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A weekly speech and language therapy
service for head and neck radiotherapy
patients during treatment: maximizing

accessibility and efhiciency
Louise C Occomore, MSc, and Zoé Knight, MSc

Speech and Language Therapy Department, Barts Health NHS Trust, St Bartholomew’s Hospital, West Smithfield, London, United
Kingdom

Background Our hospital did not provide a weekly speech and language therapy (SLT) service for head and neck cancer patients
during radiotherapy treatment. SLT is recommended in the international guidelines, but many centers do not offer this service. In the
case of our hospital, SLT was not provided because there were no funds to cover the costs of additional staff.

Objectives To create a new service model within a multidisciplinary sefting to comply with the international SLT guidelines and with-
out increasing staff. We aimed to measure the accessibility and efficiency of a new model of service delivery at our center both for
patients and for the service.

Methods 79 patients were recruited for the study. We followed 1 group of patients (n = 29; observation group) throughout their
treatment for 6 weeks to establish if there was a clinical need to offer SLT at the treatment center. A second group of patients (n =
50; intervention group) received a weekly SLT review at the treatment center throughout their radiotherapy. Data collected at the ter-
tiary cancer center for 6 months included: age, gender, tumor site and size, treatment modality, swallowing outcomes, communica-
tion outcomes, patient satisfaction, multidisciplinary team feedback, and time efficiency. The observation group did not participate
in the intervention group because the data was collected between 2 different groups of participants. However, all participants were
referred to their local SLT service at the end of their treatment if that was clinically indicated, regardless of the group they had been
in.

Results The proportion of patients accessing SLT services during treatment and the time efficiency of the service were both improved
with this model of delivery. The service's compliance with international guidelines was met. More patients continued with oral intake
during their treatment at our center with the new service. Improvements were also reported in communication clarity and communi-
cation confidence in the same group.

Conclusion Offering head and neck cancer patients SLT at the same time and place as their radiotherapy treatment improves pa-
tient outcomes and increases SLT efficiencies. As this was not a treatment study, further clinical trials are required with regards to
functional outcomes.

ropharyngeal dysphagia is a common

sequela of radiotherapy for head and neck

cancers (HNC)! that increases the risk of
aspiration pneumonia and long-term feeding-tube
dependence.? Aspiration pneumonia leads to poorer
treatment outcomes,® including morbidity in some
cases,” and has a negative impact on patient quality
of life.> The side effects of radiotherapy include dys-
phonia, xerostomia, and odynophagia.® Treatment
also correlates with and can exacerbate trismus in
patients with oral tumors.® Improving long-term
swallowing outcomes is discussed in the literature,
particularly the introduction of prophylactic swal-
lowing exercises.” Maintaining oral intake includ-

ing maximising textures during treatment to avoid
dependence on alternative feeding,®’ along with
treatment advances such as intensity-modulated
radiotherapy (IMRT)," improves long-term swal-
lowing outcomes.

Current international guidelines recommend that
patients with HNC should start SL'T" before treat-
ments that may result in swallowing and/or commu-
nication difficulties.’? Patients should be seen reg-
ularly during radiotherapy at the treatment center,
with “particular attention to speech and swallowing”
for sites such as the hypopharynx.

Since the publication of NICE guidelines more

than a decade ago, evidence for SLT" intervention
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in the HNC patient population has increased.®” There is a
strong focus on functional swallowing outcomes, which is a
significant but not exhaustive aspect of SL'I’s role with this
patient population. SLT also has a role in the management
of communication impairments, stoma and voice prosthe-
sis management in laryngectomees, and trismus manage-
ment, among others.

A survey done in the United Kingdom found that 69%
of SLT teams offer on-treatment services to patients, with
25.6% offering weekly input.® A study of speech and lan-
guage therapists in the United States found that only 18.3%
of respondents intervened proactively with patients who
were undergoing radiotherapy' and that there was poor
consensus among them about what on-treatment therapy
should entail. Kiss et al'® found that proactive dietetics
intervention during and after radiotherapy reduced hospi-
tal admissions and unplanned nasogastric tube insertions;
however, there is a lack of similar findings demonstrating
the positive contributions of SLT to patient outcomes.

