radical treatment of head and neck cancer.
Acta Oncol 2016;55(5):625e632. https://doi.org/10.3109/
0284186x.2015.1117136.
INTEGRATE (UK ENT Trainee Research Network)Ellis M,
Garas G, Hardman J, Khan M, Mehanna H, et al. Post-treatment head and neck cancer care: national audit and analysis
of current practice in the United Kingdom. Clin Otolaryngol
2021;46(1):284e294. https://doi.org/10.1111/coa.13616.
Szturz P, Van Laer C, Simon C, Van Gestel D, Bourhis J,
Vermorken JB. Follow-up of head and neck cancer survivors:
tipping the balance of intensity. Front Oncol 2020;10:688.
https://doi.org/10.3389/fonc.2020.00688.
Morton RP, Hay KD, Macann A. On completion of curative
treatment of head and neck cancer: why follow up? Curr Opin
Otolaryngol Head Neck Surg 2004;12(2):142e146. https://doi.
org/10.1097/00020840-200404000-00015.
Trinidade A, Kothari P, Andreou Z, Hewitt RJ, O’Flynn P.
Follow-up in head and neck cancer: patients’ perspective. Int J
Health Care Qual Assur 2012;25(2):145e149. https://doi.org/
10.1108/09526861211198308.
Mueller SA, Riggauer J, Elicin O, Blaser D, Trelle S, Giger R.
Patients’ preferences concerning follow-up after curative
head and neck cancer treatment: a cross-sectional pilot study.
Head Neck 2019;41(7):2174e2181. https://doi.org/10.1002/
hed.25686.

238

A. Lorenc et al. / Clinical Oncology 34 (2022) 230e240

[17] Brands MT, Brennan PA, Verbeek ALM, Merkx MAW,
Geurts SME. Follow-up after curative treatment for oral
squamous cell carcinoma. A critical appraisal of the guidelines
and a review of the literature. Eur J Surg Oncol 2018;44(5):
559e565. https://doi.org/10.1016/j.ejso.2018.01.004.
[18] Whear R, Thompson-Coon J, Rogers M, Abbott RA, Anderson L,
Ukoumunne O, et al. Patient-initiated appointment systems
for adults with chronic conditions in secondary care. Cochrane
Database Syst Rev 2020;4(4):CD010763. https://doi.org/10.
1002/14651858.CD010763.pub2.
[19] Frankland J, Brodie H, Cooke D, Foster C, Foster R, Gage H,
et al. Follow-up care after treatment for prostate cancer:
evaluation of a supported self-management and remote surveillance programme. BMC Cancer 2019;19(1):368. https://
doi.org/10.1186/s12885-019-5561-0.
[20] Batehup L, Porter K, Gage H, Williams P, Simmonds P,
Lowson E, et al. Follow-up after curative treatment for colorectal cancer: longitudinal evaluation of patient initiated
follow-up in the ﬁrst 12 months. Support Care Cancer 2017;
25(7):2063e2073. https://doi.org/10.1007/s00520-017-3595-x.
[21] Sheppard C, Higgins B, Wise M, Yiangou C, Dubois D,
Kilburn S. Breast cancer follow up: a randomised controlled
trial comparing point of need access versus routine 6monthly clinical review. Eur J Oncol Nurs 2009;13(1):2e8.
https://doi.org/10.1016/j.ejon.2008.11.005.
[22] Howell D, Hack TF, Oliver TK, Chulak T, Mayo S, Aubin M, et al.
Models of care for post-treatment follow-up of adult cancer
survivors: a systematic review and quality appraisal of the
evidence. J Cancer Surviv 2012;6(4):359e371. https://doi.org/
10.1007/s11764-012-0232-z.
[23] Chadha K, Patrick T, Trowbridge S, Conway A, Waheed S. Open
access follow up for breast cancer patients at East Surrey
hospital: The way forward for breast cancer care. 34th
Congress of the European Society of Surgical Oncology in
Partnership with BASO 2014. https://ssu.ac.ir/cms/ﬁleadmin/
user_upload/Moavenatha/MBehdashti/Pishgiri_Bimariha/
Breast_Cancer/Chadha_2014_European-Journal-of-SurgicalOncology-EJSO-.pdf
[24] Kirshbaum MN, Dent J, Stephenson J, Topping AE, Allinson V,
McCoy M, et al. Open access follow-up care for early breast
cancer: a randomised controlled quality of life analysis. Eur J
Cancer Care 2017;26(4):e12577. https://doi.org/10.1111/ecc.
12577.
[25] Beaver K, Martin-Hirsch P, Williamson S, Kyrgiou M.
Exploring the acceptability and feasibility of patient-initiated
follow-up for women treated for stage I endometrial cancer.
Eur J Oncol Nurs 2020;44:101704. https://doi.org/10.1016/j.
ejon.2019.101704.
[26] Chapman D, Cox E, Britton PD, Wishart GC. Patient-led breast
cancer follow up. Breast 2009;18(2):100e102. https://doi.org/
10.1016/j.breast.2009.01.006.
[27] Schwartz DL, Barker Jr J, Chansky K, Yueh B, Raminfar L,
Drago P, et al. Postradiotherapy surveillance practice for head
and neck squamous cell carcinomadtoo much for too little?
Head Neck 2003;25(12):990e999. https://doi.org/10.1002/
hed.10314.
[28] Kissun D, Magennis P, Lowe D, Brown JS, Vaughan ED,
Rogers SN. Timing and presentation of recurrent oral and
oropharyngeal squamous cell carcinoma and awareness in
the outpatient clinic. Br J Oral Maxillofac Surg 2006;44(5):
371e376. https://doi.org/10.1016/j.bjoms.2005.08.010.
[29] Flynn CJ, Khaouam N, Gardner S, Higgins K, Enepekides D,
Balogh J, et al. The value of periodic follow-up in the detection
of recurrences after radical treatment in locally advanced

