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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 for suspected cancer, and the 
total cancer waiting list in England stands at 58,000 people1.  

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 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’ – using the talents of our healthcare services, 
research establishments and life sciences industry to deliver 
outstanding care. 

This paper is supported by the global biopharmaceutical 
company Bristol Myers Squibb (BMS) 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 also extremely grateful to Jo Churchill MP, Minister 
of Public Health, Rt Hon James Brokenshire MP and Michelle 
Mitchell OBE, Chief Executive of Cancer Research UK, for 
their contribution to the Public Policy Projects and BMS 
event at Conservative Party Conference ‘Beating Cancer – 
How can we improve cancer survival rates?’ the contents of 
which informed this report. 

We would like to thank all of our contributors for their time 
and expertise. Responsibility for the content rests entirely 
with Public Policy Projects.

Baroness Blackwood of North Oxford

Co-Chair for Healthcare and Life Sciences
Public Policy Projects

Foreword,
Baroness Blackwood 
of North Oxford

One in two of us will be diagnosed with cancer in our 
lifetimes2. It is the disease of which we are most afraid3 
and the one which attracts the greatest amount of public 
donations into research4.  

Despite this, and even prior to the Covid-19 pandemic,  UK 
cancer services were struggling to meet demand; with delays 
in treatment and diagnosis5, workforce shortages6, and, of 
greatest concern, patient outcomes which lag behind those of 
comparable European countries7.  

During the 2020 Covid-19 pandemic, many cancer services 
were forced to scale back or stop completely. While 
healthcare professionals worked hard to prioritise the most 
urgent cases, waiting lists have grown, and it is estimated 
that 350,000 cancer referrals have been delayed8.   

While working in a Covid-19 secure way, restarting cancer 
services for patients, as well as undertaking vital clinical 

research must be a priority. However, we should also take 
this opportunity to reflect and consider whether it is possible 
to ‘build back better’ and develop the world-class cancer 
service that UK patients want and deserve.    

This report briefly highlights the scale of the challenge 
confronted by NHS cancer services in the face of Covid-19. 
The report focuses on: 

1. UK as a Leader in Clinical Research 
2. Ensuring Early Diagnosis 
3. Delivering Cancer Treatment
4. Investing in the Cancer Workforce 
5. Using Technology to Deliver Patient Centric Care

 
Each section makes recommendations as to how NHS cancer 
services can be rebuilt better and stronger, in a way that will 
ensure a world-class, sustainable service for years to come.   
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UK as a Leader in Clinical Research 

1. The UK must restart non-Covid-19 trials as a priority.  This 
is vital to maintain the UK as an attractive destination for 
investment in clinical research, ensuring that UK patients 
can access the latest innovative treatments and bringing 
economic benefits. Steps must be taken to ensure 
patients feel comfortable participating in trials, and that 
there is sufficient NHS capacity to undertake requisite 
tests prior to patient enrolment.  

2. The Department for Health and Social Care (DHSC) must 
use some of the funding announced in the 2020 Spending 
Review to continue to invest in NHS data. Consolidating 
these large and valuable data sets – whilst setting high 
standards for confidentiality and security – will enable 
this asset to be used to benefit patients, support targeted 
public health interventions, improve NHS services and 
benefit the UK economy. 

3. The Government should use some of the £1.3 billion 
allocated for healthcare R&D to support the clinical 
research charities that have been affected by the 
pandemic.   

Ensuring Early Diagnosis 

4. Public awareness campaigns around cancer need to be 
amplified and maintained, so that those people with 
possible symptoms, and those who are at highest risk 
of cancer, are encouraged to seek NHS care. This may 
require additional investment and focus on at risk or 
high-risk groups. 

5. NHS England/Improvement (NHS/I), must develop 
contingency plans to allow routine cancer screening 
to continue, even in the event of future peaks of the 
pandemic. This should include consideration of moving 
the location of screening clinics and, where appropriate, 
follow up diagnostics such as endoscopy, to ‘Covid-19 
secure’ sites. There should also be a focus on targeting 
the most at risk and excluded groups, who are least likely 
to attend screening. In addition, the DHSC must continue 
progress towards full roll out of the lung health check 
model by the target date of 2022.

