	National Head & Neck Cancer Audit Project – Local Action Plan
Recommendations from the 6th Annual Report  (www.ic.nhs.uk/canceraudits)

	Audit Indicator (6th Annual Report reference) 

	Achieved by trust/CN:
Y/N/DK
	Planned Action if not met
	Date Action Planned
	 Action by

	Clinical Lines of Enquiry
 national indicators
	
	
	
	

	Over 95% of patients discussed at MDT (page 49)

	
	
	
	

	TNM staging is recorded for all patients (page 21)

	
	
	
	

	The interval from biopsy to reporting of less is than 10 days
(page 42)

	
	
	
	

	All patients are seen by a clinical nurse specialist prior to commencement of treatment
(page 32)

	
	
	
	

	All patients have a pre-operative/pre-treatment (includes radio and chemotherapy) dietetic assessment
(page 36)

	
	
	
	

	Audit Indicator (6th Annual Report reference) 

	Achieved by trust/CN:

Y/N/DK
	Planned Action if not met
	Date Action Planned
	 Action by

	Clinical Lines of Enquiry
Local indicators
	
	
	
	

	All patients undergoing total laryngectomy are counselled and offered primary surgical voice restoration by a speech and language therapist prior to laryngectomy being undertaken

(page 35)

	
	
	
	

	All patients should be assessed by a suitably qualified dental practitioner before and after their main treatment.
(page 34)


	
	
	
	

	Resective pathology discussed in MDT for all surgical patients
(not currently collected in DAHNO)


	
	
	
	

	Audit Indicator (6th Annual Report reference) 

	Achieved by trust/CN:

Y/N/DK
	Planned Action if not met
	Date Action Planned
	 Action by

	Data Completeness
	
	
	
	

	The trust participates in this national audit, submitting > 60% of expected cases

(page 14)


	
	
	
	

	Data on all patients with the appropriate anatomic site are submitted to the audit (oral cavity, larynx, oropharynx, nasopharynx, hypopharynx, major salivary gland) 

(page 21)


	
	
	
	

	All key data items are completed  

(page 14)


	
	
	
	

	Co-morbidity and performance status are recoded for all patients

(trust identifiable data not available)

	
	
	
	

	Audit Indicator (6th Annual Report reference) 
	Achieved by trust/CN:

Y/N/DK
	Planned Action if not met
	Date Action Planned
	 Action by

	Process
	
	
	
	

	The interval from referral to diagnosis is less than 21 days – BAHNO standard (page 40)


	
	
	
	

	The interval from diagnosis to MDT is less than 30 days 

(page 46)
	
	
	
	

	All patients should be seen by a dietitian and speech & language therapist 

(trust level data can be found on iView relating to being seen pre-treatment)
	
	
	
	

	All patients have chest imaging (CXR or CT) prior to cancer care plan 

(trust level data can be found on iView)

 
	
	
	
	

	All patients have their chest imaging  (CXR or CT) reported prior to MDT 

(trust level data can be found on iView)


	
	
	
	


	National Head & Neck Cancer Audit Project – Local Action Plan

Recommendations from the 6th Annual Report 

	Audit Indicator


	Suggested Action to Achieve Indicator
	Suggested Person Responsible for Action

	Data Completeness
The trust participates in this national audit


	· Contact local Cancer Network for audit advice

· Contact NCASP – Head & Neck Cancer Audit team project manager Julie.Michalowski@ic.nhs.uk  0113 2547042

· Go to www.ic.nhs.uk/canceraudits for information

· Attend next National Head & Neck Cancer Audit workshops

· Obtain, read and disseminate national audit annual report, available on the web site (see above)
	CANCER MANAGER / GOVERNANCE LEAD

	Data on all patients with the appropriate anatomic site are submitted to the audit (larynx, oral cavity, hypopharynx, oropharynx, nasopharynx and major salivary glands)
	· Use MDT records/agenda to capture all cases discussed

· Preferably record cases real time or near real time

· Liaise with pathology department to correlate cases

· Work with local IT department to set up CSV file upload facility if cancer information is collected on a third party system

· Identify local resources and protocol to input data manually, working with other care providers where care crosses organisational boundaries.
	MDT CHAIR

	All key data items are completed 


	· Use proforma for data collection at MDT

· Identify key individual to QA data quality throughout index collection period and prior to final submission closure

· Data inputter understands clinical implications of data 

· Map and allocate collection responsibility along patient pathway

· If patients cross organisational boundaries agree protocol for collecting data across patient pathway and agree submission routes 

· Use DAHNO system data quality tool to identify completeness and key missing events
	DATA CO-ORDINATOR / CANCER MANAGER / NETWORK MANAGER

	TNM staging is confirmed & recorded:

a) prior to care planning 

b) following a surgical procedure from resective pathology
	· Assist MDT co-ordinator at MDT by chair ensuring consensus of staging reached and recorded

· All resective pathology to be discussed at MDT and its pTMN to be recorded
	MDT CLINICAL CHAIR

	Interval from biopsy to reporting by trust


	· Liaise with service improvement lead to map current pathway

· Review contributory elements through from theatre/out-patients to receipt and actioning of biopsy report findings

· Review responsibilities along path

· Plan change to pathway to reduce delay 

· Instigate change

· Study impact and consider any further change

· Monitor and report to MDT

· Investigate any cases with significant variation in timeliness
	

	Multi Disciplinary Team. Over 95% of patients are discussed at an MDT, and discussion at MDT submitted to the audit
	· Liaise with pathology department to correlate total number of cases with cancer included in the audit

· Confirm in submission whether case discussed at MDT before cancer care plan agreed

· Monitor and audit any cases not discussed at MDT and reason for pathway variance
	MDT CHAIR

	Interval from diagnosis to MDT by provider trust
	· Prompt advice to MDT co-ordinator of all new, recurrent or metastatic disease

· Early scheduling of MDT discussion

· Flag to clinical team and MDT lead any expected delay

· Review MDT policy re arrangements to discuss cases at holiday periods and availability of designated deputies

· Regularly report to MDT this interval
	

	Interval from diagnosis to first definitive treatment
	· Liaise with service improvement lead to map current pathway

· Review contributory elements through from diagnosis to decision to treat

· Review consistency of delivery by techniques such as statistical process control

· Plan change to pathway to reduce delay 

· Instigate change

· Study impact and consider any further change

· Monitor and regularly report to MDT

· Investigate any cases with significant variation in timeliness
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