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C L I N I C A L  E X P E R I E N C E

Emergency presentations of head and neck cancer: Our 
experience in the wake of the COVID- 19 pandemic

1  | INTRODUC TION

The coronavirus disease 2019 (COVID- 19) pandemic led to the 
implementation of a nationwide lockdown in the United Kingdom 
(UK) spanning March- June 2020 as part of a national strategy to 
reduce the potential impact on the National Health Service (NHS). 
This imposed dramatic changes on delivery of medical services, 
with a decrease in, or cessation of, most non- COVID- 19 NHS ser-
vices, leading to significant concern regarding collateral effects on 
other patient groups requiring time- critical access to health care. 
With respect to cancer services, referrals via the 2- week- wait ur-
gent pathway for suspected cancer in England are reported to have 
decreased by up to 84% during the initial lockdown period,1 with 
only partial recovery following lockdown- easing.2 Indeed, Cancer 
Research UK has estimated that approximately 2300 cancer cases 
were likely to have gone undiagnosed every week across the UK 
during the initial lockdown period,3 and data published in June 
2020 indicated approximately 10 000 “missing” cancer referrals 
in April 2020 alone.4 Such figures have clear implications for de-
lays in diagnosis and treatment, and, by association, an anticipated 
surge in patients presenting with advanced disease, potentially in 
an emergency context. Indeed, numerous studies have suggested 
this and have modelled lives and life- years lost predicated on these 
anticipated delays.1,2,5 As yet, however, no real- world data have 
been published on the impact of these delays on cancer presenta-
tion patterns.

Specific to head and neck cancer (HNC), significant delays have 
the propensity to result in patients presenting in an emergency con-
text, typically with issues relating to airway compromise, dyspha-
gia and associated malnutrition, and less commonly exsanguination. 
Largely this reflects sacrosanct and complex locoregional anatomy 
but is compounded by the fact that HNCs typically have a short tu-
mour volume doubling time.6

The principal aim of this study was to examine whether the 
COVID- 19 pandemic has had a tangible impact on the rates of newly 
diagnosed HNC, or newly diagnosed recurrent HNC, presenting in 
an emergency context.

2  | METHODS

2.1 | Ethical considerations

This study was undertaken in accordance with our institution's 
Clinical Information and Audit Department regulations and approval. 
All patient data were kept anonymous and encrypted throughout.

2.2 | Patients and setting

All patients that were admitted to our department in an emergency 
capacity related to a new, or newly recurrent, diagnosis of HNC over a 
six- month period following the initial UK nationwide lockdown (June- 
November 2020 inclusive) were identified prospectively. This in-
cluded both patients that presented directly to our hospital and those 
that initially presented to a peripheral referring hospital (within the 
referral catchment of our regional head and neck multi- disciplinary 
team [MDT]) and were then transferred to our department for on-
going management. All such patients presenting over the same time 
period in the previous three years (2017- 2019 inclusive) were iden-
tified retrospectively from electronic emergency handover records. 
Patients presenting as emergencies but with an existing diagnosis of 
HNC were excluded. Relevant clinical data including demographics, 
presenting features, underlying diagnosis and subsequent treatment 
details were extracted from electronic hospital records.

The total numbers of patients diagnosed with a new, or newly 
recurrent, HNC through any route, and under the care of our depart-
ment, over the same time periods were also extracted from our HNC 
and thyroid MDT meeting databases to ascertain the proportion of 
emergency HNC presentations.

2.3 | Data analysis

Data were collated in Excel for Mac 2011 (Microsoft, Redmond, 
US) and analysed using SPSS® version 27 (IBM). Chi- squared and 
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Fisher's exact tests were used to examine differences in proportions 
of HNC- related emergency presentations between years.

3  | RESULTS

In June- November 2020, a total of 29 patients were eligible for 
inclusion, of whom 21 and 8 were diagnosed with a new or newly 
recurrent HNC, respectively, comprising respective proportions of 
12.3% (21/171), 19.5% (8/41) and 13.7% (29/212) for new HNCs 
alone, newly recurrent HNCs alone, and new and newly recurrent 
HNCs combined diagnosed through any route. These represent sig-
nificant increases in proportions presenting as emergencies in any 
of the previous three years (P < .001, P = .018 and P < .001 for new 
HNCs, newly recurrent HNCs and combined HNCs, respectively), as 
detailed in Table 1.

