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Beyond Covid-19 itself, one of the greatest health threats 
facing us as a result of the pandemic is the impact on our 
cancer services. Nearly 6,400 people have waited more than 
100 days following a referral to cancer services, while the total 
cancer waiting list in England stands at 58,000 people. 

The way the NHS rose to the challenge of the pandemic 
shows what can be achieved when we pull together to achieve 
ambitious goals for our healthcare. We now need to bring that 
same determination and unity of purpose to cancer services.

This short report from Public Policy Projects is a contribution 
to that work. It describes the big issues we need to tackle, not 
just to restore services to where they were but to “build back 
better” – exploiting the talents of our healthcare services, 
research establishments and life sciences industry to deliver 
outstanding care. We hope you will debate these proposals 
and pursue them in your local area.

This paper is supported by the global biopharmaceutical 
company Bristol Myers Squibb and informed by 
discussions with a number of senior stakeholders from 
across the cancer community, including Dame Cally 
Palmer, chief executive of The Royal Marsden NHS 
Foundation Trust and the national cancer director for 
NHS England and NHS Improvement, Professor Chris 
Harrison, executive medical director of The Christie NHS 
Foundation Trust, and Kruti Shrotri, policy manager at 
Cancer Research UK. We are most grateful for their time 
and expertise. Responsibility for the content rests entirely 
with us.

Baroness Blackwood of North Oxford
Co-Chair for Healthcare and Life Sciences
Public Policy Projects

Introduction
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Drastic cuts in screening services

Across the UK screening services were suspended as the 
pandemic hit. Cancer Research UK estimates that around 
three million people were waiting for screenings for bowel, 
breast and cervical cancer between April and August. Each 
month around 1,600 people would usually have a cancer 
diagnosed through screening, mostly at an early stage.

Sharp drop in urgent referrals from GPs

Cancer Research UK estimated in July that 300,000 fewer 
urgent cancer referrals had been made during the pandemic, 
indicating that around 15,000 cancers were missed. Around a 
quarter of GPs, of over 1,000 surveyed, reported an increase 
in urgent referrals being inappropriately turned down 
compared with before the pandemic.

The collapse in urgent referrals was driven by fewer people 
approaching their GP with symptoms, and GPs being less 
willing to refer people for diagnosis in the early days of the 
pandemic because they were worried about overloading 
services and exposing patients to infection. 

Delays in diagnosis

For those who contacted their GP and received an urgent 
referral, access to diagnostic facilities such as endoscopy was 
severely reduced in many parts of the country. Even before 
the pandemic, poor access to diagnostic facilities was the 
weak link in cancer services and is the major factor in the UK’s 
poor survival rates. Studies published in The Lancet Oncology 
predict thousands of additional deaths through diagnosis 
delays.

Delays in treatment

According to the BMA around 21,600 patients received a first 
treatment for cancer in July, 6,600 fewer than in July 2019. 
Greater Manchester Cancer Hub scheduled 1,500 elective 
cancer operations in May and June this year compared with 
2,300 in 2019, a drop of 34 per cent.

Disruption to palliative care

Palliative care, particularly end-of-life care, has been severely 
disrupted. As the pandemic unfolded, many home visits to 
dying cancer patients had to be abandoned because of staff 
having to self-isolate, and shortages of PPE.

Massive disruption to clinical trials

By international standards the UK is performing poorly on 
maintaining clinical trials during the pandemic. From April 
to July the drop in the number of UK patients entering trials 
compared with last year ranged from -87 per cent to -60 
per cent. This was far worse than the United States, France, 
Germany, Italy and Spain. Strikingly, recruitment to trials in 
Japan was sharply up in July as it moved to recover ground. 

The consequences of disruption to clinical trials for cancer care, 
and our slow pace of recovery, are widespread and serious. 
Delaying or suspending trials compromises the survival 
chances of the patients involved, who are often suffering 
a relapse or have run out of standard options. It will take 
longer to roll out new treatments. There are also economic 
consequences. Continuing disruption will lead researchers 
and pharmaceutical companies to move their work elsewhere, 
undermining the UK’s ambitions for its life sciences industry.

Challenges
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Maintain services despite Covid-19 pressures

Second and subsequent waves of Covid-19 cannot be allowed 
to compromise cancer services to anything like the same 
degree as the first wave, when even high-priority patients at 
some hospitals had their chemotherapy stopped. While some 
adjustments are inevitable, timely access to comprehensive 
care must be one of the guiding principles for cancer services 
throughout this crisis.

Establish cancer hubs across England

At present, cancer alliances enable a degree of collaboration 
across a region. We recommend that these are replaced 
with formal cancer hubs, in which all the staff across an 
area are members of a single team working to unified 
standards, protocols and governance. This improves quality 
and productivity by providing patients with consistent care 
and staff with consistent support, including easy access to 
specialist advice.

In Greater Manchester, for example, the trusts across the 
region working as a single hub quickly moved to managing 
their cancer patients as what amounts to a single list as 
the pandemic hit. It is reviewed every week to ensure that 
patients are prioritised and matched to the capacity across 
the system, notably for surgery. This has already avoided 
delays in treatment for hundreds of patients by moving 
them across the region. 