6. The recommendations of Professor Sir Mike Richards’ 
report Diagnostics: Recovery and Renewal should be 
implemented in full. DHSC and NHSE/I should explore 
ways to work with all stakeholders to overcome referral 
delays. The timeline and funding arrangements for the roll 
out of new Rapid Diagnostic Centres for cancer must be 
maintained.  

Delivering Cancer Treatment

7. The NHS should maintain ‘Covid-19 protected’ surgical 
cancer hubs, with adequate testing, into 2021, and 
expand them to include other types of treatment, such as 
radiotherapy and chemotherapy.  

8. The NHS should explore the option of delivering some 
cancer treatments in satellite sites with robust infection 
control and testing procedures. Following the pandemic, 
this satellite site structure could be continued, in order to 
increase capacity and enable care closer to home.

9. The NHS must invest in psychosocial oncology services 
across the country in order to reduce variation and 
ensure all cancer patients have access to the support and 
wellbeing services they require.   

10. The interim treatment changes for cancer therapies that 
were introduced by National Institute for Health and 
Care Excellence (NICE) early in the pandemic, to reduce 
perceived risk and support NHS capacity, should be 
regularly reviewed as new data emerges. 

11. The NHS, Medicines and Healthcare products Regulatory 
Agency (MHRA) and the UK’s health technology 
assessment bodies should use the UK’s exit from the 
European Union as an opportunity to build a  
world-leading holistic and integrated system for the 
regulation, assessment and reimbursement of medicines 
with the goal of accelerating access to treatment.  

Summary of Recommendations 

Investing in the Cancer Workforce 

12. The DHSC must use the additional funding provided 
in the 2020 Spending Review to address reducing staff 
shortages in NHS cancer care and explore the use of 
technology to allow staff to prioritise patient focused 
work.  

13. Cancer nurse specialists need to be given the capacity 
and resources to undertake their role to the fullest 
potential. There should also be exploration of a 
‘professional framework’ for clinical nurse specialists, to 
codify and formalise the role.    

Using Technology to Deliver Patient Centric Care 

14. NHS organisations should seek to partner with patient 
groups, technology companies and others to develop 
offerings to enable supported self-management and 
technology enabled care for those patients who choose to 
receive their care in this manner.  

15. NHSE/I should conduct patient risk stratification to 
give people with cancer a personalised and accurate 
understanding of their individual risk to determine what 
precautions they need to take against Covid-19 and similar 
highly infectious conditions.  

The Challenge: Cancer and Covid-19 

• The number of new patients being recruited onto UK-
based trials fell by 95 per cent in April 2020 compared 
with April 20199.  

• There will be a 41 per cent decrease in medical 
research spending in 2020 compared with 20191.  

• 48 per cent of the public would delay or not seek 
medical advice because of the pandemic11.

• The impact of the Covid-19 pandemic could set the UK’s 
five year cancer survival rate progress back by up to 
eight years12.

• As a result of the pandemic approximately 3 million 
people missed screening appointments13 which is 
potentially 350,000 missed referrals14.   

• The number of endoscopies completed in April 2020 
was 90 per cent fewer than the number completed in 
each of the first three months of 202015.    

• In April 2020, the number of urgent GP referrals fell by 
60 per cent compared with April 201916.  

• Between April 2019 and April 2020 there was an 85 per 
cent reduction in the number of completed pathways 
for cancer care17.

• 36 per cent of nurses18 and 17 per cent of GPs19 said 
they were considering leaving the profession once the 
pandemic was under control.

• 7 per cent of patients chose to postpone their cancer 
treatment because of the pandemic20. 
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Clinical research is a vital element of the medicines’ 
discovery process. Research advances medical knowledge 
and patient care, while generating evidence and data 
which can be used to assess both the clinical and cost 
effectiveness of a treatment. Clinical trials also contribute 
to the economy; in 2018, the National Institute for Health 
Research (NIHR) alone contributed an estimated £2.7 billion 
to the UK economy and supported over 47,000 jobs21.

The UK has traditionally been a competitive location to 
conduct clinical research, ranked third, second and fifth 
globally for commercial Phase I, Phase II and Phase III trials 
respectively in 201722.  In addition to NIHR investment in 
early phase trial infrastructure and the UK’s world leading 
academic institutions, a strong life sciences base makes the 
UK an attractive location for research.  