At our institution, patients travelled as much as a 50-mile
round trip daily to receive radiotherapy treatment for up to 7
weeks. Before we established an ST service at the treatment
center, many patients underwent radiotherapy for HNC with-
out access to SLT. Those who were offered the standard ST
intervention at their local hospitals were often too fatigued to
attend SL'I" in addition to coming to the center for their treat-
ment. As with many other centers across the UK and abroad,
and based on the authors’ experiences, the SL'I" service was
often reactive. Many patients were referred to SLI" weeks or
months after treatment initiation with severe, chronic effects
(eg, trismus, oropharyngeal dysphagia, and long-term alterna-
tive feeding dependence).

We were unsuccessful at our center in our efforts to
get more SLT resources for patients who were undergo-
ing radiotherapy for HNC, which was a reflection of the
current financial constraints within the British National
Health Service. We learned in discussions with our clini-
cal colleagues at other centers that they had encountered
similar financial barriers. As a result, we wanted to start a
weekly SLT service for this patient population at our cen-
ter. We wanted to determine if the weekly SLT interven-
tion would improve patients’ access to a speech and lan-
guage therapist and whether we could provide the service
without increasing staft.

Methods

We recruited 79 patients who were divided into 2 groups —
the observation group (n = 29) and the intervention group
(n = 50). The data was collected within the context of the
speech and language therapist’s clinical work and was not a
formal research study, so ethical approval was not required
in agreement with the center’s Research Lead and Clinical
Effectiveness Unit.
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Observation group

A group of 29 patients received standard treatment dur-
ing radiotherapy. Standard treatment consisted of no SLT
intervention at the treatment center during radiotherapy.
Some patients had received SLT previously in their treat-
ment pathway (eg, when they had already undergone sur-
gery and were having adjuvant treatment). Others had no
SLT throughout their care. We therefore asked the subjects
in the observation group whether or not they had ever seen
an SLT before their current radiotherapy treatment as part
of the data collection process.

Before we offered the new SLT service, we had to estab-
lish if there was a need for the service. We used the data
from the observation group as a baseline of patients’ access
to SLT and their functional outcomes at the end of radio-
therapy. The data were collected weekly over 6 weeks. All
of the patients were undergoing radiotherapy for diagnosed
HNC. Some patients (Table 1) also received concurrent
chemotherapy, which increases the severity of radiother-
apy side effects.’ All of the patients who were undergoing
radiotherapy to the head and neck at the treatment center
over a period of 6 weeks were included in the study. There
were no exclusion criteria.

Intervention group

A group of 50 patients was offered weekly SLT inter-
vention at the treatment center. Data were collected over
6 months. The patients were undergoing radiotherapy to
the head and neck (with or without chemotherapy). There
were no exclusion criteria. None of the patients declined
treatment.

One speech and language therapist was based in the
radiotherapy department 1 day a week alongside the multi-
disciplinary team (MDT) to collect data from both groups.
The MDT included clinical oncologists, a dietitian, clinical
nurse specialists, radiotherapy nurses, and a radiographer,
all of whom had specialist skills in head and neck oncology.
All of the patients were seen weekly by the MDT during

treatment.

Data collection

Triage of clinical need. The therapist attended the weekly
MDT clinic for both groups of patients. With patients’
consent, the therapist was also present for each of their
weekly oncology consultations as part of the data collec-
tion. The oncologist monitored patients” acute morbidi-
ties during each consultation through open questioning
and the use of a locally developed toxicities monitoring
form. This was adapted from relevant sections from the
Common Terminology Criteria for Adverse Events.'” By
observing these consultations, the therapist was able to tri-
age each patient to determine if they presented with any

specific ST needs (eg, dysphonia, dysphagia, trismus, and
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neck stoma care). The therapist recorded these symptoms
for both groups to determine if there was a justifiable need
for SLT in the MDT clinic; and also to inform the type
of SLT treatment required for the intervention group. The
following data were collected from both groups: age, gen-
der, tumor site and size, treatment modality (radiotherapy
with or without chemotherapy), and treatment dose.

