
How to re-engage patients
with cancer pathways



The calamitous impact of the Covid-19 pandemic on UK 
cancer treatment has again highlighted the urgent need for an 
overhaul of every aspect of our cancer services.

The pandemic has seriously compromised the scale, speed 
and quality of UK cancer care. This is costing lives, harming 
people’s physical and mental health and jeopardising research.

However, these profound impacts are as much a symptom of 
the underlying weaknesses of cancer care as a measure of the 
severity of the pandemic.

We have known for years that our diagnostic equipment is 
scarce and obsolete, that the cancer workforce is too small to 
meet even current, let alone future, demand, that there are 
too few intensive care beds and that people are dying because 
treatment comes too late.

So when the pandemic hit, the lack of capacity and resilience in 
the system meant cancer services soon toppled over. The lives 
lost will number in the thousands.

But, the pandemic also revealed a renewed determination 
to transform care. As staff moved to restore services, they 
demonstrated immense ingenuity in finding new ways 
to deliver. The spirit of collaboration was evident locally, 
nationally and internationally as new treatment pathways 
and approaches to infection control were developed and 
shared. From establishing Covid-safe cancer hubs, to 
finding novel uses for drugs, oncology services across the 
country showed that the NHS can transform at scale and 
pace.

As well as continuing vital recovery work, such as 
finding and treating the people who should have been 
diagnosed through a GP appointment or screening, 
the focus is now shifting to rebuilding services for the 
long term. Priorities range from overhauling diagnostic 
services and expanding and changing the workforce, 
to tackling the inequalities in deprivation and ethnicity 
when it comes to the risk of developing and dying of 
cancer.

To support the development of ideas and strategies 
to recover from the pandemic and deliver the long-
term transformation in cancer services they so badly 
need, Public Policy Projects came together with 
biopharmaceutical company MSD and a panel of experts 
for a roundtable on what should be done. This short 
report is the result of those discussions.

We would like to thank the people who led our 
discussions: renowned cancer specialist  
Professor Sir Mike Richards; Kruti Shrotri, Head of Policy 
Development at Cancer Research UK; Matthew Gibson, 
Head of Diagnostic Imaging at Siemens Healthineers; 
David Long, Oncology Business Unit Director at MSD; 
and all of our contributors for their time and expertise. 
Responsibility for the content rests entirely with Public 
Policy Projects. 

Baroness Nicola Blackwood of North Oxford  
Deputy Chair, Healthcare and Life Sciences  
Public Policy Projects

1. A long-term funding plan for capital investment and 
workforce needs to be included in the next government 
spending review.

2. The strategy to transform diagnostic services proposed 
by Professor Sir Mike Richards must be implemented as 
quickly as possible and in full, with a detailed delivery 
plan that includes the capital investment and workforce 
development requirements. NHS England needs to 
set and monitor implementation timelines for each 
integrated care system (ICS).

3. Cancer services must be delivered at Covid-safe hubs, 
away from emergency departments and Covid patients.

4. Services should be scaled up in response to demand 
surges. This should include using independent sector 
facilities.

5. The NHS needs help to restore public confidence in the 
safety of cancer services by publicising the steps being 
taken to ensure they are Covid-free.

6. The long-overdue NHS workforce strategy needs 
to include plans for the training and funding of an 
expanded cancer workforce.

7. Unacceptable variations in regional performance must 
be addressed, both through quality improvements and 
investment. ICSs need clear responsibility for driving 
service performance and improvements.

8. The NHS and government need to take targeted 
action to address inequalities in cancer service access, 
experiences and outcomes for people from deprived and 
ethnic minority backgrounds. This includes ensuring that 
the expansion of diagnostic and treatment services is 
focused on the communities that need them most.

9. The NHS needs to routinely collect cancer data based on 
deprivation and ethnicity.

10. The care of people living with incurable cancers such 
as metastatic breast cancer, must be improved. Data 
on their treatment and experiences needs to be 
strengthened and care pathways must be clearer.

11. Screening services need to be restored and expanded, 
with local, community-based access. The Targeted Lung 
Health Checks Programme must be expanded, helping 
address inequalities in cancer care.

12. The NHS should maintain the stronger involvement 
of the cancer charities, Royal Colleges and industry 
built during the work on the cancer services pandemic 
recovery plan in the development and implementation of 
policy on the transformation of services.

13. Where appropriate, successful pathway changes during 
the pandemic, such as new uses for drugs, should be 
adopted permanently.

14. The pros and cons for cancer services of using remote 
consultations must be evaluated.

15. Cancer waiting times and other data need to be collected 
as close to real time as possible, so they can be acted 
upon.

16. Cancer trials must be fully reopened and the 
Government should accede to calls for an initial 
commitment of £310 million in 2021-22 to bridge the 
projected gap in medical charity research funding. 

Summary of recommendations

Foreword, 
Baroness Blackwood  
of North Oxford

This report was based on a meeting (November 2020) organised by Public Policy Projects, which was fully funded by MSD.  
Public Policy Projects retains editorial control of the report.
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Even before the pandemic, progress on improving cancer 
services was stalling. Waiting times were the worst on record 
and survival rates were poor by international standards.