Implement and evaluate changes to treatment

NHS England, NICE and the life sciences industry 
collaborated in developing a range of interim treatment 
options to allow for greater flexibility in the management 
of cancer during the Covid-19 pandemic and ensure 
clinicians have additional treatment options during this 
time. These options were intended to reduce perceived risk 
to patients resulting from certain treatment side effects 
or to reduce the need for regular visits to hospitals for 
treatment. 

At the heart of using alternative treatments is 
communication with patients so that they understand the 
risks and can make informed choices. 

The original decision-making process for these treatment 
options was, by necessity, highly accelerated – compressing 
into a few weeks decisions that might take months or 
years. Now that we have a more measured understanding 
of the risks to cancer patients from Covid-19, as well as 
emerging data from the treatments, it is important that 
these new approaches are constantly reassessed to ensure 
the associated risks are still appropriate. 

Use artificial intelligence to diagnose 
and prioritise patients
 
Examples of using artificial intelligence (AI) during 
the pandemic include work by The Royal Marsden 
and The Institute of Cancer Research to distinguish 
between symptoms of Covid-19 and the side-effects of 
immunotherapy, and Barts Health NHS Trust using AI to 
prioritise patients whose treatment has been postponed 
during the pandemic. 

AI tools need to be moved rapidly from centres of 
excellence to local hospitals.

Accelerate the roll-out of 
community-based diagnostics

The pandemic has driven home the message that the 
crucial pinch point in cancer care is diagnosis. Patients 
need faster access to investigative procedures such as 

Solutions
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endoscopy and MRI, CT and PET scans. In some parts of 
the country, access to imaging is comparable to countries 
with a fraction of the UK’s wealth and resources.

The NHS needs to accelerate the roll-out of the Rapid 
Diagnostic Centres envisioned in the Long Term Plan as a 
central part of its recovery drive, starting with the parts 
of the country with the worst cancer outcomes. This 
requires substantial and early investment in kit and staff. 
Establishing diagnostic centres away from hospitals has 
the added advantage of making it easier to deliver Covid-
secure services.

Prioritise clinical trials in the recovery 
programme

NHS England has not yet prioritised clinical trials in the 
recovery. We would urge that rapidly restoring trials should 
be seen as integral to achieving goals such as improving 
survival rates.

Expand screening services to 
new tumour types

Screening should be restarted urgently and expanded 
where the evidence supports it.

Provide robust delivery mechanisms 
for the Long Term Plan 

The ambitious goals in the Long Term Plan need to be 
supported by detailed blueprints for delivering the workforce 
and equipment to make them happen. Too often, local health 
services struggle to identify the resources which have been 
promised, such as for the development of community-based 
diagnostic centres. 

Improve communications with the public

According to The Health Foundation, more than a third of 
cancer patients who did not access care, but needed to, 
were concerned about contracting coronavirus or breaking 
restrictions. This highlights the difficulties we face in judging 
risk and understanding the consequences of not seeking a 
diagnosis for symptoms. These difficulties were exacerbated 
by the notion that it was a civic duty to reduce pressure on 
the NHS, and some unfortunate examples of local messaging 
giving the impression that GP surgeries were all but closed. 

The Government and NHS should do everything they can 
to encourage people to contact their GP if they believe they 
might need treatment, and to ensure that public health 
messages are balanced about the risks we face. 
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Cancer services were already in serious difficulty before the 
pandemic. In January 2020, 74 per cent of patients began 
their treatment within 62 days following an urgent GP 
referral for a suspected cancer, the worst performance on 
record. The target is 95 per cent.

The Government has promised to “build back better” as 
the country recovers from Covid-19. Investment in cancer 
services should be at the heart of that offer.

Final thought: we cannot 
go back to where we were
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In 2018, for all cancers diagnosed, there was geographical 
variation in the rate of cancer incidence across England.1

The North East had the highest rate of cancer incidence at 
653 per 100,000 people, while London had the lowest rate 
at 583 per 100,000 people.  In 2018, incidence rates also 
varied across regions by cancer site. 

Specific examples of cancer sites where the rates varied 
across England include:

Lung cancer:

Melanoma of the skin:

Colorectal cancer:

Oesophagus cancer: Cervix cancer:

Stomach cancer: Prostate cancer:

Highest: 
North East at 101 per 100,000 people

Lowest: 
South West at 64 per 100,000 people

Highest: 
North East at 37 per 100,000 people 

Lowest: 
London at 18 per 100,000 people

Highest: 
North East and North West, with both at 
74 cases per 100,000 

Lowest: 
London at 62 cases per 100,000 people

Highest: 
North West, East Midlands and West 
Midlands, all at 18 per 100,000 people

Lowest: 
London at 11 per 100,000 people

Highest:
North West and East Midlands, 
both at 12 per 100,000 

Lowest:
London at 7 per 100,000 people

Highest:
North East at 13 per 100,000 people

Lowest:
South East at 8 per 100,000 people

Highest:
South East at 228 per 100,000 people 

Lowest:
North West at 171 per 100,000 people

Overall Cancer 
Incidence Rates, 2018

North 
East

North 
West

Yorkshire & 
Humberside

East 
Midlands

East of 
England

South West

Central

South East

London

West 
Midlands

1  Rate of cancer incidence is age-
sex-standardised

 Reference: https://www.gov.
uk/government/publications/
cancer-registration-statistics-
england-2018-final-release/cancer-
registration-statistics-england-
final-release-2018
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Headline figures

Overall screening backlog of 3 million1 

350,000 fewer people than normal have been referred for 
cancer since the start of lockdown.

