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Two-week wait false alarms? A
prospective investigation of 2WW
head and neck cancer referrals

B. Hong,*" Z. Shaikh,' S. Adcock™ and S. N. Aldallal?
VERIFIABLE CPD PAPER

® Explores patients' journey through the
two-week wait referral process and
makes suggestions for improving patients'
experiences.

® |dentifies the top nine most commonly
urgently referred benign conditions in this
cohort.

® Encourages discussions about more
innovative ways of triaging referrals and
oral cancer detection education.

Objectives i) To prospectively explore patients' experience through the two-week wait (2WW) referral process; i) To compare
the relative true malignancy diagnostic rate between general medical practitioners (GMPs) and general dental practitioners
(GDPs) over a six-month period; iii) To compare management of 2WW referral cases between GMPs and GDPs before the referral
and during the 2 weeks in regards to symptomatic support, investigations in primary care, and information communicated to
patients and secondary care clinicians; iv) To investigate the benign conditions that comprise 2WW referrals by finding out the
final diagnoses of all cases included in the study. Method The patient inclusion criteria were all 2WW referral patients who at-
tended consultation clinics during the six-month study period in Royal Cornwall Hospital NHS Trust. We prospectively distributed
patient questionnaires and clinician's referral assessment forms. We obtained the final diagnoses of all participants electronically,
and also identified all malignancies diagnosed via routine referral route during the study period from the cancer services team.
Results Two hundred and twenty patients referred via 2WW pathway participated in the study. Of these, 148 referrals were
from GMPs and 72 from GDPs. The overall malignancy diagnostic yield was 6.2%; markedly higher from GMPs (9.5%) than GDPs
(1.4%), and higher number than those from routine pathway. The GMPs and GDPs showed similar levels of clinical management
and information exchange judging from the participants' responses. We also identified the top nine most commonly urgently
referred benign conditions. Conclusion We reiterate the need for improved communication between clinicians and patients and
between clinicians. We also suggest more focus on education in commonly encountered conditions as well as malignant lesions.
The number of 2WW referrals we received from GMPs was nearly twice as many as those from GDPs, highlighting the importance

of delivering oral medicine education to medical students, trainees and GMPs.

INTRODUCTION

The two-week wait (2WW) head and neck
cancer referral system was implemented
nationwide in 2000,' preceded by the white
paper, The new NHS: modern, dependable®
published in 1997 - a proposal from the
government that everyone with suspected
cancer be seen by a specialist within two
weeks of the date of general practitioner
referral. In 2005, the National Institute
for Clinical Excellence (NICE) published
national referral guidelines outlining ten
symptoms and signs of cancer that should
prompt primary care clinicians to make an
urgent referral.’
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However, several studies have sug-
gested that more cancer cases are identified
through the routine referral pathway rather
than the 2WW route.*” A 12-month period
2WW audit by Lyons et al.* showed 15%
malignancy yield. A prospective study by
Shah et al® found 6% malignancy yield.
McKie et al.® conducted a retrospective
audit of 1,079 2WW referrals received over
a period of two years, and reported 10.9%
malignancy yield from 2WW referrals.
Williams et al.” found an increasing num-
ber of 2WW referrals to their ear, nose, and
throat department in ten years, but con-
versely, decreasing malignancy yield rate
by approximately 50%.

Despite a great deal of literature demon-
strating disappointing malignancy pick-up
rates from the 2WW system, little has been
written about some aspects of the system
such as patients’ experience of the 2WW
system and, if there are so few malignan-
cies identified through the 2WW pathway,
which benign conditions comprise the 2WW
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referrals. Our study included investigations
into these areas.

In addition, we compared general medical
practitioners (GMPs) and general dental prac-
titioners (GDPs) in regards to the relative true
malignancy diagnostic rate and management
of 2WW referral cases before the 2WW refer-
ral and during the two weeks. Oral and maxil-
lofacial surgery units have a unique situation
in that a significant number of referrals come
from GDPs as well as GMPs. GDPs receive
more undergraduate training in oral medicine/
pathology, and are theoretically in a better
position to detect oral cancers than GMPs.