A major study in Lancet Oncology (2019) of five-year survival 
data revealed poor rates in the UK compared with countries 
such as Australia, Canada, Ireland, Denmark and Norway. 
For example, UK survival for stomach cancer was 20.8 per 
cent compared with 26.9 per cent for Norway, 28.4 per cent 
for Ireland, 29.8 per cent in Canada and the 32.8 per cent in 
Australia. For lung cancer the rates were 14.7 per cent for the 
UK, 20.4 per cent for Norway 18.9 per cent in Denmark,  
21.4 per cent in Australia and 21.7 per cent for Canada.1

As the population ages, demand for cancer services will only 
increase. By 2035, more than half a million people in the UK 
will be diagnosed with cancer each year, 150,000 more than 
in 2015.2

NHS England’s Long Term Plan, unveiled in January 2019, 
set the goal of 75 per cent of cancers being diagnosed 
at stages 1 and 2 by 2028. Achieving that would ensure 
55,000 more people each year survive their cancer for at 
least five years after diagnosis.3 That is a fine ambition, 
but the NHS was not on track to achieve it, even before 
the pandemic. Early diagnosis rates have been hovering 
around 55 per cent for several years.4 

Substantial improvements in early diagnosis and 
treatment will not be achieved by marginal gains in the 
performance of existing services, so the goal for cancer 
cannot simply be to restore services to their inadequate 
pre-pandemic level. The aim must be to finally deliver 
world-class cancer care through service transformation. 
This can be achieved.

The state of cancer services before the pandemic

The pandemic and the NHS response to it have together 
inflicted substantial damage on every step in the cancer 
pathway. Acknowledging the magnitude of the problem is the 
first step in addressing it. 

Many countries’ cancer services have been hit by the 
pandemic.5 It will take some time for robust international 
studies to estimate the relative impact on patients, but 
there are fears among practitioners that the UK has been 
particularly vulnerable because of fragilities in the NHS, such 
as limited diagnostic capacity and the relatively low number of 
intensive care beds.6

Screening ceased

Screening effectively ceased. Across the UK there are now 
about three million people waiting for screening for breast, 
cervix and bowel cancer.7

In 2019, NHS England announced a roll-out of 14 lung cancer 
CT scanning screening pilots targeting higher-risk populations 
and patients. This represented one of the most advanced lung 
cancer screening programmes in Europe, but it had effectively 
come to a halt by October 2020.

Urgent referrals from primary care collapsed

Urgent referrals from GPs plummeted. A major study across 
England and Northern Ireland published in April 2020 estimated 
that urgent referrals for cancer diagnosis fell 70 per cent  to  
89 per cent.8

Prostate Cancer UK estimates there could be as many as 3,500 
clinically significant prostate cancer diagnoses missed as a 
result of the drop in referrals in recent months.9

Referrals for suspected lung cancer were also sharply down, 
with the suspicion that both patients and clinicians have 
mistaken cancer symptoms for Covid-19.10

Although there has been a significant recovery in the number 
of urgent referrals, this collapse means about 350,000 fewer 
people have been referred urgently across the UK since the 
beginning of the pandemic compared with a normal year.11

Evidence from primary care shows it is overwhelmingly a 
lack of attendance at the GP surgery, rather than a cut in 
subsequent referrals, that is the root of the problem.

Concerns about catching Covid became intertwined with 
pressure to “protect the NHS”, which encouraged people to 
feel they should not bother their GP with their concerns. Even 
before the pandemic, there was evidence that people were 
inhibited from seeing their GP in case they were “wasting the 
GP’s time”12.

Waits for diagnosis jumped

The waiting list for diagnostic tests for suspected cancer in 
August 2020 was 10 times the length in August 2019.13

Activity in almost all diagnostic services, such as CT and 
MRI scans, plunged, and took a long time to recover. 
Appointments already scheduled for CT and PET scans were 
put on hold for as long as three months in the early stages 
of the pandemic. This led to some cancers progressing to a 
stage where they were no longer treatable.14

Endoscopy services, such as fibreoptic bronchoscopy, were 
hit particularly badly because as an aerosol generating 
procedure, they required additional precautions such as 
working under negative pressure.

Messaging on Covid risks and shielding caused 
confusion

Fear of contracting Covid led some patients to postpone 
seeking help or miss appointments.

A survey by the Patient Information Forum, with more than 
800 responses, found that fear of catching and becoming 
seriously ill with Covid-19 outweighed concerns about 
respondents’ existing health conditions. About one in three 
people said they delayed accessing healthcare, and this rose 
to two in five for people with lung disease.15

A lack of trust in Government information added to the 
confusion. The survey found that while almost 80 per cent 
of people trusted information from the NHS, fewer than 
half trusted information from the UK Government. Trust 
was undermined by conflicting information about shielding, 
including concerns that the government was prioritising the 
economy over health. 

In July 2020, a Cancer Research UK patient survey found that 
while 50 per cent of cancer patients were advised that they 

The impact of Covid-19 on 
diagnosis and treatment
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should shield, 6 per cent expected a shielding letter but did 
not get one and 9 per cent chose to shield despite not being 
advised that they should.