Speech and language therapy outcome measure
(SALTOM). Patients in both groups were asked to com-
plete the SALUTOM at the end of their treatment. The
SALTOM?® is an outcome measure based on questions
specifically related to communication, voice, and swallow-
ing function. It has 11 questions about communication, and
5 about swallowing. All of the questions are closed, with a
combination of Yes/No and visual analogue scale responses.
'This is a tool used at our centre containing questions relat-
ing to all domains of speech, voice and swallowing. It is not
standardised but is used in the absence of a similar stan-
dardised outcome tool across all of these domains in one
document. The authors note here that the current paper
is not a treatment study, however, as data was collected as
part of our clinical work, we collected clinical outcome data
in accordance with best practice, as is standard care at our
center. The data that were collected demonstrated the level
of clinical need in this population at our center.

Patient satisfaction survey. Patients in the intervention
group were asked to complete a satisfaction survey at the
end of their treatment. We developed this survey at our
center, and it was approved by the Information Governance
department at St Bartholomew’s Hospital (available on
request). This was given to the intervention group only
because the observation group did not receive any SLT
intervention at the treatment center. The form contained
4 closed and 2 open questions relating to patients’ satisfac-
tion with the service they received.

Time efficiency and accessibility. We collected the fol-

lowing data:

= At the time of triage, we asked patients in both groups
whether they had ever seen a speech and language thera-
pist either before or during their treatment, and whether
it was at the treatment center or at their local hospital.

» If patients reported they had seen a therapist, we asked
them if it was a weekly contact during their radiotherapy
treatment as per NICE guidelines.

= 'The standard service model was used before the imple-
mentation of the new service and did not include the
patient seeing a speech and language therapist at the
treatment center during radiotherapy. The standard ser-
vice model allowed for patients to see a therapist at their
local hospital. We calculated the average number of
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TABLE 1 Patient demographics, cancer type, stages, and type of
treatment

Group, n (%)

Observation  Intervention

(n = 29) (n = 50)
Age range, y (mean) 33-88 (57) 38-85 (61)
Men 22 (7¢6) 36 (72)
Women 7 (24) 14 (28)
Cancer type

Nasopharyngeal 2 (6.9) 0

primary

Oral cavity primary 6 (20.7) 13 (26)

Oropharyngeal 12 (41.4) 17 (34)

Hypopharyngeal 0 3 (6)

Laryngeal 7 (24.1) 12 (24)

Unknown primary

(neck node) 1(3.4) 3 (6)

lymphoma (neck node) 1(3.4) 0

Pinna 0 2 (4)
Stage
TO/X 2 (6.9) 7 (14)
T 2 (6.9) 9(18)
T2 7 (24.1) 12 (24)
T3 6(20.7) 10 (20)
T4 9 31) 10 (20)
Other/unstaged 2 (6.9) 2 (4)
Type of therapy
Radiotx alone 11 (38) 27 (64)
Chemo-radiotx 18 (62) 23 (46)
Primary treatment 11(38) 17 (34)
Adjuvant treatment
after surgery 18 (62) 33 (69))
Radical radiotx dose 28 (97) 48 (9¢)
Palliative radiotx dose 1(3) 2 (4)

radiotx, radiotherapy

patients seen in a standard 7.5 hour day in our standard
model of outpatient service delivery. We then calculated
our average patient nonattendance rate in the standard
outpatient model.

The new service model included weekly SLT' for all
patients who were undergoing radiotherapy at the treat-
ment center in the MDT setting. We calculated the same
data for the new SLT service model from the interven-
tion group; the average number of patients seen in a 7.5
hour day, and the nonattendance rate.
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Intervention

We have already noted that this paper outlines a new model
of service delivery and is not a treatment study. The results
relate to offering a weekly SLT service at the treatment center
during radiotherapy. This service was previously not offered
to patients, and we therefore aimed to establish the efficiency
and accessibility of providing this service. The study does not
investigate the clinical effectiveness of a particular therapy
approach used by SLI's with this caseload.

The SLT intervention was individualized according to
the patient’s clinical need. The various types of interven-
tions included: removing a voice prosthesis to allow a route
for tracheoesophageal tube feeding in the event of struc-
tural aphagia in a laryngectomee; teaching swallowing exer-
cises; training in the use of passive jaw stretching devices;
and counselling and support around communication difh-
culties, among others. Patient feedback and reported out-
comes were not related to a specific intervention or treat-
ment because of the heterogeneity of the patient group and
the patients’ clinical needs.