As a result of the disruption to healthcare services during 
the Covid-19 pandemic, and the possible infection risk to 
patients of attending study visits in hospital, there was 
a significant decline in the amount of clinical research 
conducted between March and October 2020. Strategy 
consultancy, Candesic found that 30 per cent of cancer 
trials have been disrupted due to Covid-19, with breast, 
prostate and respiratory cancers being disproportionately 
impacted23. Cancer Research UK (CRUK) estimated that the 
number of new patients being recruited onto UK-based 
trials fell by 95 per cent in April 2020 compared with April 
201924.  

The UK has consistently lagged behind other European 
countries in its recovery of non-Covid clinical research 
following the initial peak of the pandemic. By  
mid-December 2020, 73 per cent of clinical trial sites in 
the UK had recovered to a stage where they were enrolling 
patients; Germany and Spain had achieved 90 per cent and 
95 per cent respectively by mid-August 202025. 

MediData confirms that the UK’s recovery of clinical 
research through the summer 2020 was comparatively slow 
and it remains an outlier. Recruitment to UK clinical trials is 
down 40 per cent in August 2020 vs August 2019 whereas in 
Germany recruitment has actually increased by one percent 
in August 2020 compared with August 201926.

The main barrier to the restarting of clinical trials is the 
availability of staff due to the backlog of clinical work, 

The UK has one of the largest patient datasets in the world, 
yet the value of this data to patient outcomes, clinical 
research and operational efficiency is not fully realised.   
The NHS holds trillions of data points, which continue 
to grow at an unprecedented rate as more datasets are 
incorporated. If pseudonymised, aggregated, cleansed and 
curated, this data offers a unique proposition for research, 
as well as delivering better patient care, improved outcomes 
and operational savings.     

Steps must be taken to unlock the potential of UK 
healthcare data and ensure it is available to researchers in 
a timely manner. Achieving this will underpin life sciences 
innovation while delivering fair value for NHS, patients, 
academia and industry. This includes integrating and 
streamlining any legacy data systems and moving away 
from a siloed data infrastructure. Initiatives such as  
DATA-CAN, which aims to make high quality cancer data 
available for researchers29, are welcomed, but investment 
and funding must be maintained.

In the near term, data from sources such as cancer 
registries, systemic anti-cancer therapy (SACT), NHS Digital, 
Health Data Research (HDR)-UK Hubs, NHS Trusts, GPs, 
and community and social care can be used to model the 
potential future impacts of the Covid-19 pandemic on 
cancer services, so that a plan can be developed to mitigate 
any gaps in service provision which may arise and impact 
patient care.   

In the 2020 Spending Review, the Government announced a 
DHSC research and development (R&D) budget of  
£1.3 billion and £559 million to support the modernisation 
of technology across the health and care system30. This is 
welcomed, but greater clarity is required on how much of 
this money is available to support investment in curating 
NHS datasets to support patient care, inform service design 
and contribute to medical research.

Recommendation 2: The DHSC must use some of the funding 
announced in the 2020 Spending Review to continue to invest 
in NHS data. Consolidating these large and valuable data 
sets, while setting high standards for confidentiality and 
security, will enable this asset to be used to benefit patients, 
support targeted public health interventions, improve NHS 
services and benefit the UK economy31.

ongoing prioritisation of Covid-19 research and lack of 
access to diagnostic, pathology, imaging, and clinical 
services. There may also be concerns from patients about 
attending study visits. Planning study visits is also complex 
and time consuming, with any clinical studies, either new 
or restarting, having to adapt and conduct all activities in a 
Covid-19 infection control compliant way.

While the NHS’ priority must be to deal with the immediate 
challenge of the pandemic, sites and sponsors need clarity 
on when and how non-Covid-19 research can be restarted in 
the UK. Not only do trials for non-Covid-19 conditions need to 
restart, individuals need to feel confident about presenting 
symptoms to a primary care practitioner, in order that there 
is a pool of potential trial patients available for currently 
recruiting studies. There remains several significant 
opportunities for patients to participate in clinical research. 

As of November 2020, the NIHR Be Part of Research portal 
is showing 881 cancer trials currently open for recruitment 
in the UK27. Despite this, patients are not being recruited 
onto trials. Reasons for this are complex; but include patient 
reluctance to attend hospital for study appointment and 
limited NHS capacity to conduct requisite diagnostic, imaging 
or pathology tests prior to enrolment.       

