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With	increasing	focus	on	the	time	from	referral	
to	diagnosis	and	treatment,	outpatient	biopsy	
under	local	anaesthetic (OPB)	provides	a
potential	way	to	reduce	diagnostic	times	in	
selected	patients	with	accessible	lesions (1).	

The	aim	of	this	study	was	to	report	outcomes
from	a	3-year	period	of	outpatient	biopsy	in	a	
single	tertiary	referral	ENT	unit.

Objectives
51	patients	underwent	outpatient biopsy.	

Of	these,	20	were	male	(39%).	The	median	age	
was	46	years	(range	22-83).	

The	site	was	oropharynx in 40	(78%)	patients,	
sinonasal tract	in	9	(18%)	and	oral	cavity	2	(4%).	

The	diagnosis	was	benign	in	42	(82%)	and	
malignant	in	9	(18%).

No	patient biopsy samples were found	to	be	
benign	on	initial	biopsy	but	subsequently	
diagnosed	with	cancer.	

There	were	0	complications.

We	compared	this	group	to	10	patients,	who	
underwent	an	inpatient	biopsy	for	head	and	
neck	cancer	(sites=	oropharynx 60%,	larynx 30%	
sinonasal tract	10%).

The	mean	time	from	OPB	to	diagnosis	was	8	
days	(SD=4.5d)	compared	with	18.9	days	
(SD=6.8d)	for	inpatient	biopsy	(p=0.001).

Introduction

• Clinical	effectiveness – We	did	not	identify	any	
RCTs	comparing	clinical	outcomes	between	
patients	who	had	undergone	OPB	and	inpatient	
biopsy.

• Diagnostic	accuracy – In	our	study	no	patient
biopsy	samples	were	found	to	be	benign	on	
initial	biopsy	but	subsequently	diagnosed	with	
cancer.	Prospective	and	retrospective	
observational	studies	(5-9)	suggest	that	OPB	has	
high	enough	specificity	to	rule	out	malignancy,	
but	low	sensitivity.	Therefore	patients	with	
negative	findings	require	further	biopsy	under	
general	anaesthetic.	

• Time	to	diagnosis	– Scottish	government	has	
set	up	a	target	for	95%	of	patients	who	receive	
an	urgent	cancer	referral	to	receive	treatment	
within	62	days.	Our	results	show	that	OPB	can	
lead	to	a	rapid	diagnosis,	on	average	achieved	
11 days	earlier	than	for	an	inpatient	biopsy	
group.

• Safety – Our	patients	had	no	complications.	
Other	authors	quote	rates	of	complications	
ranging	from	0		to	2.6%	and	most	complications	
were	described	as	self-limiting	(most	commonly	
epistaxis).		(6-9)

• Cost	effectiveness		Formal	cost	comparisons		
were	not	a	focus	of	this	study.	According	to	
Scottish	Health	Technologies	Group,	who	have	
carried	out	budget	impact	analysis	the	average	
resource	saving	per	annum	over	five	years	is	
expected	to	be	in	excess	of	£400,000	for	NHS	
Scotland.	These	savings	account	for	initial	
investment	in	new	laryngoscopes,	imaging	stack	
and	peripheral	imaging	equipment	(1)

Discussion

Outpatient	biopsy	from	the	head	and	neck	is	
safe	and	effective (1,10).	It	has	the	potential	to	
reduce	the	time	from	referral	to	presentation	in
both	a	statistically	and	clinically	significant	
manner	(in	our	hands	by	10	days)	and	should	be	
considered	in	properly	selected patients.

Conclusions

Results

Chart	1. Site of	biopsy
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The	incidence	of	oropharyngeal cancer	has	been	
increasing	in	young	non-smokers	due	to	rising	
prevalence	of	human	papillomavirus infection
(2,3).	

The	highest	rates	remain	in	older	males	and	are	
related	to	tobacco	and	alcohol	consumption.		

Minimising	diagnostic	delay	enables	early	
initiation	of	appropriate	treatment.	

Every	patient	referred	to	Head	and	Neck	clinic	
with	suspicion	of	cancer	undergoes	clinical	
examination	and	flexible	nasoendoscopy to	
visualise	tonsils,	tongue	base,	pharynx	and	
larynx.	

Once	suspected	malignant	lesion	is	indentified,	
the	patient	is	referred	for	the	current	‘gold	
standard’	investigation	– direct	laryngoscopy
with	biopsy	under	general	anaesthetic (4).	This	
procedure	carries	risks	of	general	anaesthetic	as	
well	as	need	for	day-case	admission	and	a	visit	
to	pre-assessment	clinic	with	potential	delay	to	
diagnosis.	

We	propose	that	biopsy	performed	during	
outpatient	appointment	under	local	anaesthetic	
is	safe,	effective	and	time-efficient	way	to	
provide	rapid	diagnosis	for	a	selected	group	of	
patients.	Furthermore,	provision	of	OPB	is	likely	
to	reduce	cost	to	NHS.	

Chart	2. Pathology results

Review	of	a	prospectively	held	record	of	OPB	
between	January	2016	and	November	2018	in	
NHS	Lothian.	A	comparison	of	times	from
clinic	appointment	to	diagnosis	was	made	using	
the	T-Test.
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