Multidisciplinary team feedback

We requested qualitative feedback about the new service
from the MDT members after 6 months of providing the
new service. The team included 2 consulting clinical oncol-
ogists; 2 specialist registrars; a head and neck radiographer;
and a head and neck dietitian. We also asked 5 community-
based speech and language therapists who before the new
service would have treated some patients at their local hos-
pitals during their radiotherapy in the standard treatment
model. The new service was likely to have an impact on
their caseloads and referral rates, and they had experience
with the previous model of service delivery. We e-mailed
each of the team members to ask for their views on the
new service, specifically: the impact of the new service on
patients, and its impact on the MDT treatment pathway.
No patient outcome data was given to the professionals
until after we received their feedback.

Results

We aimed to increase compliance with international guide-
lines for SLT in HNC patients by reviewing patients weekly
at our treatment center during their radiotherapy and with-
out increasing staff. We wanted to determine if we could do
that without compromising patient outcomes at our own
center, and to elicit patients’and professionals’ opinions on
the new model of service delivery. We wanted to investigate
if that would improve patients’ access to SLI" during treat-
ment and time efficiency for our service by treating them
in an MDT setting. Results were analyzed with descriptive
statistics (Table 1). The typical radical radiotherapy treat-
ment regimens given at our center were either 66 Gray in
33 fractions, or 70 Gray in 35 fractions.
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Triage of clinical need

The speech and language therapist identified a clinical
need for an SLT intervention in 76% of patients who were
triaged. The specific type of disorder or clinical need was

recorded (Figure 1).

Outcome measures

The SALTOM return rate was 31% in the observation
group, and 36% in the intervention group. Only 30% of the
forms disseminated to the intervention group were com-
pleted sufficiently to analyze. The patient-reported func-
tional outcomes for both groups for swallowing are shown
in Table 2 and for communication, in Table 3.

Patient satisfaction survey

The return rate for the intervention group was 30%. The
form was not given to patients in the observation group
because they did not receive a service at the center. Patients
indicated that the ST’ was informative and helpful, sup-
portive and easy to access, provided them with useful
advice, and should be provided at least weekly. In all, 75%
of the patients said the treatment had been helpful, and
25% did not respond.

Time efficiency and accessibility

A total of 44% of patients in the observation group reported
having seen a speech and language therapist at some point
during their treatment pathway prior to their radiotherapy.
No patients in either of the groups had been seen weekly
during their treatment by a therapist. All of the patients in
the intervention group were seen weekly by a speech and
language therapist who followed the guidelines of the new
model of service delivery.

With the standard outpatient model of service
delivery at our center, the observation group was offered
a referral to SLT. One therapist was able to offer 6
outpatient appointments per working day. The average
non-attendance rate at these appointments was 12%.

M Jaw opening

B Swallowing
Communication
Voice

B Preparation advice

B Stoma care

M Other

FIGURE 1 Patients’ speech and language therapy needs on
presentation in the radiotherapy clinic.
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TABLE 2 Patient-rated swallowing outcomes at the end of radio-
therapy

Group, n (%)

Observation Intervention

Outcome (n = 29) (n = 50)
Continuing to take oral 6 (66.6) 10° (20.9)
fluids
Continuing to take oral diet 5 (55.5) 7 (63.6)
Taking a pureed diet 2 (33.3) 2 (28.5)
Taking a soft diet 3 (50.1) 3 (42.9)
Taking a modified normal 1(16.6) 2 (28.6)
diet
Taking a normal diet 0 0
Patients with little or no
concern about eating and 4 (44) 8(72.8)

drinking in front of others

°In one case, the patient reported being unable to manage thin drinks and
required thickened fluids.

5Two patients stated specifically that they could not manage normal solids, but
could manage soft and pureed foods respectively.

TABLE 3 Patient-rated communication outcomes at the end of radio-
therapy

Group, n (%)

Outcome Observation Intervention
(n = 29) (n = 50)
Voice quality
Good/very good 1(11.1) 3(27.3)
Fair 4 (44) 4 (36.4)
Poor/very poor 4 (44) 4 (36.4)
Communication clarity
Good/very good 1(11.1) 4 (36.4)
Fair 5(55.6) 4 (36.4)
Poor/very poor 3(33.3) 3(27.3)

In the new model of service delivery provided for the
intervention group, 1 therapist was able to offer 12
appointments with no consultations unattended within

the MDT setting.