A number of studies have previously com-
pared GMPs and GDPs in regards to their
ability to detect oral cancer and make appro-
priate referrals. Schnetler® found that GMPs
were better at referring early and suggest-
ing malignancy as a diagnosis, but when
a delay occurred it was longer than when
it occurred with a GDP referral. Carter and
Ogden® reported that GMPs were less likely
to examine patients’ oral mucosa routinely,
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and felt less confident about diagnosing
oral cancer from clinical appearance than
GDPs. Greenwood and Lowry™ conducted a
regional study to compare the knowledge of
oral cancer between GDPs and GMPs, using
a questionnaire. They found that the knowl-
edge level of both groups was generally good
with discrepancies in a few areas such as risk
factor knowledge and clinical examination
techniques.

AIMS AND OBJECTIVES

The objectives of this study are as follows:

« To prospectively explore patients’
experience through the 2WW referral
process

o To compare the relative true malignancy
diagnostic rate between GMPs and GDPs
over a six-month period

e To compare management of 2WW
referral cases between GMPs and GDPs
before the referral and during the
two weeks in regards to symptomatic
support, investigations in primary care,
and information communicated to
patients and secondary care clinicians

e To investigate the benign conditions that
comprise 2WW referrals by finding out
the final diagnoses of all cases included
in the study.

Ultimately, we aim to find out whether
the current head and neck cancer referral
triage system satisfactorily ensures an effec-
tive referral pathway for suspected cancer
patients and efficient use of NHS resources.

PATIENTS AND METHODS

The patient inclusion criteria were all 2WW
referral patients who attended consultation
clinics over the study period of six months
(from 2 January 2015 to 3 July 2015) in all
sites of the Royal Cornwall Hospital NHS
Trust (RCHT) where the oral and maxillofa-
cial surgery team holds consultation clinics
(Royal Cornwall Hospital and St Michael’s
Hospital). We used a patient questionnaire
and a clinician’s referral assessment form to
investigate 2WW referrals prospectively. A
patient questionnaire (appendix 1) was com-
pleted by 2WW patients before the consulta-
tion, except for the last two questions which
could only be completed after the consulta-
tion. A clinician who assessed the patient
completed the clinician’s referral assessment
form (appendix 2) after the consultation. The
patient details were recorded on the ques-
tionnaires and assessment forms to allow
tracking of the results of any diagnostic tests
electronically. Additionally, we identified all
malignancies diagnosed via routine referrals
in the study period from the data provided
by the cancer services team. All collected
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data were kept safely in accordance with the
Data Protection Act of 1998.

RESULTS

In the period of six months, the department
received 243 referrals through the 2WW path-
way; two of these patients did not show, two
cancelled appointments, and 19 did not par-
ticipate in the study. Therefore, 220 patients
(148 from GMP referral and 72 from GDP
referral) participated in the study (116 males
and 104 females; mean age of 59.8 years).
Eleven clinicians of varying grades in the oral
and maxillofacial surgery department of the
RCHT participated in the study.

Diagnoses

Malignant diagnoses

In total, 14 cases of malignancy were found
among the participants referred through
the 2WW route (13 from GMPs and 1 from
a GDP). There was one case (GMP 2WW

referral) of malignancy out of the nine-
teen 2WW patients who did not participate.
During the study period, the department
had three cases of malignancies from rou-
tine pathway; two from GMPs and one from
a GDP. This means the overall malignancy
diagnostic yield was 6.2% (15) from 2WW
referrals over a six month period

Table 1 shows classification of malignant
cases from 2WW referrals and routine path-
ways in terms of site, differentiation, and stag-
ing. The tongue was the most frequent site of
malignancy - 8 out of 18 cases (44.4%). In terms
of treatment, nine patients required excision
only, four had neck dissection, two required
major surgical procedures (one maxillectomy,
one hemiglossectomy and floor of mouth resec-
tion with free flap reconstruction), three were
inoperable; two of whom received palliative
radiotherapy and one declined treatment. Five
patients received radiotherapy. At the time of
writing, there is one mortality from one of the
patients with an inoperable tumour.