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

head and neck cancer. Clin Oncol 2010;22(10):868e873.
https://doi.org/10.1016/j.clon.2010.05.016.
de Visscher AV, Manni JJ. Routine long-term follow-up in
patients treated with curative intent for squamous cell carcinoma of the larynx, pharynx, and oral cavity. Does it make
sense? Arch Otolaryngol Head Neck Surg 1994;120(9):
934e939.
https://doi.org/10.1001/archotol.1994.
01880330022005.
Stimpson P, Batt M, Vallance N. Head and neck cancer
recurrence: a prospective analysis of 401 follow-up visits to
an Australian cancer centre. Clin Otolaryngol 2014;39(5):
292e296. https://doi.org/10.1111/coa.12270.
Ilmarinen T, Keski-Santti H, Markkanen-Leppanen M,
Haapaniemi A, Tapiovaara L, Atula T, et al. De-escalation of
post-treatment surveillance in oropharyngeal cancer. Head
Neck 2019;41(5):1457e1462. https://doi.org/10.1002/hed.
25593.
€ m U, Evensen JF, Boysen M.
Brandstorp-Boesen J, Z€
atterstro
Value of patient-reported symptoms in the follow up of patients potentially cured of laryngeal carcinoma. J Laryngol Otol
2019;133(6):508e514.
https://doi.org/10.1017/
S0022215119000677.
De Zoysa N, Lee A, Joshi A, Guerrero-Urbano T, Lei M,
McGurk M, et al. Developing a follow-up surveillance protocol
in head and neck oncological surgery: enhanced ‘trafﬁc light’
surveillance e a prospective feasibility study. Clin Otolaryngol
2017;42(2):446e450. https://doi.org/10.1111/coa.12613.
Denaro N, Merlano MC, Russi EG. Follow-up in head and neck
cancer: do more does it mean do better? A systematic review
and our proposal based on our experience. Clin Exp Otorhinolaryngol 2016;9(4):287e297. https://doi.org/10.21053/
ceo.2015.00976.
Brands M, Verbeek A, Geurts S, Merkx T. Follow-up after oral
cancer treatmentdtransition to a personalized approach.
J Oral Pathol Med 2020;50(5):429e434. https://doi.org/10.
1111/jop.13147.
De Felice F, Lei M, Oakley R, Lyons A, Fry A, Jeannon J-P, et al.
Risk stratiﬁed follow up for head and neck cancer patients e
an evidence based proposal. Oral Oncol 2021;119:105365.
https://doi.org/10.1016/j.oraloncology.2021.105365.
Coffey L, Dunne S, Sharp L, Timmons A, Desmond D,
O’Sullivan E, et al. Developing a self-management intervention
for head and neck cancer survivors: a qualitative study of health
professionals’ views and preferences. MASCC/ISOO Annual
Meeting on Supportive Care in Cancer; 2015. p. 24e43,
https://mascc2015.kenes.com/Documents/10.1007_s00520015-2712-y.pdf.
Frew G, Smith A, Zutshi B, Young N, Aggarwal A, Jones P, et al.
Results of a quantitative survey to explore both perceptions of
the purposes of follow-up and preferences for methods of
follow-up delivery among service users, primary care practitioners and specialist clinicians after cancer treatment. Clin
Oncol 2010;22(10):874e884. https://doi.org/10.1016/j.clon.
2010.06.008.
Urquhart C, Hassanali HA, Kanatas AN, Mitchell DA, Ong TK.
The role of the specialist nurse in the review of patients with
head and neck cancer: is it time for a rethink of the review
process? Eur J Oncol Nurs 2011;15(2):185. https://doi.org/10.
1016/j.ejon.2010.11.001.
Ong H, Spellman J, Kanatas A. Skills and competences needed
by nurses to allow them to deliver a safe nurse-led oral and
maxillofacial oncology clinic: the Leeds experience. Br J Oral
Maxillofac Surg 2020;58(9):e3ee5. https://doi.org/10.1016/j.
bjoms.2020.06.020.