Intervention

As already discussed, this is not an intervention study; how-
ever, Figure 1 shows the nature of the diagnoses and dis-
orders with which patients presented in the weekly clinic.
'This demonstrates the variety of the treatments provided
and therefore the breadth of knowledge and skills that a
speech and language therapist requires when working with
this population in this service model.
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MDT feedback

Feedback from the MDT stated that weekly SLT for

patients during radiotherapy helped to:

= Assess and provide support to patients during their
treatment, as needed and with a proactive approach to
problem-solving;

» Provide a smoother care pathway for patients undergo-
ing treatment;

» Maintain the use of mouth bites throughout patient
treatment through timely trismus intervention (the
mouth bite is a device is worn during radiotherapy to
maximise the precision of treatment by maintaining a
static tongue position for lateral tongue tumors or main-
taining the distance between the mandible and maxilla);
and

= Enhance knowledge of the MDT within the clinic.

Discussion

We started a new weekly on-treatment service for a group
of patients who were undergoing radiotherapy for head and
neck cancer. We provided the service within an MDT set-
ting and at the site of treatment to determine if it would
improve accessibility for patients, improve attendance, and
enhance outcomes at our center. We also aimed to establish
if we could provide the new service without an increase in
staff or clinical time.

The results showed that 76% of patients presented in
the weekly MDT clinic with a clinical need for SLI. By
triaging patients during a 10-minute consultation with
their oncologist, we found it was possible to determine
which patients required direct SLT intervention. We did
not intervene directly with 24% of patients after their tri-
age session. However, the 10 minutes spent gathering rel-
evant triage information provided an opportunity for the
speech and language therapist to introduce the patient to
the role of SLT" and to outline some of the symptoms that
may require SLT" later on in their treatment. This provided
patients with education and equipped them to have more
control over their health care needs by raising their aware-
ness of the symptoms they needed to watch for and what
to expect at each stage of treatment. It also provided an
opportunity for the therapist to demonstrate to the rest of
the MDT which patients would or would not benefit from
the SLT intervention, and why. This was reflected in the
MDT feedback in which team members noted that they
had an enhanced understanding through working directly
with the therapist. Over time, the authors have experienced
that this MDT model improves the understanding of our
role and is reflected in the referrals we receive as a team.

'The current paper does not outline an intervention study.
The heterogeneity of patients, and therefore the interven-
tions provided were far reaching (Figure 1, Table 1). Our

functional outcome measures collected routinely at the
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end of the patients’ treatment should be generalized with
caution to other centers and patients. The patients’ self-
reported outcome measure forms showed that 23% more
patients in the intervention group compared with the
observation group were taking oral fluids at the end of their
treatment, which resulted in fewer patients being nil by
mouth. Maintaining oral intake throughout treatment has
been shown to improve long-term swallowing outcomes,
%950 it is conceivable that weekly SLT" intervention dur-
ing the patients’ radiotherapy may have a role in improving
long-term swallowing outcomes.

Further studies are needed to establish if there is a treat-
ment effect specifically related to our model of service
delivery. More patients in the intervention group than in
the observation group continued to take oral solids at the
end of their treatment. Side effects (eg, oedema, mucositis,
odynophagia, dysguesia, xerostomia, and trismus) are more
likely to cause dysphagia to solids than to liquids, which
may explain the smaller difference between the groups for
solids. Among patients who continued with oral solids to
the end of their treatment, the range of textures they were
able to manage was greater in the intervention group than
in the observation group. Clinical trials are also needed to
establish the impact of SLT intervention on patients’ func-
tional outcomes at the end of treatment and how that has
an impact on their long-term function.