Table 1 Malignant cases from 2WW and routine pathways categorised in site,
differentiation, and staging

Tongue 8 1 Well differentiated 5 0 | 4 1
Moderately

Oropharynx | 1 1 differentiated 5 2 Il 4 0

Lip 2 0 Poorly differentiated | 3 1 ] 1 1
Unspecified (follicular

Bucccal ) 0 non-Hodgkin's ) 0 Y 6 1

mucosa lymphoma x 1, acinic
cell carcinoma x 1)

Retromolar | 1 0

Maxilla 1 0

Scalp 0 1

Benign ulcer 37 24 13
Dental 21 n 10
Normal anatomy 17 13 4
Fibroepithelial polyp 16 15 1
Keratosis (5 6 g
Lichen planus 14 8 6
Mucocele 10 9 1
Haemangioma 10 7 3
Papilloma 9 7 2

149/220 100/148 49/72
Total

(67.79%) (67.6%) (68.1%)
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Common conditions

Table 2 shows the top nine most frequently
referred common benign conditions in the
2WW cohort, and comparison of the num-
ber of referrals between GMPs and GDPs for
each condition. The most commonly found
condition was benign ulceration (37) diag-
nosed clinically (27) or histologically (10).
The causes of benign ulceration included
trauma (18), idiopathic (11), folate deficiency
(3), serum ferritin deficiency (1), plasmacy-
tosis (1), and nicorandil (1). The second most
frequently urgently referred condition was
non-neoplastic dental condition (21), ten of
which came from GDPs. These conditions
comprised periapical pathology (12), cyst of
dental origin (3), dental abscess (2), oroan-
tral fistula (2), and granulation tissue in a
healing socket (2). Other commonly urgently
referred conditions included normal anat-
omy (17), fibroepithelial polyp (16), keratosis
(15), lichen planus (14), mucocele (10), hae-
mangioma (10), and papilloma (9).

Patients’ experience

The principle findings from patients’ per-
spective are summarised in Table 3.

The number of visits to referrer before
referral

All patients were seen by their referrer at least
once before referral. 15.9% (35) of the refer-
rers (17.6% of GMPs and 12.5% of GDPs) saw
the participating patients twice before making
the referral. 8.2% (18) of the cohort visited
their referrer more than twice before referral.
Out of the total 14 participants with malig-
nancy, two patients (acinic cell carcinoma left
naris and verrucous carcinoma anterior max-
illa) saw their referrer three times before the
referral was made, and the rest were referred
after one visit to their referrer.

Information discussed regarding
referral

The majority of patients were informed by
their referrers the reason for referral (90.5%)
and which speciality they were being referred
to (69.5%). However, only 61 patients (27.7%)
were told provisional or differential diagno-
ses and 65 patients (29.5%) were informed
what they should expect to happen in the
first appointment. Less than half of the cohort
(44%) knew that they should expect to be
seen within two weeks - GMPs communicated
better than GDPs in this aspect (48.6% and

Table 3 Principle findings from patient questionnaires

The number of visits to referrer prior to referral

Once 167 (75.9%) 109 (73.6%) 58 (80.6%)
Twice 35 (15.9%) 26 (17.6%) 9 (12.5%)
More than twice 18 (8.29%) 13 (8.8%) 5 (6.9%)
Information discussed with patient

Reason for referral 199 (90.5%) 132 (89.2%) 67 (93.1%)
Which specialty the referral is being made to 153 (69.5%) 103 (69.6%) 50 (69.4%)

Estimation of waiting time for the first consultation

97 (44.1%) 72 (48.6%) 25 (34.7%)

Provisional/differential diagnoses

61 (27.7%) 39 (26.4%) 22 (30.6%)

What is likely to happen in the first appointment
Symptomatic support offered for patient

Investigations prior to referral

65 (29.5%) 44 (29.8%) 21 (29.2%)
32/91 24/66 .
(35.29%) (36.4%) 8/25 (32%)
25 (11.4%) 14 (9.5%) 11 (15.3%)

Table 4 The number of referrals for each category of NICE guideline criteria for head and
neck cancer referral

Unexplained suspicious lesion/symptoms persisting for more than 4 weeks 141
Unexplained ulceration of the oral mucosa or mass persisting for more than 3 weeks 58
Unexplained painful, swollen, or bleeding red/ white patches of the oral mucosa 12
Sore throat or hoarseness persisting for more than 3 weeks 1
Unilateral unexplained pain in the head and neck for more than 4 weeks, with otalgia 1
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34.7%, respectively). The participating patients’
responses showed similar levels of information
exchange from GMPs and GDPs for all other
categories questioned.