Weekly numbers of urgent 
suspected cancer referrals in England

England saw a 39 per cent drop in testing for: colonoscopy, 
flexi-sigmoidoscopy, cystoscopy and gastroscopy), 
CT scans, ultrasound and MRI – equivalent to 3.2 million 
fewer tests than the same time period last year.

Number of endoscopies undertaken in England

In a survey by Cancer Research UK conducted in May, 1 in 3 
cancer patients said their treatment had been impacted by 
the effects of Covid-19 on the health system. 4 in 10 people 
said their tests – including those to find out whether their 
cancer has spread or returned – had been affected.

These delays had a big impact on people’s mental health, with 
around 7 in 10 people who experienced delays feeling more 
frustrated and anxious.

12 times more patients waiting 6 weeks or more for 
one of the 7 key diagnostic tests compared to the same 
time last year.

Endoscopy waiting list at end of each month

Number of patients starting 
cancer treatment in England

Effect of Covid-19 on 
Cancer treatment

Data Source: NHS-Digital , NHS e-RS Open Data Dashboard

Data Source: NHS England & NHS Improvement

Data Source: NHS England & NHS Improvement
NHS Diagnostic Waiting Times and Activity Data

Data Source: NHS England & NHS Improvement
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Other key headline figures:

Coronavirus disruption could lead to 18,000 more cancer 
deaths over the next 12 months2.

Breast Cancer - 1 million breast cancer screenings missed 
due to the Pandemic – estimated that 8,600 women caught in 
backlog could be living with undetected breast cancer3. 

Lung cancer - 14,000 fewer people have been referred for 
lung cancer since March than would be expected4.

NHS only has 5 more clinical oncologists than it did in 2018  
and needs at least 200 more full time oncologists to meet 
expected demand due to coronavirus disruption5.

1  https://scienceblog.cancerresearchuk.org/2020/09/11/whats-happened-
to-cancer-services-during-the-covid-19-pandemic/

2  https://www.ucl.ac.uk/news/headlines/2020/apr/coronavirus-crisis-could-
lead-18000-more-cancer-deaths-experts-warn 

3 https://breastcancernow.org/about-us/media/press-releases/almost-
one-million-women-in-uk-miss-vital-breast-screening-due-covid-19 

4 https://www.roycastle.org/the-reality-behind-yesterdays-shocking-
figures/ 

5  https://www.rcr.ac.uk/publication/clinical-oncology-uk-workforce-census-
report-2019 
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There is regional variation in cancer survival rates across 
England. This is visible through the difference in survival rates 
across the five NHS regions: 

• North of England
• Midlands and East of England
• London
• South East
• South West

The North of England, the Midlands and East of England tend 
to have lower survival estimates; conversely, the South West 
and the South East tend to have higher survival estimates. 
Varying by cancer site, London sometimes has lower and 
sometimes higher survival estimates.

Geographic patterns of 
cancer survival in England

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Bladder Cancer Cervix

Breast Cancer - 
Female

Myeloma Colon
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Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Kidney & 
Urinary Tract

Prostate

OesophagusColorectal

Lung Rectal

13



Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Data Source: Public Health 
England – National Cancer 

Registration and Analysis Service, 
Office for National Statistics

Uterus - FemaleStomach

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/bulletins/geographicpatternsofcancersurvivalinengland/adult
sdiagnosed2012to2016andfollowedupto2017#geographic-patterns-of-cancer-survival
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There is a correlation between regions with elevated Covid19 
rates, higher levels of deprivation and poor cancer outcomes.  
According to a recent report published by Cancer Research UK, 
recognition of cancer symptoms remains low and the number 
of patients seeking treatment at a late stage is higher, in the 
most deprived communities.  There is concern that this will lead 
to a longeviety issue, caused by ‘longterm-covid’ on outcomes 
in the future.  Numbers could increase to even higher levels if 
early screening does not get back to previous levels.

Rates of smoking by deprivation quintile for adults, 
Northern Ireland[27], projected to 20501 

Uptake of bowel screening by deprivation, 
Scotland, Nov 2017-April 20192 

Recognition of cancer symptoms, most deprived 
compared to least deprived, England, 2009-20113

Proportion of patients diagnosed as an Emergency 
by deprivation quintile, England, 20164

Health Inequality 
and Covid-19

1  https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_
in_the_uk.pdf p.7

2  https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_
in_the_uk.pdf p.9

3  https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_
in_the_uk.pdf p.10

4  https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_
in_the_uk.pdf p.12
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