Patients in the intervention group rated their commu-
nication clarity and voice quality as superior to those in
the observation group. This was an unexpected finding as
there is no evidence to the authors’ knowledge that SL'T
intervention reduces dysphonia or dysarthria during treat-
ment. Vocal hygiene advice was offered to all patients who
presented with dysphonia during treatment, and advice
about speech clarity was given to patients with dysarthria,
along with counselling and reassurance. It is not clear if the
improved ratings in the intervention group were owing to
improved function or reduced psychosocial impact through
education and counselling. This may be reflected in the
patients’ feedback that receiving a weekly SLT' interven-
tion at the treatment center during their radiotherapy was
informative, supportive, and provided useful advice. The
importance of education," problem-solving during treat-
ment,*and their impact on psychosocial well-being,?*?! has
been well documented. More robust evidence is required to
demonstrate the effect of SLT intervention on voice and
speech parameters during treatment.

Within the British National Health Service, there is a
drive to provide high-quality, evidence-based care in the
face of limited resources and that demands time and cost-
efficient models of service delivery that meet national
guidelines. A significant barrier to our service in provid-
ing a weekly on-treatment service to all HNC radiotherapy
patients was the recognition that this would increase the

Volume 13/Number 7

Occomore et al

number of patients who accessed our service. The observa-
tion group data show that less than half of patients (44%)
had ever seen a speech and language therapist during
their treatment pathway, and this was not weekly during
their treatment. We therefore predicted at least double the
number of consultations being required on a weekly basis.
Within our standard model of service delivery, this would
require us to employ more staff, and business cases for
increased funding were unsuccessful. We wanted to estab-
lish whether changing our model of service delivery would
allow us to provide a weekly review service to all patients
without increasing our staff. In our existing model of ser-
vice delivery, we also had a nonattendance rate of 12%,
which placed further pressure on services.

We found that by providing weekly proactive SLT
intervention at the treatment center during radiotherapy,
we were able to increase the percentage of patients who
accessed our service from 44% to 100%. This was achieved
by offering the service and an MDT assessment within the
radiotherapy department at time of treatment. Our service
was more convenient for patients both in timing and loca-
tion. In the authors’ experience, it is often the patients who
are at high clinical risk who do not attend separate out-
patient appointments, because those who are close to the
end of their treatment and are experiencing high toxicity
are at a greater risk for dysphagia and trismus, for example.
'Therefore, the service we were providing with our old model
was least accessible to the most vulnerable of patients.

We also find in our clinical experience that patients may
not be clear about the purpose of ST appointments in
outpatient clinics, and that may contribute to their nonat-
tendance. For example, when asking patients about their
nonattendance in SLT clinics, they sometimes report that
they have no speech concerns and were not aware that a
speech and language therapist might have helped with
their swallowing difficulties. In our new model of service
delivery, patients reported a symptom such as trismus to
their oncologist, and the therapist was immediately able to
explain how an assessment and some therapy might ben-
efit the patient before offering them a separate consultation
straight away. In addition to providing the intervention in
a timely manner and at a convenient location, the value of
contact with the therapist is made clear to the patient in
the context of their own concerns and symptoms.

We found that the new model of service delivery halved
the average contact length with the patient from 60 to 30
minutes. This was achieved by triaging the patients after
gathering information about any symptoms they were
experiencing each week and deciding which of those might
require or respond to SLT treatment. In our standard treat-
ment model, we would have allowed for a 60-minute out-
patient appointment for each patient, which we now know
is not always necessary based on our findings in the inter-
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vention group. By providing the service based on the new
model, we were able offer 10 minutes to a patient where only
a short contact with them was required, but we were able
to see other patients for 60 minutes if it was clinically indi-
cated. Because the patients were already in the department
and had appointments with various MDT professionals as
well as receiving their treatment, we were able to be more
flexible by allotting patients the SLT times around their
other appointments. We also found that the new model
of service delivery facilitated a closer working relationship
between the SLT team and their MDT colleagues, which
allowed for more timely communication between them.
With the standard outpatient model, the therapist would
need to spend part of the allocated 60 minutes e-mailing
colleagues, writing reports, or making telephone calls to
ensure that all parties were in agreement with the manage-
ment plans. We found that this time was reduced by see-
ing patients within the Radiotherapy department alongside
our MDT colleagues on the same day of the week, as we
were able to initiate these discussions face-to-face, rather
than awaiting a response to e-mail for example.