Treatment has been severely disrupted

Between March and September 2020, about 150,000 people 
started their first treatment, about 30,000 fewer than in the 
same period last year, largely as a result of fewer referrals.15

Surgery for new and existing patients was severely affected as 
staff and facilities were redeployed. Some operating theatres 
were turned over to intensive care beds. Many operations 
were postponed as the NHS adjusted to making surgery 
Covid secure, because of compelling evidence that becoming 
infected with Covid in the perioperative phase greatly 
increases the risk of dying.

Radiotherapy and chemotherapy were less seriously affected,17 
and in some cases were used as an alternative to surgery.18

The delays to surgery exacerbate the problems of late referral 
and diagnosis, because patients will be coming through the 
system for many months with more advanced cancers than 
would usually be expected. There is already strong anecdotal 
evidence from across the country that this is happening.

Hospitals are collaborating to try to ensure that the most 
urgent cases are treated quickly, but the entire system is now 
so fragile that no amount of stratification and prioritisation will 
prevent lives being lost because of the pandemic fallout. Even 
the requirement for patients to have a clear Covid test no more 
than 72 hours before coming in for treatment is a significant 
disruption when every part of the service is under so much 
strain.

The Cancer Research UK patient survey found that the 
proportion of patients who rated their care as very good fell 
from 75 per cent before the pandemic to 37 per cent, while 
the proportion rating their care as below average or very poor 
jumped from 3 per cent to 18 per cent.19 One third of cancer 
patients said their treatment had been affected in at least one 
way since the lockdown began.

research on cancers was caught by the lockdown restrictions, 
so nearly all of it stopped.27 The Royal College of Physicians 
found that research fellows had returned to work in clinics 
and wards because research laboratories had closed.28

The severe disruption to clinical trials deprived thousands of 
patients of the chance to benefit from potentially  
life-saving new treatments, while the time taken to restart 
trials will inevitably cause delays in moving from research to 
production.

The Institute of Cancer Research, based on a survey of 239 
of its researchers, estimates its work will be pushed back by 
an average of six months by the initial lockdown, subsequent 
restrictions on laboratory capacity and the closure of some 
scientific facilities. Added to the drop in medical research 
charity funding, disruption of collaboration and diversion of 
research efforts to Covid-19, it fears major advances in cancer 
research will be delayed by an average of 17 months.29

Medical charities funded nearly £2 billion of medical research 
in 2019, accounting for about half of all publicly funded 
UK medical research. However, the pandemic has severely 
restricted their ability to raise funds – from cancelling events 

Cancer patients have caught Covid in hospital

There have been at least three outbreaks of Covid on cancer 
wards – two in Birmingham and one in Edinburgh.20 21 22  

The workforce has been depleted 

There has been a significant impact on staffing. 

Rosie Loftus, Chief Medical Officer for Macmillan Cancer 
Support, said: “Across the system, health and care 
professionals have done everything they can to respond to 
an indescribable challenge. Many have upskilled, retrained, 
returned to practice or taken on new responsibilities on top 
of everything else, to try to keep services running wherever 
possible for their patients. The pressure has been immense, 
and I worry for the wellbeing of even the most resilient of 
colleagues.” 23

Staff have been diverted to care for Covid patients – in March 
2020, University Hospitals Birmingham NHS Foundation Trust 
announced it was “having to make some difficult decisions 
to allow our staff and resources to be deployed effectively to 
cope with the current and anticipated pressures.” 24

Other staff were themselves infected or needed to self-
isolate because they were infection contacts. On occasions, 
staff have had to go off sick to isolate because they cannot 
get tested. 

In April 2020, research by the Royal College of Physicians 
indicated that about a fifth of their members in England 
were taking time off work, mainly because of suspected 
Covid, followed by self-isolating because another household 
member had symptoms.25 

Now staff exhaustion is taking its toll. A study by the National 
Cancer Research Institute, published in October 2020 found  
that 42 per cent of staff working in oncology in the UK felt 
their personal safety was being put “at risk” by their working 
conditions and 34 per cent indicated signs of burnout.26

Research activity and funding has dropped sharply

In March 2020, the National Institute for Health Research 
(NIHR) paused clinical trials at NHS sites to free up staff and 
to create capacity for Covid-related research. Laboratory 

to closing shops – which is expected to cut their research 
spending by about 40 per cent in 2021.30 

Cancer Research UK’s fundraising income fell by 30 per cent 
last year. This may mean that over the next four to five years 
it will cut its research funding from £400 million a year to 250 
million.31 It has decided to focus on getting existing trials back 
on track, which means funding for new trials will be severely 
hit.