Support offered from primary care
practitioners

Ninety-one patients (41.4%) in this cohort
reported that their condition was accom-
panied by pain. Thirty-two (35.2%) out of
all patients with pain received symptomatic
support in terms of topical gel/cream/mouth-
wash (29), analgesics (8), or other systemic
medications (14). GMPs and GDPs were simi-
lar in this aspect.

The department received 37 2WW refer-
rals for a non-healing ulcer. Among them,
25 patients had pain - seven received anal-
gesic support. Out of the total 14 participants
with lichen planus (LP), ten had pain and four
received analgesic support. Among the 14
participants with malignancy, nine had pain,
four of whom did not receive analgesic support.

Investigations before referral

Twenty-five patients (11.6%) underwent
investigations before referral; blood test
(6), imaging (12), both blood test and imag-
ing (1), swab (2), unspecified (4). A greater
proportion of patients from GDP referrals
(15.3%, 11) than those from GMP referrals
(9.5%, 14) underwent investigations before
referral. None of the 37 patients with ulcers
had blood tests before referral.

Anxiety - before and after
consultation

Before their first consultation at the RCHT, 170
patients (77.2%) in this cohort were anxious,
to varying degrees, about the fact that they
were being referred to a specialist unit. Two out
of the 33 patients in the ‘very anxious’ group
had malignancies. Six malignancies were diag-
nosed out of the 61 patients in the ‘moderately
anxious’ group, five malignancies out of the
76 patients in the ‘slightly anxious’ group and
one malignancy out of the 50 patients in the
‘not anxious at all’ group.

After their first consultation at the RCHT,
39 patients (17.7%) felt anxious, and nine of
them were diagnosed with malignancy.
208 out of 220 patients (94.5%) found their
first consultation at the RCHT helpful and
informative.

Secondary care clinicians' 2WW
referral assessment

The NICE guidelines

The vast majority of the referrals (93.6%)
indicated how their case conformed to the
NICE guidelines. Table 4 shows reasons for
referral categorised into the NICE guidelines
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criteria. The most frequent reason for
2WW referral was unexplained suspicious
lesion/symptoms persisting for more than
four weeks. Fourteen referrers (nine refer-
rals from GMPs and five from GDPs) did
not specify how their referral met the NICE
guidelines.

Information in the referral proforma
and/or letter

Table 5 shows the information provided by
the referrers in the referral proforma and/
or letter. Medical history was the most fre-
quently recorded information in the referral
proforma/letter (65.5%), followed by drug
history (59.1%), symptoms (56.4%), duration
of the condition (55.5%), and social history
(47.7%). The least-frequently recorded infor-
mation was investigations and treatment
already carried out (12.3%). A referral letter
was attached in addition to the proforma in
64.1% of the cases. The frequency of each
category of information given by GMPs and
GDPs were mostly similar except in ‘dura-
tion of the condition” and ‘investigations/
treatment already carried out’ which GMPs
communicated more often than GDPs.

Justifiable 2WW referral?

One hundred and twenty-five referrals
(56%), including all 14 malignant cases,
were deemed to be justifiable 2WW refer-
rals by clinicians at the RCHT after the first
consultation; 87 GMP referrals (58.8%) and
38 GDP referrals (52.8%). Analysis of free
text responses to the last question revealed
that the most frequent reason for considering
a 2WW referral to be unjustifiable was ‘clas-
sical/routine benign condition’ (90).

Outcome of the first consultation

Table 6 shows plans after the first consul-
tation. Further appointments (review, fur-
ther investigation, added to operating list,
or onward referral) were given to 166 out
of 220 patients (75.5%). There were 149
patients referred for the top nine frequently
urgently referred benign conditions outlined
in Table 2. Out of these, 103 patients (69.1%)
were given further appointment for man-
agement of a benign condition. Nearly one
quarter (24.5%) of the cohort required no
follow-up. Diagnosis (provisional or defini-
tive) was reached in 195 cases (88.6%) in the
first consultation.