Recommendation 1: The UK must restart non-Covid-19 trials 
as a priority. This is vital to maintain the UK as an attractive 
destination for investment in clinical research, ensuring that 
UK patients can access the latest innovative treatments and 
bringing economic benefits.  Steps must be taken to ensure 
patients feel comfortable participating in trials, and that 
there is sufficient NHS capacity to undertake requisite tests 
prior to patient enrolment.  

The 2020 Covid-19 pandemic has highlighted the importance 
of data in tackling health crises. There has been public 
debate about how the Covid-19 statistics are compiled, 
calculated and compared; and how the use of data in 
decision making has been closely scrutinised. New ways 
of sharing, analysing and using patient data for research 
and planning purposes are being trialled, and there has 
been significant engagement from the public wanting to 
contribute their data towards the effort to tackle Covid-19, 
with over four million UK citizens contributing symptom 
information to the Zoe app every day28.

The UK is fortunate to have a variety of sources of medical 
research funding, including central government,  
arms-length bodies, charities, and large and small 
pharmaceutical and biotech companies. Medical research 
charities play a critical role in the clinical research 
ecosystem. However, much of the clinical research charity 
sector’s future activity is under threat from the impact of 
the Covid-19 crisis on charity fundraising income. Between 
March and May 2020, medical research charity income 
dropped by 38 per cent due to the impact of lockdown on 
charity shops, fundraising events, and the shrinking of the 
UK economy.   

The short-term impact is likely to have a long-term effect 
on charity-funded research, with Association of Medical 
Research Charities (AMRC) members’ projecting a 41  
per cent decrease in research spending this year. This is 
likely to translate into at least a £310 million shortfall32. As 
a result, charities are concerned that they will be unable 
to fund future clinical trials and studies, and more than 
two thirds are deferring upcoming grant rounds and 
withdrawing future funding. CRUK has already cut £44 
million from their research budget and will not be funding 
any new clinical trials this year33. 

Government funding commitments made during the 2020 
Spending Review are targeted towards research into better 
patient outcomes and to support the wider UK life sciences 
sector34. This funding is welcomed, and the DHSC should 
consider using some of this settlement to support the 
clinical research charities who have been affected by the 
pandemic. Doing so would prevent a sudden and severe 
fall in research spending that risks further redundancies in 
the science base and a prolonged period of depressed UK 
capacity to deliver clinical research.  

Recommendation 3:  The Government should use some of 
the £1.3 billion allocated for healthcare R&D to support the 
clinical research charities that have been affected by the 
pandemic.   

UK as a Leader in Clinical Research 
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the £1.3 billion allocated for healthcare R&D to support the 
clinical research charities that have been affected by the 
pandemic.   

UK as a Leader in Clinical Research 

8 9



The UK has long lagged behind comparable countries when 
it comes to the diagnosis and treatment of cancer.   Data 
shows that UK patients have worse survival after five years 
for five common tumour types when compared with seven 
other high income countries35.

There is evidence that the Covid-19 pandemic could 
exacerbate this situation by making people reluctant to 
seek medical help. A survey for NHS England in April 2020 
found that almost half, 48 per cent, of the public would 
delay or not seek medical advice.  A fifth, 22 per cent, cited 
a desire not to burden the NHS, and a similar proportion 
worried about catching or transmitting Covid-1936.

Even during the period of more limited restrictions in June 
to September 2020, the number of people who presented 
to primary care services with possible cancer symptoms 
continued to be much lower than pre-Covid-19 levels. It 
is estimated that this could continue for up to six months 
after the peak of the pandemic37.   

Early evidence suggests that the Covid-19 pandemic could 
result in an increased number of deaths due to people 
delaying seeking treatment, one model suggests that up to 
five years after diagnosis there will be a 7.9 to 9.6 per cent 
increase in the number of deaths due to breast cancer; a 
15.3 to 16.6 per cent increase from colorectal cancer; a  
4.8 to 5.3 per cent increase from lung cancer; and a 5.8 to 
6 per cent increase for oesophageal cancer.  For these four 
tumour types, these data correspond with between  
3291 and 3621 additional deaths within five years38. In 
short, the impact of the Covid-19 disruption of cancer 
services could set the UK’s five year survival rate progress 
back by up to eight years39.