In December, as part of these cuts, Cancer Research UK 
announced it was cutting research funding by £45 million in 
the coming months, on top of the £44 million cut to grants 
at the start of the pandemic.32

This latest cut amounts to 24 fewer major research 
programmes, 68 fewer projects, about 328 fewer research 
posts and 12 fewer fellowships. It believes that these cuts 
will have severe long-term effects. It will slow down future 
breakthroughs for people with cancer and could seriously 
reduce the chances of reaching the charity’s goal of three in 
four people surviving their cancer by 2034. 
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(NIHR) paused clinical trials at NHS sites to free up staff and 
to create capacity for Covid-related research. Laboratory 
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spending by about 40 per cent in 2021.30 
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last year. This may mean that over the next four to five years 
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million.31 It has decided to focus on getting existing trials back 
on track, which means funding for new trials will be severely 
hit.
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at the start of the pandemic.32
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posts and 12 fewer fellowships. It believes that these cuts 
will have severe long-term effects. It will slow down future 
breakthroughs for people with cancer and could seriously 
reduce the chances of reaching the charity’s goal of three in 
four people surviving their cancer by 2034. 
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The immediate priority is to learn the lessons from the 
first wave of Covid so that disruption from future spikes in 
infections and hospitalisations is minimised. If the NHS does 
not take the necessary action, the backlog of screening, 
diagnosis and treatment will continue to build, pushing the 
whole service into crisis.

Beyond that, cancer services need the funding, workforce, 
capital equipment and systems to deliver a long-term 
transformation in scale and quality. A test of whether the 
Government is serious about improving cancer services will 
be whether they are prioritised in the next spending review.

1. Establish safe hubs for diagnosis and 
treatment

 All cancer treatment must be delivered at Covid-protected 
cancer hubs – sometimes called “cold sites” – away from 
places where Covid patients are being treated.

 At these hubs, which are treating both new and existing 
cancer patients, there is typically a centralised triage 
to prioritise people based on clinical need. For patients 
requiring surgery, they are screened up to 48 hours 
before surgical admission at a site that is similarly Covid-
protected.33 

 These Covid-secure sites need to operate without 
interruption through future infection peaks, which means 
facilities remain dedicated to cancer patients and staff are 
not redeployed. 

 To help keep facilities Covid-free, staff and patients need 
routine access to PCR tests with a turnaround time of 
a few hours. Where appropriate, this should also be 
available to close relatives.

 The work at Queen Victoria Hospital NHS Foundation 
Trust typifies what is involved in setting up the hubs. In 
April 2020, it became the first designated cancer surgery 
hub in the south east of England. The trust put in place 
significant additional infection control measures, including 
temperature checking all patients and staff coming 
onto the site, restricting visitors and, where possible, 
converting outpatient appointments to virtual telephone 
consultation. Cancer patients are swabbed prior to 
surgery.34

“Becoming seriously ill from Covid-19” was identified as a 
worry by 46 per cent of patients, while 34 per cent were 
worried about attending hospital appointments during 
the outbreak.

 A Bowel Cancer UK patient survey uncovered significant 
concerns about patients’ confidence in the safety of 
their care. While 90 per cent of people who had not yet 
started treatment felt safe going into hospital during the 
pandemic, this decreased to only half of those people who 
were being treated. 

 While keeping families away from hospital cancer services 
has been necessary as part of Covid security, it is another 
disincentive for people to engage with services. This 
needs to be addressed, such as ready access to testing for 
close relatives of the most seriously ill patients.

 Publicity campaigns to encourage people to see their 
doctor with concerns have already started, notably the 
NHS Help Us to Help You campaign, but it is important 
to ensure that enough facilities such as safe hubs are in 
place to cope with the demand they will generate.

 A notable publicity drive has been MSD’s Do It For Yourself 
campaign launched in December 2020 in the North East 
to raise awareness of lung cancer symptoms, backed 
by the UK Lung Cancer Coalition, Greater Manchester 
Cancer, Northern Cancer Alliance, Lung Cancer Nursing 
UK, Mesothelioma UK and Roy Castle Lung Cancer 
Foundation. It urges people to remember “not every 

2. Scale up to save lives

 A lesson from the pandemic is that the NHS knows how 
to scale up resources quickly to take urgent action to save 
lives. This same ambitious approach should be used to 
address dangerous delays in diagnosis and treatment.

 Defining a “dangerous” delay obviously varies between 
tumour types and individual patients, but modelling for 
Lancet Oncology on the impact of the pandemic gives a 
sense of the scale of the harm that results from widespread 
treatment delays. It concluded that across the four major 
tumour types – breast, colorectal, lung, and oesophageal 
– 3,291 to 3,621 avoidable deaths and an additional 59,000 
to 63,000 years of life lost will be attributable to delays in 
cancer diagnosis alone as a result of the Covid-19 lockdown 
in the UK. The increase in deaths due to cancer up to five 
years after diagnosis ranged from 4·8 per cent for lung 
cancer to 16·6 per cent for colorectal cancer.35

 A second study, examining the effect of delays in the  
two-week wait cancer referral pathway during the pandemic, 
concluded that “all delays should be avoided” for patients 
younger than 70 years old, because even a delay of two 
months had a substantial impact on survival for most 
tumours.36

 The independent sector can play an important role in scaling 
up services to reduce delays. As well as having skills and 
capacity, independent hospitals are easier to keep Covid-free 
because they do not have emergency departments.

3.	 Rebuild	patient	confidence

 As well as being vital clinically, providing care in Covid-safe 
hubs is an important step in rebuilding patient confidence 
in cancer services. Fear of catching Covid has deterred 
people from seeking a consultation with their GP and 
attending hospital appointments.