Patient demographics, presenting symptoms and tumour charac-
teristics are summarised for the study cohort as a whole and by year 
of presentation in Table 2, while acute inpatient treatment details 
and oncological treatment intent are presented in Table 3. Notably, 
91.9% (57/62) presented with advanced (T3/T4) primary disease, 
41.9% (26/62) went onto receive treatment with palliative intent and 
16.1% (10/62) died during admission.

4  | DISCUSSION

4.1 | Key findings and comparison with other 
studies

The principal findings of this study demonstrate emphatically a surge 
in HNCs presenting in an emergency context, in conjunction with a 
modest reduction in presentations through other diagnostic path-
ways, in the period following the initial UK national lockdown. This 
not only has important and obvious consequences for patient experi-
ence and provision of resources but also has significant implications 
for patient outcomes. Evidence from several countries demonstrates 
that these patient groups experience poorer clinical outcomes com-
pared with patients diagnosed through other routes,7 and the fact 
that this metric is audited on a national level in England8 attests to 
this notion. It seems intuitive to suggest that the reason for this is 
that emergency presentation is simply a surrogate of advanced dis-
ease presentation. However, a previous study examining emergency 
HNC presentations prior to the COVID- 19 pandemic demonstrated 
that whilst those patients presenting in an emergency context did so 
exclusively with advanced disease, survival outcomes were consid-
erably less favourable than those for patients with similarly staged 
disease who presented through other pathways,9 suggesting other 
factors are also at play. Nevertheless, this only emphasises the im-
portance of channelling efforts to reduce such presentations.

Although, to the best of our knowledge, this represents the first 
study to specifically examine the impact of COVID- 19 on real- world 
cancer presentation patterns, our findings align with numerous 

modelling studies reporting an anticipated surge in emergency and 
advanced disease presentation. Moreover, in such modelling studies 
several HNC subsites have been identified as cancers that are par-
ticularly susceptible to these delays in terms of clinically significant 
lives and life- years lost,1 broadly consistent with the inference pre-
sented here insofar as the observed surge in COVID- induced HNC 
emergency presentations has been associated with remarkably poor 
patient outcomes.

4.2 | Study strengths and limitations

We recognise that interpretation of the data presented here are lim-
ited primarily by the observational nature of the study, with no de-
finitive cause- effect relationship demonstrated. Notwithstanding, 
and as alluded to above, this study is unique insofar as it represents 
the first study to date to report on changes to cancer presentation 
patterns in the wake of the pandemic. Moreover, the magnitude of 
the increase observed in HNC emergency presentations immediately 
following the COVID- 19- related UK nationwide lockdown is com-
pelling and is highly unlikely to be attributable to random clustering 
alone. Indeed, we suggest the observed surge is likely to reflect sig-
nificant delays in presentation brought about by COVID- 19- induced 
re- purposing of healthcare services, compounded by increased 
patient anxiety and associated changes in health- seeking behav-
iours. Furthermore, even following lockdown- easing the shift from 
face- to- face to remote consultations, both in primary and second-
ary care, may have presented further barriers to patients accessing 

Keypoints

• The COVID- 19 pandemic imposed dramatic changes on 
delivery of medical services, leading to significant re-
ductions in urgent referrals for suspected cancer.

• A resultant surge in patients presenting with advanced 
disease, potentially in an emergency context, has been 
anticipated but, until now, no real- world data have been 
disseminated.

• Herein, we report a dramatic surge in new and newly 
recurrent HNCs presenting with advanced disease in an 
emergency context in the period immediately following 
the COVID- 19- induced UK national lockdown.

• To minimise adverse outcomes HNC services should 
prepare for a fluctuant but ongoing increase in such 
presentations, with expansion and streamlining of sec-
ondary healthcare capacity, together with accurate 
public health messaging tailored towards patients and 
primary care.

• These data are likely to have lasting significance and will 
help inform practice and healthcare policy during and 
following any future COVID- 19 outbreaks.
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appropriate healthcare services in a timely fashion. Although specu-
lative, this is supported by repeated and consistent anecdotal pa-
tient accounts.