A. Lorenc et al. / Clinical Oncology 34 (2022) 230e240
[42] Kyzas P. Nurse-led oral and maxillofacial oncology clinics: a
review. Br J Oral Maxillofac Surg 2021;59(2):151e155. https://
doi.org/10.1016/j.bjoms.2020.08.089.
[43] Mehanna H, McConkey CC, Rahman JK, Wong WL, Smith AF,
Nutting C, et al. PET-NECK: a multicentre randomised phase
III non-inferiority trial comparing a positron emission
tomography-computerised tomography-guided watch-andwait policy with planned neck dissection in the management of locally advanced (N2/N3) nodal metastases in patients with squamous cell head and neck cancer. Health
Technol Assess 2017;21(17):1e122. https://doi.org/10.3310/
hta21170.
[44] Kieft E, Day J, Byng R, McArdle P, Goodwin VA. Bridging the
second gap in translation: a case study of barriers and facilitators to implementing patient-initiated clinics into secondary care. Eur J Pers Centred Healthc 2017;5(1):129e137.
[45] Rooshenas L. The Bluebelle Study Group, the Severn and
Peninsula Audit and Research Collaborative for Surgeons
and the West Midlands Research Collaborative. Bluebelle
study (phase A): a mixed-methods feasibility study to
inform an RCT of surgical wound dressing strategies. BMJ
Open 2016;6(9):e012635. https://doi.org/10.1136/bmjopen2016-012635.
[46] Husbands S, Caskey F, Winton H, Gibson A, Donovan JL,
Rooshenas L. Pre-trial qualitative work with health care
professionals to reﬁne the design and delivery of a randomised controlled trial on kidney care. Trials 2019;20(1):e224.
https://doi.org/10.1186/s13063-019-3281-z.
[47] Kerawala CJ, Newlands C, Coombes D. Follow-up after treatment of squamous cell carcinoma of the oral cavity: current
maxillofacial practice in the United Kingdom. Br J Oral Maxillofac Surg 2007;45(5):361e363. https://doi.org/10.1016/j.
bjoms.2006.09.018.
[48] Semple CJ, Lannon D, Qudairat E, McCaughan E, McCormac R.
Development and evaluation of a holistic surgical head and
neck cancer post-treatment follow-up clinic using
touchscreen technologydfeasibility study. Eur J Cancer Care
2018;27(2):e12809. https://doi.org/10.1111/ecc.12809.
[49] Joshi A, Calman F, O’Connell M, Jeannon JP, Pracy P, Simo R.
Current trends in the follow-up of head and neck cancer
patients in the UK. Clin Oncol 2010;22(2):114e118. https://doi.
org/10.1016/j.clon.2009.11.004.
[50] Boysen ME, Zatterstrom UK, Evensen JF. Self-reported symptoms to monitor recurrent head and neck cancereanalysis of
1,678 cases. Anticancer Res 2016;36(6):2849e2854.
[51] Lang H, France E, Williams B, Humphris G, Wells M. The
psychological experience of living with head and neck cancer:
a systematic review and meta-synthesis. Psycho Oncol 2013;
22(12):2648e2663. https://doi.org/10.1002/pon.3343.
[52] Dunne S, Coffey L, Sharp L, Desmond D, Gooberman-Hill R,
O’Sullivan E, et al. Integrating self-management into daily life
following primary treatment: head and neck cancer survivors’
perspectives. J Cancer Surviv 2019;13(1):43e55. https://doi.
org/10.1007/s11764-018-0726-4.
[53] McCutchan G, Hiscock J, Hood K, Murchie P, Neal RD,
Newton G, et al. Engaging high-risk groups in early lung
cancer diagnosis: a qualitative study of symptom presentation and intervention preferences among the UK’s most
deprived communities. BMJ Open 2019;9(5):e025902. https://
doi.org/10.1136/bmjopen-2018-025902.
[54] Duffy SA, Khan MJ, Ronis DL, Fowler KE, Gruber SB, Wolf GT,
et al. Health behaviors of head and neck cancer patients the
ﬁrst year after diagnosis. Head Neck 2008;30(1):93e102.
https://doi.org/10.1002/hed.20665.