 As well as being worried about their own health, there 
are indications that people have been avoiding services 
because they are worried about the impact on their 
families if they catch Covid.

 The Cancer Research UK patient survey showed that 
contracting Covid was cancer patients’ biggest concern. 

cough is Covid” and visit their GP if they have had a cough 
for more than three weeks. The “Do It For Yourself” slogan 
was aimed at people that may avoid visiting the GP. 

 National and local messaging must constantly promote 
the safety of care facilities and explain the steps the 
health service is taking to protect cancer patients from 
Covid-19.

4. Invest in diagnostics

 UK cancer care is severely compromised by a chronic 
shortage of diagnostic capacity. For example, the UK has 
eight CT scanners per million population compared with 
an EU average of 21, and six MRI scanners compared with 
an EU average of more than 15.37 Much of the equipment 
is obsolete.38

 Research by Public Policy Projects on the state of 
endoscopy services gives an idea of the poor state 
of equipment. Information from 153 hospitals across 
105 trusts indicated that 41 per cent were operating 
endoscopy decontamination suites with equipment 
approaching or exceeding the manufacturer’s 
recommended 10-year lifespan. A total of 87 per cent 
of the hospitals that reported ageing decontamination 
suites (i.e. ones that have not been refurbished in the past 
eight years) are part of trusts that failed, between April 
2018 and March 2019, to meet the six-week wait, which is 
standard for diagnostic tests.39

Recovery and transformation
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 Demand is growing. Urgent referrals for cancer have 
been growing at about 10 per cent a year. Demand for 
CT scanning is expected to more than double over the 
next five years, much of the increase driven by cancer. 
The restoration of cancer screening services will increase 
demands for breast imaging, colonoscopy and colposcopy. 

 Led by cancer specialist Professor Sir Mike Richards, NHS 
England has now accepted the recommendations of the 
Independent Review of Diagnostic Services which reported 
in October 2020.40 His report makes a wide range of 
recommendations, including new service delivery models, 
the overhaul of equipment and facilities, and a major 
expansion of the workforce.

 A key recommendation is the rapid establishment of 
community diagnostic hubs, which will include a major 
expansion of CT scanning capacity. The rollout of these 
will need to be aligned with the rapid diagnostic centres 
announced in the NHS Long Term Plan and already being 
established by regional cancer alliances to assess patients 
with cancer symptoms or suspicious results quickly.41 

 Full implementation of the Richards plan is essential. The 
commitment is there in principle, but it needs to be backed 
up with a detailed implementation plan and allocation 
of long-term funding for both the capital costs and the 
workforce expansion. 

 The pandemic makes full implementation of the Richards 
review an even greater priority, because it supports the 
move of cancer diagnosis and treatment to Covid-safe hubs.

 The Richards plan sounds radical, but the UK is the only 
country in the world where diagnostics is carried out 
almost entirely in acute hospitals. 

5. Expand and reshape the workforce

 The NHS still lacks a robust plan to meet current and 
future workforce requirements, and the Government 
has yet to commit the funds to deliver one. About one 
in 11 clinical posts are vacant. Five years ago, staff 
shortages were identified as a “make or break” issue in 
the Cancer Strategy for England, but the problems remain 
unresolved.42 This needs to be a priority for the next 
government spending review. 

 More genomic scientists will be needed for work, such as 
genomic testing for cancer and increasing use of whole 
genome sequencing. More phlebotomists will be required 
so that all patients can have blood samples taken close to 
home and away from an acute hospital at least six days a 
week. All this needs to be reflected in the NHS workforce 
strategy and funding.

 In coming years, the growing use of artificial intelligence 
will play a significant role in giving time back to cancer 
staff to focus on patient care. However, this is not the 
solution to the workforce shortage. As Mark Britnell 
points out in his study of the global health workforce 
crisis, radiologists are not in danger of being replaced by 
artificial intelligence, but machine learning will profoundly 
change their role by taking over much of the routine 
assessment of medical images, and do so with a lower 
error rate, while leaving the human to interpret the 
results, build relationships with patients and manage their 
care.47

 Alongside the workforce expansion, an increased 
focus on working as a system, rather than in separate 
organisations must include more innovative working 
practices, such as using staff passports to allow staff to be 
redeployed seamlessly between locations and supporting 
clinical nurse specialists to work at the top of their licence.

6. Address regional variations in performance 

 The quality of cancer care across England is still a 
postcode lottery. Analysis of 2017/18 data by the National 
Audit Office of the percentage of patients treated within 
62 days of a GP referral revealed that the performance of 
clinical commissioning groups varied from 59 per cent to 
93 per cent, against a standard of 85 per cent.48

 Lincolnshire east and south west Lincolnshire failed to 
meet the target by more than 15 percentage points, 
while a handful of CCGs, such as Eastern Cheshire and 
South Cheshire, exceeded the target by more than five 
percentage points.