A further limitation of this study relates to external validity. 
The reported changes to HNC presentation patterns are specific 
to the Cheshire and Merseyside region, which may not extrapolate 

2017 2018 2019 2020

New HNC

Emergency 
presentation: n (%)

8 (4.3) 6 (3.2) 8 (4.0) 21 (12.3)a 

Other routes: n (%) 177 (95.7) 184 (96.8) 190 (96.0) 150 (87.7)

Total: n (%) 185 190 198 171

Newly recurrent HNC

Emergency 
presentation: n (%)

5 (7.6) 3 (7.5) 3 (9.1) 8 (19.5)b 

Other routes: n (%) 61 (92.4) 37 (92.5) 30 (90.9) 33 (80.5)

Total: n (%) 66 40 33 41

New/newly recurrent HNC combined

Emergency 
presentation: n (%)

13 (5.2) 9 (3.9) 11 (4.8) 29 (13.7)c 

Other routes: n (%) 238 (94.8) 221 (96.1) 220 (95.2) 183 (86.3)

Total: n (%) 251 230 231 212

Note: Each year represents the six- month period of June- November inclusive.
aSignificant increase in the proportion of patients presenting in an emergency context with a new 
HNC diagnosis (P < .001).
bSignificant increase in the proportion of patients presenting in an emergency context with a newly 
recurrent HNC diagnosis (P = .018).
cSignificant increase in the proportion of patients presenting in an emergency context with a new 
or newly recurrent HNC diagnosis combined (P < .001).

TA B L E  1   Presentation routes of 
patients diagnosed with new or newly 
recurrent HNC by year

TA B L E  2   Patient demographics, presenting symptoms and tumour characteristics for the study cohort as a whole and by year of 
presentation

Gender n (%)
Median age 
(range) Presenting features n (%) HNC subsite n (%)

Advanced primary 
disease n (%)

2020 M- 23 (79.3)
F- 6 (20.7)

68
(44- 93)

Airway compromise –  16 (55.2)
Dysphagia & malnutrition- 10 (34.5)
Bleeding into UADT- 3 (10.3)

Larynx –  16 (55.2)
Hypopharynx- 7 (24.1)
Oropharynx- 4 (13.8)
Thyroid- 2 (6.9)

27 (93.1)

2019 M- 9 (81.8)
F- 2 (18.2)

64
(50- 88)

Airway compromise- 5 (45.5)
Dysphagia & malnutrition- 3 (27.3)
Bleeding into UADT- 1 (9.1)
Bleeding from neck mass- 2 (18.2)

Larynx- 6 (54.5)
Hypopharynx- 2 (18.2)
Oropharynx- 1 (9.1)
Neck- 2 (18.2)

10 (90.9)

2018 M- 6 (66.7)
F- 3 (33.3)

70
(56- 91)

Airway compromise- 6 (66.7)
Dysphagia & malnutrition- 1 (11.1)
Bleeding into UADT- 1 (11.1)
Bleeding from neck mass- 1 (11.1)

Larynx- 6 (66.7)
Hypopharynx- 1 (11.1)
Oropharynx- 1 (11.1)
Neck- 1 (11.1)

9 (100)

2017 M- 10 (76.9)
F- 3 (23.1)

68
(58- 89)

Airway compromise- 7 (53.8)
Dysphagia & malnutrition- 3 (23.1)
Bleeding into UADT- 3 (23.1)

Larynx- 8 (61.5)
Hypopharynx- 4 (30.8)
Oropharynx- 1 (7.7)

11 (84.6)

Total M- 48 (77.4)
F- 14 (22.6)

68
(44- 93)

Airway compromise- 34 (54.8)
Dysphagia & malnutrition- 17 (27.4)
Bleeding into UADT- 8 (12.9)
Bleeding from neck mass- 3 (4.8)

Larynx- 36 (58.1)
Hypopharynx- 14 (22.6)
Oropharynx- 7 (11.3)
Neck- 3 (4.8)
Thyroid- 2 (3.2)

57 (91.9)

Note: Each year represents the six- month period of June- November inclusive. Advanced primary disease refers to T3 or T4 classification.
Abbreviation: UADT, upper aerodigestive tract.
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elsewhere within the UK, or internationally. Indeed, substantial geo-
graphical variation has been noted in rates of patient deferment in ac-
cessing urgent referral for cancer symptoms,1,5 which in turn is likely 
to influence directly any subsequent change in cancer presentation 
patterns. Future studies investigating such presentation patterns on a 
national macrodata level will provide interesting insights in this regard.