239

[55] Tromp DM, Brouha XDR, De Leeuw JRJ, Hordijk GJ,
Winnubst JAM. Psychological factors and patient delay in
patients with head and neck cancer. Eur J Cancer 2004;40(10):
1509e1516. https://doi.org/10.1016/j.ejca.2004.03.009.
[56] Duffy SA, Terrell JE, Valenstein M, Ronis DL, Copeland LA,
Connors M. Effect of smoking, alcohol, and depression on the
quality of life of head and neck cancer patients. Gen Hosp
Psychiatr 2002;24(3):140e147. https://doi.org/10.1016/S01638343(02)00180-9.
[57] Shan SJ, Zahurak M, Khan Z, Califano JA. Reluctance to undergo follow-up screening for head and neck cancer is associated with income, gender, and tobacco use. ORL 2010;72(5):
266e271. https://doi.org/10.1159/000310353.
[58] Choi SH, Terrell JE, Fowler KE, McLean SA, Ghanem T, Wolf GT,
et al. Socioeconomic and other demographic disparities predicting survival among head and neck cancer patients. PloS
One 2016;11(3):e0149886. https://doi.org/10.1371/journal.
pone.0149886.
[59] Wells M, Cunningham M, Lang H, Swartzman S, Philp J,
Taylor L, et al. Distress, concerns and unmet needs in survivors of head and neck cancer: a cross-sectional survey. Eur J
Cancer Care 2015;24(5):748e760. https://doi.org/10.1111/ecc.
12370.
[60] Ingarﬁeld K, McMahon AD, Hurley K, Toms S, Pring M,
Thomas SJ, et al. Inequality in survival of people with head and
neck cancer: Head and Neck 5000 cohort study. Head Neck
2021;43(4):1252e1270. https://doi.org/10.1002/hed.26589.
[61] Ghazali N, Cadwallader E, Lowe D, Humphris G, Ozakinci G,
Rogers SN. Fear of recurrence among head and neck cancer
survivors: longitudinal trends. Psycho Oncol 2013;22(4):
807e813. https://doi.org/10.1002/pon.3069.
[62] Reich M, Licitra L, Vermorken JB, Bernier J, Parmar S,
Golusinski W, et al. Best practice guidelines in the psychosocial management of HPV-related head and neck cancer:
recommendations from the European Head and Neck Cancer
Society’s Make Sense Campaign. Ann Oncol 2016;27(10):
1848e1854. https://doi.org/10.1093/annonc/mdw272.
[63] Kumarakulasingam P, McDermott H, Patel N, Boutler L,
Tincello DG, Peel D, et al. Acceptability and utilisation of
patient-initiated follow-up for endometrial cancer amongst
women from diverse ethnic and social backgrounds: a mixed
methods study. Eur J Cancer Care 2019;28(2):e12997. https://
doi.org/10.1111/ecc.12997.
[64] Brandenbarg D, Berendsen AJ, de Bock GH. Patients’ expectations and preferences regarding cancer follow-up care.
Maturitas 2017;105:58e63. https://doi.org/10.1016/j.maturitas.2017.07.001.
[65] Macmillan Cancer Support. Impact Brief. Cancer clinical nurse
specialists; 2015, https://www.macmillan.org.uk/documents/
aboutus/research/impactbriefs/clinicalnursespecialists2015
new.pdf.
[66] Paleri V, Hardman J, Tikka T, Bradley P, Pracy P, Kerawala C.
Rapid implementation of an evidence-based remote triaging
system for assessment of suspected referrals and patients
with head and neck cancer on follow-up after treatment
during the COVID-19 pandemic: model for international
collaboration. Head Neck 2020;42(7):1674e1680. https://doi.
org/10.1002/hed.26219.
[67] Macmillan Cancer Support. Addressing the Gap e Highlighting
the need for growing the specialist cancer nursing workforce
2020,
https://www.macmillan.org.uk/_images/addressingthe-gap-report_tcm9-358808.pdf.
[68] Gibson C, O’Connor M, White R, Baxi S, Halkett G. Burnout or
fade away; experiences of health professionals caring for

240

A. Lorenc et al. / Clinical Oncology 34 (2022) 230e240

patients with head and neck cancer. Eur J Oncol Nurs 2021;50:
101881. https://doi.org/10.1016/j.ejon.2020.101881.
[69] Richardson AE, Morton R, Broadbent E. Psychological support
needs of patients with head and neck cancer and their caregivers: a qualitative study. Psychol Health 2015;30(11):
1288e1305. https://doi.org/10.1080/08870446.2015.1045512.

[70] Donovan JL, Rooshenas L, Jepson M, Elliott D, Wade J,
Avery K, et al. Optimising recruitment and informed consent
in randomised controlled trials: the development and
implementation of the Quintet Recruitment Intervention
(QRI). Trials 2016;17(1):283. https://doi.org/10.1186/s13063016-1391-4.