 There are wide variations in the time it takes for patients 
to receive a scan.49 For example, data from 2017/18 shows 
the proportion of CT scans within seven days of referral 
varied from at least 64.8 per cent in places such as most 

 Health Education England has identified seven cancer-
related professions that need to grow by 45 per cent by 
2029: histopathologist; clinical radiologist; diagnostic 
radiographer; oncologis; specialist cancer nurse; 
therapeutic radiographer and gastroenterologist.43 
But modelling by Cancer Research UK estimates that 
only gastroenterology is on track, while the number of 
histopathologists is expected to fall.44

 Between £142 million and £260 million would be required 
to achieve these goals, depending on available options 
such as recruiting specialists from other countries or 
expanding the numbers solely by increasing training 
opportunities. The recent government white paper, 
Integration and Innovation: Working together to improve 
health and social care for all, proposed greater flexibility 
for Health Education England in how it meets the needs of 
each region.45 

 According to Cancer Research UK, the lower cost option 
of £142 million would involve a combination of increasing 
training opportunities, recruiting more specialists from 
other countries, encouraging existing NHS staff to move 
into these specialist areas and encouraging specialists to 
come back to the NHS, including those who have recently 
retired. Growing the cancer workforce solely by increasing 
training opportunities within the NHS would cost  
£260 million.46

 Without this workforce expansion, recovery from the 
pandemic will stall and in the long-term cancer services 
will fail to keep up with demand, let alone meet the LTP’s 
75 per cent early diagnosis ambition.

 Delivering the Richards proposals includes major changes 
to the size and shape of the diagnostic workforce. Examples 
include 2,000 more radiologists, 3,500 radiographers, 220 
physicists and a substantial increase in histopathologists. 
The NHS People Plan details a commitment to boost the 
mental health and cancer workforce by offering training 
grants for 350 nurses to become cancer or chemotherapy 
specialists. While welcome, this commitment does not go 
nearly far enough. Owing to the increase in the number 
of people seeking information on nurse training and the 
number of individuals applying for and being accepted to 
nursing degree programmes in 2020, more work needs to 
be done.  

of London, Cambridgeshire and Peterborough, west 
Essex and parts of Surrey, and the Midlands, to less than 
56.3 per cent in Cornwall, Cumbria and Northumberland. 
There were similarly wide variations for the proportion 
of ultrasounds and MRI scans within 14 days. There are 
already indications of disparities in access to genomic 
medicine.

 The 21 cancer alliances across England will need to take 
the lead in reducing performance variations between and 
within different parts of the country. NHS England must 
ensure that new resources such as additional staff and 
equipment are prioritised for those areas with the poorest 
performance.

 This will depend on close collaboration with the 42 ICSs,50 
which will all be running from April 2021. A core aim of 
the drive for integrated care is to support people to live 
healthier for longer through effective population health 
management. The white paper on the Government’s 
proposals for integrated care, published in February 2021, 
makes clear that each ICS will be accountable for the 
health outcomes of its population.51

 This should mean that prevention strategies such as 
tackling obesity, as well as early intervention through fast 
access to diagnostics, are at the heart of ICS priorities. 
The ICSs and cancer alliances will need to agree who is 
accountable for funding, workforce and performance 
across the cancer diagnostic and treatment pathways. 
Reducing variation in diagnosis and treatment must be an 
explicit goal for the system.

 The ICSs and cancer alliances will, in turn, need to have 
clear and close collaboration and lines of accountability 
with the seven genomic laboratory hubs 52 around which 
the NHS Genomic Medicine Service is being organised.53 
Central to the success of the genomic service is ensuring 
patients across the country have equal access to the tests 
specified in the NHS National Genomic Test Directory.54 To 
achieve this, it is vital that NHS England and Genomics 
England achieve their aim of receiving real-time 
information on who has had which tests so it can address 
disparities between local areas.

 There is a risk that accountability and leadership for 
improving cancer services becomes too widely dispersed 
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among the trusts, ICS and cancer alliances overseeing 
them, particularly as the white paper on integration 
makes clear that trusts and foundation trusts will retain 
significant independence.55

 Recovering the ground lost during the pandemic and then 
transforming services to achieve the goals set out in the 
Long Term Plan, will require absolute clarity across these 
organisational boundaries and systems. An integrated, 
system-first approach is the only way forward, notably for 
managing demand and capacity, using the independent 
sector and controlling appointments – all goals set out in 
the recovery plan.56

7. Take targeted action to address inequalities

 Deprivation has a major impact on the risk of developing 
cancer. There are about 20,000 extra cancer cases each 
year in more deprived areas of the UK.57

 People from deprived areas are more likely to get cancer, 
and diagnosed at a late stage for several cancer types. 

 Data is key to understanding and addressing inequalities. 
NHS England must collect better data on cancer rates by 
ethnicity and deprivation, and ask searching questions 
of service providers about the significant differences in 
patient experience, service access and outcomes. Public 
Health England’s review of the impact of Covid-19 on 
BAME communities calls for mandatory collection of 
comprehensive ethnicity data as part of routine NHS 
and social care data collection systems, including death 
certificates. This data should be made available to local 
healthcare partners including local government.62

 Local NHS services should be collaborating with local 
government through the ICSs to identify and reach 
communities where confidence in public services is 
lowest. Actions to raise awareness and improve access 
should include targeted work to encourage take-up of 
screening. Local government is not mentioned in the NHS 
Cancer Services Recovery Plan.63

8. Strengthen services for people living with 
cancer

 While much of the discussion about cancer services 
both before and during the pandemic has focused on 
rapid diagnosis and treatment, the care of people living 
with cancer also needs to be improved. It is reasonable 
to assume that the numbers of people in this group will 
increase as a result of delays in diagnosis and treatment 
caused by the pandemic.