In October 2020, the Government launched a public 
awareness campaign, Help Us to Help You40, which is 
currently scheduled to run until March 2021. The campaign 
has an initial focus on cancer, maternity and mental health. 
It encourages patients to seek help if they have concerns 
or unexplained symptoms. This comes alongside several 
patient group led awareness activities, such as  
Ovarian Cancer Action’s Cancer is Working from Home 
campaign, which aims to address the 75 per cent reduction 
in cancer referrals since the beginning of the pandemic41.  

Not only does this backlog need to be addressed, but many 
people are still hesitant to attend screening appointments 
in healthcare settings.  To address this, some NHS trusts 
are considering alternative locations for screening 
appointments, but this will need to be expanded and the 
importance of screening re-emphasised to return uptake to 
pre Covid-19 levels50.  Such programmes need to be focused 
on the hard to reach and highest risk groups, with the aim 
of reducing inequalities.

In the 2019 NHS Long Term Plan, the DHSC set an objective 
of extending the lung health check model nationally 
by 2022. Evidence from Liverpool and Manchester 
demonstrated that by conducting breath tests and 

Late diagnosis is of particular concern for lung cancer. The 
similarity of the presentations means that people with a 
persistent cough are told to self-isolate, for fear they have 
Covid-19, which contradicts existing lung cancer awareness 
campaigns42.   

There is clear evidence in Professor Fenton’s report ‘Beyond 
the data: Understanding the impact of Covid-19 on Black, 
Asian and Minority Ethnic (BAME) groups’ that the burden of 
Covid-19 is disproportionately impacting BAME groups43. The 
burden of missed cancer diagnosis is also disproportionately 
impacting those from BAME groups and socially deprived 
communities. A survey by Jo’s Cervical Cancer Trust found 
that BAME women are more than twice, 17.3 per cent, as 
likely as white women, 8.1 per cent, to delay their cervical 
cancer screening due to fears about Covid-1944.

Cancer outcomes are also worse amongst the most socio-
economically deprived groups. As CRUK recently concluded, 
“Generally, populations with higher deprivation have 
higher prevalence of cancer risk factors, are less aware of 
symptoms of cancer and report more barriers to seeking 
help. Their participation in screening programmes is lower 
and they have higher proportions of cancer diagnosed 
through routes with worse survival. People from more 
deprived populations report worse experiences of care and 
experience inequalities in treatment options45.”  In short, 
they have worse outcomes. This must be addressed as a 
matter of urgency.  

Recommendation 4: Public awareness campaigns around 
cancer need to be amplified and maintained, so that those 
people with possible symptoms, and those who are at highest 
risk of cancer, are encouraged to seek NHS care. This may 
require additional investment and focus on at risk or high-risk 
groups. 

Currently six per cent of cancers are identified as a result 
of screening46, and the three routine cancer screening 
programmes, for bowel, breast and cervical cancer, save 
around 9,000 lives per year47. During the early stages of the 
pandemic, routine cancer screening in the UK was halted, 
which has resulted in approximately three million missed 
screening appointments48, and potentially 350,000 missed 
referrals49.   

discussing individual lung cancer risk, it was possible to 
identify patients who were at high risk of lung cancer and 
who could benefit from an immediate low-dose CT scan51.

Alongside this, consideration must be given to how new 
tools and technologies can be used to facilitate screening 
and reduce the need for follow-up diagnostics.  For 
example, for the detection of bowel cancer, surgeons 
are increasingly using new tools such as the faecal 
immunochemical test to triage their patients for 
investigation to avoid unnecessary colonoscopy and  
CT imaging52 which not only improves the patient 
experience, reduces the need for visits to secondary care, 
but also increases capacity in the diagnostic pathway.   
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Recommendation 5: NHS Screening, working alongside 
NHS England/Improvement must develop contingency plans 
to allow routine cancer screening to continue, even in the 
event of future peaks of the pandemic. This should include 
consideration of moving the location of screening clinics and, 
where appropriate, follow up diagnostics such as endoscopy, 
to ‘Covid-19 secure’ sites. There should also be a focus on 
targeting the most at risk and excluded groups, who are least 
likely to attend screening.  In addition, the DHSC must continue 
progress towards full roll out of the lung health check model by 
the target date of 2022.