By seeing patients weekly as part of a proactive model
of service delivery, symptoms can also be addressed as they
arise and patients can be prepared in advance to reduce the
need for prolonged reactive problem-solving. Where pro-
phylactic interventions such as jaw stretches, diet modi-
fication ideas, and swallowing exercises can be provided
in advance of symptoms occurring, patients can be more
empowered to be involved in their own care before prob-
lems become severe and the patient has to be placed on an
SLT waiting list to receive treatment. Although the num-
ber of patients who accessed our service more than dou-
bled, we were able to meet the needs of our patients within
international guidelines and without additional time or
staff by making changes to our service delivery model.

Members of the MDT reported that all of the patients
in the intervention group continued to use their mouth
bites comfortably throughout the course of their treatment,
which had been unusual before the new service was offered.
'This was an unexpected finding. Further clinical trials on
SLT intervention for trismus during treatment are required
because our sample size was too small to confirm a treat-
ment effect.

Limitations

Data was collected as part of our routine clinical work at the
center with a view to starting the new SLIT' on-treatment
service. The previous absence of such a service presented
an opportunity to record baseline data from an observa-
tion group who did not receive weekly SLT intervention at
the treatment center. However, because it was not a formal
research study, we were not able to match groups or use
inclusion and exclusion criteria. Collection of baseline data
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was necessary in establishing whether there was a clinical
justification for the new service. After the new service had
been initiated, no patients could ethically be excluded from
receiving the weekly intervention. Patients were recruited
consecutively, and as such, no biases were present in the
data in this regard. Data was collected from the observation
group for only 6 weeks compared with 6 months of data
from the intervention group. As discussed, this was due to
the data being taken from clinical work, whereby once we
had justified a need for our intervention it was ethical to
begin providing this as soon as possible.

The low return rate for the feedback form and the
SALTOM affected our ability to generalize these findings
to other patients and treatment settings. The factors identi-
fied as contributing to the low return rate were: lack of an
interpreter; patient illiteracy; stopping treatment early; and
the therapist not being able to contact the patient during
the final treatment.

We did not conduct a statistical analysis of the data
because of the small number of patients in the study. It is
not unusual to face difficulties when trying to engage the
HNC population in research because of the epidemiologi-
cal nature of the disease. HNC correlates with low edu-
cation and high illiteracy levels, and high rates of alcohol
consumption.” Patients often present late with advanced
disease. Our center serves 2 of the lowest socioeconomic
boroughs in London, with some of the highest poverty
rates in the UK. In addition, it has high rates of homeless-
ness, unemployment, and premature mortality. For patients
who have been through difficult and tiring treatment such
as radiotherapy, it is not surprising that the survey return
rate was low given the context in which we work.

Conclusion
We aimed to establish whether weekly SLT intervention
during patients’ radiotherapy treatment at our treatment
center would improve access to SLT' and provide a more
time-efficient model of service delivery while still achiev-
ing good clinical outcomes and patient satisfaction. This
was driven by international guidelines for best practice.
Our data shows that we were able to provide a weekly
on-treatment review service for all patients who were
undergoing radiotherapy for head and neck cancer without
increasing clinical time or staffing. We provided this with-
out compromising patient satisfaction or patient outcomes.
We found improved functional outcomes for those patients
who received interventions based on the new model of
service delivery, though we emphasize that our results do
not lend themselves to generalization. We achieved those
improved outcomes by directing the most time and inter-
vention to those patients for whom it was clinically indi-
cated through triage; working more closely with the MDT

to reduce remote liaison time; and eliminating nonatten-
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dance. By triaging patients and assessing them at a time
and setting that was convenient for them, we were able
to identify and access those who were most at risk. For
patients who were identified as being at low risk, we elimi-
nated a short or unnecessary consultation in an outpatient
clinic, and empowered them to monitor their own symp-
toms and contact our department. The quality of the inter-
vention was not impacted, even though the average contact
time was halved. Patients and the MD'T reported that they
were satisfied with the new model of service delivery.

Further research is required to establish the long-term
impact of this service for patients (ie, duration of tube feed-
ing after treatment) and long-term functional outcomes. A
larger cohort of patients is needed to investigate functional
outcomes more robustly, and the impact of SLT' during
treatment on other SLT-related diagnoses such as commu-
nication disorders and trismus.
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