 There are thousands of people living with incurable 
cancer, such as metastatic breast cancer, who still need 
treatment for months and years, both for the illness and 
for side effects, and whose quality of life is dependent on 
managing symptoms.

 Particularly during the pandemic, Breast Cancer Now 
has observed women struggling to access treatment for 
symptoms. These patients are living with complex needs, 
including significant mental health challenges and their 
issues are not being systematically addressed. Treatment 
pathways are often unclear, and data on the care and 
experiences of people living with incurable cancer is poor.

These groups find it more difficult to access services and 
are more likely to die from the disease. 58

 The starkest differences are in smoking-related cancers, 
which are three times higher for the most deprived 
populations compared with the least deprived.59 

 Targeted action is required such as reversing funding cuts 
in local government public health budgets, which have 
seriously hit smoking cessation services.60 Concerted 
drives, backed by legislation, are required to tackle 
childhood obesity – a major risk factor for cancer – and 
include tackling cancer in the Government’s commitment 
to “level up” deprived parts of the country.

 There are racial disparities in patients’ experiences. 
The annual National Cancer Patient Experience Survey 
reveals a pattern of poorer experience for people from 
BAME backgrounds. They are less likely to be involved 
in decisions about their care and less likely to receive an 
explanation of treatment that they understand.61

9. Restore and expand screening

 Screening services must be restored and expanded, with 
far greater emphasis on local, community-based access 
rather than attending hospital.

 In a survey of patients after screening, more than three-
quarters said that being able to access the service close to 
home was the primary reason they turned up, while they 
were far less likely to attend an invitation to their local 
hospital.

 There needs to be an implementation strategy for the 
commitment in the Long Term Plan to modernising the 
bowel cancer screening programme by introducing the 
faecal immunochemical test (FIT) to detect haemoglobin as 
a way of driving up low participation rates, notably among 
men, people from ethnic minorities and people in more 
deprived areas. 

 The Targeted Lung Health Checks Programme must be 
restored to its pre-pandemic capacity as soon as possible, 
and then expanded to reach many more people at high 
risk. This programme has significant potential to address 
health inequalities.

 For example, in the second round of the Manchester Lung 
Health Check pilot, 90 per cent of people who were invited 
for screening attended, even though most participants were 
in the lowest decile of deprivation in England, emphasising 
the benefit of accessible community-based services. One 
cancer was detected for every 23 people screened, most of 
which were at stage 1.64 The Manchester programme used a 
low dose, mobile CT scanner system developed by Siemens 
Healthineers in a partnership with the charity Cobalt 
Imaging.65 Annual lung cancer screening using computed 
tomography for high-risk populations and patients has 
been shown to contribute to a 20 per cent reduction in 
mortality.66

 Discussions led by the British Thoracic Oncology Group 
identified greater use of Artificial intelligence (AI) as a 
way of strengthening the lung cancer programme, such 
as through computer aided diagnosis and by automating 
the use of data to identify eligible patients from electronic 
records.67 
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10. Embed the new spirit of collaboration

 One of the striking features of the pandemic response 
has been the speed and ingenuity of collaboration 
within organisations as well as regionally, nationally 
and internationally, as staff exchange ideas on how to 
change patient pathways to minimise infection risk while 
maintaining services, such as by using radiotherapy 
instead of surgery.

 One of the great barriers to innovation in the NHS is the 
difficulty of getting quality and safety improvements 
adopted at speed across the system. If the momentum 
behind the rapid assessment and deployment of new 
approaches to quality and safety during the pandemic is 
maintained, the impact would be transformative.

 Across regions, cancer alliances have brought services 
together to match need to resources, such as by moving 
patients to another hospital to receive urgent treatment. 
The now routine use of collaboration tools such as 
Microsoft Teams and Zoom has been central to this work. 
To give just one example, Pancreatic Cancer UK heard 
from a team in Leeds that had moved to more frequent 
and virtual multidisciplinary team (MDT) meetings, which 
had sped up the pathway from diagnosis to treatment, 
because test and investigation results were being 
reviewed more quickly.

 The cancer alliances must capitalise on this intense 
collaboration by embedding system working for the  
long-term, ensuring people focus beyond the needs of 
their team or institution.

 Due to end its work in March 2021, The Cancer Recovery 
Taskforce has been successful in strengthening 
communications between the NHS, the royal colleges 
and a number of major cancer charities, as well as 
helping collaboration with industry. This work should 
continue beyond the immediate life of the taskforce so 
that specialists, the medical charities and industry can be 
more closely involved in policy and implementation on the 
transformation of cancer services.