DISCUSSION

Diagnoses

Although the total malignancy diagnostic
yield was low in keeping with results of other
studies,*” we have found a much higher
malignant diagnostic yield from 2WW
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Table 5 Information provided by referrers in referral forms/letters

Duration of the condition 122 (55.5%) 89 (60.1%) 33 (45.8%)
Symptoms 124 (56.4%) 81 (54.7%) 43 (59.7%)
Medical history 144 (65.5%) 99 (66.9%) 45 (62.5%)
Drug history 130 (59.1%) 91 (61.5%) 39 (54.2%)
Social history 105 (47.7%) 71 (48%) 34 (47.2%)
Investigations 27 (12.3%) 20 (13.5%) 7 (9.7%)

Attached a referral letter 141 (64.1%) 93 (62.8%) 48 (66.7%)

Table 6 Outcomes of the first consultation appointment

No follow-up required 54 (24.5%) 33 (22.3%) 21 (29.2%)
Review 64 (29.1%) 40 (27.0%) 24 (33.3%)
Return for further investigations 50 (22.7%) 36 (24.3%) 14 (19.4%)
Added to operating list 46 (20.9%) 34 (23.0%) 12 (16.7%)
Referred to another specialty 9 (4.19%) 8 (5.4%) 1 (1.4%)

referrals than routine ones which contrasts
with the findings of many previously pub-
lished studies.*” This should be interpreted
with caution as the limitations of this study
are that the results are only representative
of the county of Cornwall over a six-month
period only.

Due to the small number of malignancies
diagnosed from the routine referrals during
this study period, it was meaningless to com-
pare the malignancies identified from the
routine pathway with those from the 2WW
referrals in terms of site, stage, treatment,
and outcome.

The top nine frequently urgently-referred
benign conditions in Table 2 comprised
67.7% (149) of the 2WW referrals. These
results may indicate that the focus on oral
cancer detection education should be more
evenly distributed towards recognition of
classical routine benign conditions.

A notable finding in this area was the
number of non-neoplastic routine dental
conditions referred through the 2WW path-
way. This poses a question whether some
primary care clinicians are over-using the
2WW system - as stated in Department
of Health 2002," the hospital staff cannot
change a 2WW referral to a non-urgent one.
Brocklehurst et al.'* demonstrated that the
default behaviour for primary care den-
tists is to refer the patient when in doubt.
Their results were that high-risk social his-
tory factors were determinant in making
the decision to refer, even when the GDPs
expected the lesion to be benign."

© 2015 British Dental Association. All rights reserved

Patients' experience

To the authors’ knowledge, this is the first
study to prospectively investigate 2WW
referrals from patients’ perspectives. In terms
of information discussed before referral, the
majority of the cohort was not informed
of their provisional/differential diagnoses
by their referrers, and unaware that their
expected waiting time for consultation was
two weeks. Over 99% of 2WW referrals are
seen within two weeks.!”” Having an idea
of the waiting period may reduce patient
anxiety. Also, should patients not receive
any correspondence from the specialist unit
within the expected time, they can take
appropriate steps to investigate.

Our study results showing that only 32 out
of 91 patients (35.2%) with pain received
symptomatic support from their referrers
should be interpreted cautiously. It could
be that some patients were not in enough
pain to require analgesics, declined analge-
sics, or had a different source of analgesics.
Nevertheless, under-usage of topical med-
ication was noted from the results. Simple
measures such as a prescription of steroid
mouthwash could not only relieve symptoms
of benign ulcers and LP, but also treat the
condition and potentially negate the need for
referral to secondary care. This is important
considering the proportion (23.2%) of the
benign ulcers and LP in this cohort.

Only a small proportion (11.4%) of the
cohort had investigation before referral.
Although primary care clinicians are gen-
erally not expected to carry out a biopsy
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of a lesion, it was disappointing that none
of the 37 patients with benign ulcers had
blood tests in their primary medical practice
to exclude causes of benign ulcers such as

vitamin B, folate, or ferritin deficiency.