Even prior to the pandemic, there was an acknowledgement 
that significant reform of and investment in diagnostic 
services was required if the UK was to achieve its objective 
of diagnosing 75 per cent of people with cancer at an early 
stage53.  

The NHS Long Term Plan pledged the roll-out of new  
Rapid Diagnostic Centres (RDCs) across the country to bring 
together the latest diagnostic equipment and expertise 
with a focus on diagnosing cancers where patients present 
with non-specific symptoms, such as for blood and stomach 
cancers54.  In the long run it is hoped that patients will be 
able to self-refer to these centres if they have specific  
red-flag symptoms. The aim of these centres is to enable 
patients to get more rapid access to an accurate diagnosis 
and thus begin treatment more quickly with the eventual 
objective of improving the UK’s long-term survival rates. The 
introduction of these centres is welcomed, but they require 
substantial and long-term funding commitments to become 
operational.  

One of the contributing factors to the reduction in cancer 
diagnoses during the pandemic was the reduction, or 
even suspension, of essential diagnostic services such as 
endoscopy or diagnostics scans. The number of endoscopies 
completed in April 2020 was 90 per cent fewer than the 
number completed in each of the first three months of 
202055. As with many services, this suspension was due to 
the risk of exposure to Covid-19 for patients and clinicians 
and as a result of the re-deployment of staff towards critical 
care.

Following the first wave of the pandemic, Sir Mike Richards’ 
report Diagnostics: Recovery and Renewal concluded: ‘Major 
expansion and reform of diagnostic services is needed over 
the next five years to facilitate recovery from the Covid-19 
pandemic and to meet rising demand across multiple 
aspects of diagnostics. New facilities and equipment will be 
needed, together with a significant increase in the diagnostic 
workforce, skill-mix initiatives and the establishment of new 
roles working across traditional boundaries56.’

The report recommends new service delivery models, 
investment in equipment and workforce, improved digitisation 
and connectivity, and strong leadership to implement the 
change. These recommendations are welcomed and should be 
rapidly implemented by the Government.

Alongside full implementation of Professor Richards’ report 
on diagnostic service, the Government should explore any 
bottlenecks in the referral system between primary and 
secondary care.  Previously, some Clinical Commissioning 
Groups (CCGs) have used financial incentive schemes to 
support cancer audits in primary care, including identifying 
delays in patient or information flows through the system57.   
DHSC and NHSE/I should explore opportunities to go further 
to overcome any referral delays, perhaps by working with 
industry, patient groups and other stakeholders to identify 
ways to streamline the pathway and better use of data to 
highlight differences in referral patterns across primary care.    

Recommendation 6: The recommendations of Professor Sir 
Mike Richards’ report ‘Diagnostics: Recovery and Renewal’ 
should be implemented in full.  DHSC and NHSE/I should 
explore ways to work with all stakeholders to overcome 
referral delays. The timeline and funding arrangements for the 
roll out of new Rapid Diagnostic Centres for cancer must be 
maintained.  

It is well documented that the Covid-19 pandemic has had a 
significant impact on cancer referrals and treatment plans.   
In April 2020, the number of urgent GP referrals fell by  
60 per cent compared with April 201958. As a result, up to 
2,300 cancers a week were not being diagnosed via primary 
care, potentially contributing to a shift towards later stage, 
inoperable disease59. Once diagnosed, nearly a quarter of 
a million fewer ‘admitted pathways’ were completed in the 
NHS in England in April 2020 compared with April 2019, 
which represents an 85 per cent drop60.

However, even prior to the pandemic there were some 
worrying trends in cancer diagnosis; with January 2020 
seeing the worst performance for the 62 day wait between 
urgent referral for suspected cancer and first treatment 
since the target was introduced61. As of October 2020, it is 
estimated that cancer services had returned to  
80 per cent of their pre-pandemic capacity62. Despite the 
Prime Minister’s entreaties that patients should continue 

to use the NHS, this number could deteriorate again during 
the second period of increased restrictions from November 
202063.