11. Evaluate and act on evidence from temporary 
treatment changes

 One consequence of the need to change treatment 
regimes has been temporary approval for novel treatment 
approaches such as new uses for drugs. 

consultations. However, of the small number who had 
received a virtual (video) consultation, more than half 
saw no disadvantages and all saw clear advantages to the 
practice.70 

13. Gather real-time system data

  There is a two-month lag in the national data on cancer 
waiting times, which is far too slow to understand and 
respond to what is happening, such as by increasing the 
number of tests or operations in an area. For audit data, 
this lag can be even more substantial. The National Lung 
Cancer Audit, for example, has an 18-month lag in its 
reporting.71 

 Speed is far more important than 100 per cent accuracy. 
The approach of getting roughly correct figures out quickly 
and then finessing the data is already used with economic 
indicators such as GDP. The waiting time data should be 
published as close to real-time as is practical, and the 
numbers acted upon.

 Cancer alliances should be prioritising system activity by 
using real-time data such as the number of people waiting 
more than 62 days from urgent referral.

14. Drive system productivity

  While expanding the workforce will take several years to 
have an impact, driving efficiencies in care pathways can be 
implemented much sooner. 

 Patient safety is compromised and resources are wasted 
by the organisational fragility of many parts of the system. 
The need for manual interventions by support staff and 
nurses, such as phone calls to chase test results increases 
risks, creates delays and wastes clinician and equipment 
time, such as through missed or cancelled appointments. 
The time of even the most senior specialists is wasted 
navigating the system.

 Digitisation and automation of the administrative backbone 
of cancer services would be a highly cost-effective 
investment.

 AI is already beginning to transform the speed and quality 
of parts of the cancer pathway. For example, it is being 
used to reduce the time taken to plan radiotherapy and 
improve its quality, such as by improving consistency and 
lowering the error rate.72 Manual planning of radiotherapy 

 One example is a hormone therapy for men with prostate 
cancer that has spread to other parts of the body. It is 
usually only offered to men whose prostate cancer has 
stopped responding to other types of hormone therapy, 
but during the pandemic it has been offered as a first 
treatment for advanced prostate cancer.68

 The national recovery plan is committed to looking at the 
evidence on innovations that have been accelerated during 
the pandemic, such as administering chemotherapy at 
home or in the community. If new approaches are shown to 
be effective, they should be continued beyond the current 
emergency. 

12. Use remote and face-to-face consultations 
appropriately

 While the vastly expanded use of telephone and video for 
GP and outpatient appointments is seen as a win from the 
pandemic response, we are still learning about the benefits 
and drawbacks of remote consultations, and there are 
particular implications for cancer services.

 For example, Prostate Cancer UK is concerned that there 
is a connection between the dramatic fall in referrals 
for urology and the lack of ability of men to have the “by 
the way” conversation with their doctor about a nagging 
concern before they finish their appointment. Online 
conversations do not lend themselves to that sort of 
interaction. 

 Research by Marie Curie on the experiences of hospice and 
palliative care staff using virtual consultations highlighted 
how it was harder to build a personal rapport and have 
sensitive conversations. It also makes it harder to assess a 
patient’s physical condition. One participant said: “We get 
a lot of patients who will say on the phone: ‘Oh yeah, I’m 
absolutely fine, everything’s fine.’ But, when you go out to 
see them, that’s when you notice that their mobility is really 
shocking.” 69

 It is important that the impact of remote consultations is 
monitored, researched and analysed to ensure patients 
have the consultation that works for them, taking account 
of factors such as patients being less confident with 
technology, hard of hearing or struggling to communicate 
using a phone or video, as well as the extent to which 
remote consultations are impeding GPs’ ability to identify 
cancer symptoms. A recent survey by MSD showed 
overwhelmingly that patients preferred face-to-face 

is a laborious process, which takes hours or even days 
to complete, with many iterations. The speed of an 
AI-supported process will of course vary greatly, but 
20 minutes to produce a plan for a new patient is one 
example.73

 It is important to recognise that no amount of productivity 
improvement can substitute for expanding the workforce 
or investing in capital equipment. Higher productivity is 
vital, but it is only part of the solution.

15. Reboot research

 Cancer Research UK, along with a number of other medical 
research charities, is supporting a time limited life sciences 
charity partnership fund over the next three years to help 
maintain research funding. The Government should accede 
to its call for an initial commitment of £310 million in  
2021-22 to bridge the sector’s projected research spend 
gap.74

 Cancer trials across the UK must be fully reopened. This will 
help patients access the latest treatments and show the 
world that the UK is still a leading destination for  
early-stage trials. 

 Innovations developed during research into vaccinations 
and treatments for Covid-19 should be adopted as 
standard. Recommendations from the Institute of Cancer 
Research on re-energising trials include: retain some of 
the pragmatism and reduction in bureaucracy associated 
with setting up trials around Covid-19; aim to spread trials 
across multiple centres rather hold them in one location 
to minimise the risk of a trial being suspended; increase 
the use of telemedicine and remote consultations to 
reduce the risk to trial participants; have greater flexibility 
around the way trials handle visits to the cancer centre for 
patients experiencing side effects or symptoms; and use 
remote consent procedures where appropriate rather than 
mandating face-to-face discussions.75
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