Secondary care clinicians' 2WW
referral assessment

Despite the vast majority of the referrals
(93.6%) meeting the NICE guidelines, the
malignancy yield from 2WW referrals was
only 6.2%. Our results about the outcomes
of first consultation appointments should be
carefully interpreted. Although 75.5% of our
cohort required a follow-up appointment,
for many of these patients, further appoint-
ments were made for management of routine
benign conditions, rather than for manage-
ment of suspected malignancy.

Interestingly, the participating clinicians
commented that some cases met the NICE
guidelines despite their classical history and
appearance of a benign lesion, due to the
duration of the lesion or the fact that the
lesion was an ‘unexplained’ entity to the
referrer. For example, it would be ‘appropri-
ate’ to use the 2WW route to refer a symp-
tomless fibroepithelial polyp on the tip of a
tongue that has been present for five years
with classical appearance and history, if
the lesion is an ‘unexplained’ entity to the
referrer.

This highlights the high sensitivity and
low specificity of the current NICE guide-
lines, which may increase the use of the
2WW pathway by primary care clinicians as
they may feel obliged to make such referrals
in order to conform to the NICE guidelines
and defend themselves medico-legally.
This inevitably challenges the capacity of
secondary care centres to meet the 2WW
target. Indeed, Brocklehurst ef al.' reported
that the most important determinant in pre-
dicting professional delay was hospital struc-
tural factors.

Having stated the above, it is difficult
to imagine how guidelines can become
more specific and exhaustive at the same
time. A proposed solution to lower sensi-
tivity and increase specificity is to improve
communication between primary and sec-
ondary care clinicians by utilising technol-
ogy. Given the trend of hospital records
becoming increasingly electronic, a secure
electronic referral system allowing transfer
of digital photographs may be feasible in
the not so far future. A study by Morton
et al.” found that photo-triage in a derma-
tology unit allowed definitive treatment to
be delivered in the initial appointment in
91% of the patients, compared to 63% of
the patients being referred via the letter-
only referral.

BRITISH DENTAL JOURNAL VOLUME 220 NO. 10 MAY 27 2016

Appendix 1

Appendix 2

2WW Referral: Patient's Questionnaire

1. Who referred you to this department?
GP [ dentist [J other

2. How many times did you have to see your
GP and/or dentist about your problem/condi-
tion before the referral was made?

3. Have you been given the following
information?

[J Why you are being referred
[J Which speciality you will be referred to

[ Estimation of how long you will have to wait
to be seen here

[1 What your condition is likely to be

[0 What is likely to happen in the first
appointment

4. Is your condition painful? Yes [J No [

if yes, how painful on a scale of 1 to 10, with
10 being the worst

5. Have you been offered any support by your
GP/dentist for your condition?

Yes [ No [J
If yes, which one(s) of the following?

topical gel/cream/spray/mouthwash [ pain-
killers [J other systemic medication []

Other

6. Have you had any investigations before your
appointment today for your problem/condition?
Yes [1 No [

Blood test [ xray/scan [J biopsy [J swab [
other.

7. Since you were first informed about the
referral, have you been anxious?

Not at all Cslightly CJ moderately [ very [

The following questions are to be completed
after the consultation

8. Did you find the consultation informative
and helpful today?  Yes [J No [J

9. Are you still anxious? Yes [ No [J

Of course, the use of photography in
the oral and maxillofacial surgery special-
ity would have its limitations. Specifically,
oropharyngeal cancers and some neck lumps
would not be detectable by photography in
primary care. However, as Table 2 shows,
we found the top nine frequently urgently
referred benign conditions to be all oral
lesions, and form a significant portion
(67.7%) of the total cohort. Photography
may have its place for classical oral lesions
such as mucocele, fibroepithelial polyp, pap-
illoma, and haemangioma, when accompa-
nied by a history of the condition.

© 2015 British Dental Association. All rights reserved

2WW Referral: Clinician's Questionnaire

1. Who referred the patient?

GP [ dentist [ other

2. Is the following information on the referral
form?

How the case meets the 2WW NICE guideline
criteria Yes 1 No [J

If Yes, which one(s) of the following?