4.3 | Clinical applicability

In an era of unprecedented demand placed on healthcare services by 
the COVID- 19 pandemic, it is of significant clinical relevance to ex-
amine the fallout from this in terms of cancer presentation patterns, 
given that any disruption is likely to be particularly detrimental to 
this group of patients. Herein, we have revealed the first real- world 
data demonstrating a dramatic surge in the proportion of new and 
newly recurrent HNCs presenting in an emergency context in the 
period immediately following the COVID- 19- induced UK national 
lockdown. Cognisant of the fact that delayed presentations resulting 
from the worst phases of the pandemic will continue to be realised 
for many months to come, likely compounded by ongoing changes in 
patient health- seeking behaviours, these findings have three major 
implications for healthcare services to mitigate against the risk of 
further adverse patient outcomes. Firstly, HNC MDTs need to be 
proactive in anticipating and preparing for a continued, albeit fluctu-
ant, increase in HNC patients presenting in this way, which is likely 
to involve adaptions to both HNC care pathways as well increasing 
capacity of inpatient facilities and resources. Secondly, expansion 
and/or streamlining of secondary healthcare capacity is required 

to address the diagnostic backlog to prevent further delays, which, 
from a HNC services perspective, may involve triaging urgent HNC 
referrals using risk stratification tools, as in currently being examined 
by the UK ENT Trainee Research Network,10 and/or rationalisation 
of HNC follow- up regimes to ensure that this additional capacity can 
be met. Finally, accurate and measured public health messaging tai-
lored towards patients and primary care services, which puts into 
perspective the risk of death from COVID- 19 relative to other seri-
ous illnesses, is also needed in an attempt to minimise any ongoing 
presentational delay.

While at the time of writing, the UK has passed the first, second 
and indeed is coming out of a third COVID- 19 peak, it is evident that 
significant peaks are being felt internationally and infection rates 
are likely to continue to fluctuate. Consequently, the data presented 
here are likely to have lasting significance and will help inform prac-
tice and healthcare policy during and following any future COVID- 19 
outbreaks.
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Acute inpatient interventions 
n (%)

Median length of 
stay (range)a 

Oncological treatment 
intent n (%)

2020 Tracheostomy- 11 (37.9)
Airway debulking- 5 (17.2)
Gastrostomy- 11 (37.9)
Arrest of haemorrhage- 2 (6.9)

17
(3- 43)

Curative- 15 (51.7)
Palliative- 14 (48.3)

2019 Tracheostomy- 3 (27.3)
Airway debulking- 3 (27.3)
Gastrostomy- 4 (36.4)
Arrest of haemorrhage- 1 (9.1)

12
(2- 39)

Curative- 7 (63.6)
Palliative- 4 (36.4)

2018 Tracheostomy- 3 (33.3)
Airway debulking- 2 (22.2)
Gastrostomy- 1 (11.1)
Arrest of haemorrhage- 1 (11.1)

19
(4- 41)

Curative- 6 (66.7)
Palliative- 3 (33.3)

2017 Tracheostomy- 4 (30.8)
Airway debulking- 2 (15.4)
Gastrostomy- 3 (23.1)
Arrest of haemorrhage- 1 (7.7)

20
(5- 46)

Curative- 8 (61.5)
Palliative- 5 (38.5)

Total Tracheostomy- 21 (33.9)
Airway debulking- 12 (19.4)
Gastrostomy- 19 (30.6)
Arrest of haemorrhage- 5 (8.1)

17.5
(2- 46)

Curative- 36 (58.1)
Palliative- 26 (41.9)

Note: Each year represents the six- month period of June- November inclusive.
aThose patients that died during acute hospital admission were excluded from length of stay data 
analysis.

TA B L E  3   Acute inpatient and 
oncological treatment details for the 
study cohort as a whole and by year of 
presentation
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