[0 unexplained suspicious lesion/symptoms
persisting for more than 4 weeks

[0 unexplained painful, swollen, or bleeding
red/ white patches of the oral mucosa
[Junexplained ulceration of the oral mucosa or
mass persisting for more than 3 weeks

[0 unexplained tooth mobility persisting for
more than 3 weeks

[ sore throat or hoarseness persisting for more
than 3 weeks

O unexplained lump/swelling in the neck,
parotid or submandibular gland

[J unilateral unexplained pain in the head and
neck for more than 4 weeks, with otalgia

Duration of the lesion/symptoms

Yes L1 No O

Symptoms Yes [J No [J

Medical history Yes [ No [

Drug history Yes [J No [

Social history Yes [1 No [

Any investigations/treatment already carried
out Yes (1 No O

3. Is there a referral letter attached to the
form? Yes [J No [J

4. Did the patient undergo an investigation in
his/her first appointment? Yes [ No [

If yes, which of these? biopsy [] blood test []
imaging OJ other

5. What is the outcome of the first appointment?
Discharge [ open appointment [J review []
further investigations [

Added to an operation list (I referral to another
dept [J other.

6. Have you reached a diagnosis today?
Yes [ (provisional/definitive [please circle])
No [J

7. Is you diagnosis one of the following?

benign aphthous/traumatic ulcer O lichen
planus [J mucocele [J dental conditions [

fibroepithelial polyp O scc/other malignancy
[ other

8. Do you agree with the referrer that the 2WW
referral was justifiable? Yes [ No [

Why?
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GMPs vs GDPs

GDPs have more training in oral medicine
than GMPs. Yet, interestingly, GMPs had a
much higher malignancy yield compared to
GDPs, and managed cases very similarly in
most aspects of the 2WW referral process
investigated in this study. It may be that
many of the unnecessary referrals are com-
ing from clinicians who have not had much
exposure to head and neck cancer detection
in their training or postgraduate educa-
tion. Or it may be that a more innovative
approach to the education on oral cancer
detection is required. Rafiq ef al.'® found
an increase in the urgent referrals during
and after Mouth Cancer Awareness Week at
Aintree oral and maxillofacial surgery unit,
but could not definitively attribute this to
the campaign. It would be interesting to
compare the effects of different modalities
of education in the long-term.

It should be pointed out that we had a
much higher number of 2WW referrals and
malignance pick-up rate from GMPs (148
referrals, 9.5%) than from GDPs (72 referrals,
1.4%). Some interesting questions that this
study does not answer are: how many of the
patients referred by GMPs had a registered
GDP or a regular dental review; and how
many of the GMP-referred 2WW cases could
have been dealt with or routinely referred by
GDPs? Rodgers et al.”” found that 59% of the
participants with concerns about their oral
health consulted their GMP rather than their
GDP (29%). The authors suggested reasons
for this phenomenon, including: patients
associating dentists only with teeth; not
being registered with a GDP; financial rea-
sons; and fear of the dentist.”” Importantly,
lower dental attendance of high-risk patients
has been reported previously,'® and there
is a general lack of awareness of mouth
cancer among those treated for oral and
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oropharyngeal cancer.” These findings sup-
port the need for increased exposure to oral
medicine in medical training. Shanks et al.*
reported that 73% of their medical student
cohort had not been taught how to examine
the oral cavity, and 89% felt that the tuition
given had not been adequate.

CONCLUSION

The overall malignancy diagnostic yield
was low, but markedly higher from GMPs
than GDPs, and also higher than that from
the routine pathway. Generally, GMPs and
GDPs managed patients similarly in the
aspects investigated in this study, before
2WW referral and during the two weeks. We
reiterate the need for improved communi-
cation between clinicians and patients, and
between clinicians. We also suggest more
focus on education in commonly encoun-
tered conditions as well as malignant lesions.
The number of 2WW referrals we received
from GMPs was nearly twice as many as
those from GDPs, highlighting the impor-
tance of delivering oral medicine education
to medical students/trainees and GMPs.
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