The reduction in the number of diagnoses is concerning, 
and it will take significant time and resources to identify and 
treat approximately 350,000 cancer referrals that would 
have been expected to have taken place between the end 
of March and September 202064 . This will be exacerbated 
by the reduced capacity when compared with pre-pandemic 
levels, as a result of the requirement for full personal 
protective equipment when doing procedures and the 
initiation of robust cleaning protocols between patients65. 
Data suggests there will need to be a 131 per cent increase 
in diagnostic capacity; CT, MRI and endoscopy, over a three 
month period to address the backlog66. This increased need 
for diagnostic capacity is concerning, as even prior to the 
pandemic the number of MRI and CT scanners in the UK was 
well below the OECD average per million population67.   
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Recommendation 7: The NHS should maintain ‘Covid-19 
protected’ surgical cancer hubs, with adequate testing, into 
2021, and expand them to include other types of treatment, 
such as radiotherapy and chemotherapy.  

Even prior to the Covid-19 pandemic, there was growing 
pressure on cancer services as increasing numbers of 
patients receive chemotherapy and undertake longer 
treatment regimes75.  There also remains geographical 
variation in treatment access; with considerable differences 
in the standard of care between NHS organisations76.  
This variation is likely to remain, or even to have been 
exacerbated, by the Covid-19 pandemic.   

To address this, new models of care should be considered. 
Innovative models such as The Lanarkshire Beatson 
satellite radiotherapy centre77 and out of hospital models of 
chemotherapy such as those offered by University College 
London Hospitals NHS Foundation Trust78 offer choice and 
convenience for patients. During the pandemic there have 
also been some interesting models developed, such as 
chemotherapy at home79 and ‘chemo buses80.’  

This is aligned with the commitment in the  
Five Year Forward View (FYFV) which set out a vision which 
would ‘enable patients to have chemotherapy, support 
and follow up care in their local community hospital or 
primary care facility, whilst having access to world-leading 
facilities for their surgery and radiotherapy.’  To date, 
limited progress has been made towards this objective and 
provision of cancer services outside of a secondary care 
facility is limited, despite evidence that patient satisfaction 
with treatment in the community or home is higher than 
treatment in the hospital, with no significant difference in 
outcomes81.

Recommendation 8: The NHS should explore the option of 
delivering some cancer treatments in satellite sites with 
robust infection control and testing procedures.  Following the 
pandemic, this satellite site structure could be continued, in 
order to increase capacity and enable care closer to home.

One of the successes of service provision during the spring 
2020 Covid-19 peak were the ‘Covid-19 protected surgical 
hubs.’  These were established during April to provide 
“ring-fenced diagnostic and surgical capacity for cancer…
[making use of] the available contracted independent sector 
hospital and diagnostic capacity68.” To prevent Covid-19 
transmissions, patients are screened up to 48 hours prior to 
admission, and staff are regularly tested. NHS/I has already 
issued guidance about the extension of these hubs69, which 
is welcomed, but there has been no announcement as to 
until when they will be operational. 

Alongside this, NHS/I has announced it is accelerating the 
roll out of stereotactic ablative radiotherapy (SABR) which 
requires fewer doses than standard radiotherapy, reducing 
the number of hospital visits for patients70. Additionally, 
some trusts have been utilising ‘chemo buses’ in order that 
patients can receive chemotherapy outside of a hospital 
setting and without having to travel long distances71. Such 
innovations are welcome, and combined with the rapid 
guidelines from NICE on the delivery of radiotherapy72 and 
systemic anti-cancer treatments73 allows for the retention 
of some cancer care provision.

However, as Covid-19 cases rose through the Autumn and 
Winter of 2020, and for other possible future Covid-19 
peaks, it is vital that cancer care capacity is maintained 
and expanded. NHS England should therefore consider 
expansion of the ‘Covid-19 protected surgical hubs’ to 
other types of treatment, such as radiotherapy and 
chemotherapy, as required by each locality.   

To keep the ‘Covid-19 protected surgical hubs’ operational 
will require a robust testing regime for both staff and 
patients. To test all patients requiring cancer diagnostics 
and treatment and all staff providing diagnostic and 
treatment services at a frequency of once per week across 
the country, CRUK estimate will require between 21,000 and 
37,000 tests per day74. While testing capacity has increased 
significantly, the infrastructure must be in place in order 
that patients and staff can receive their results in a timely 
manner.   

As the NHS explores how to not only restore, but 
improve cancer services, it is vital to consider the 
psychological and emotional wellbeing of cancer 
patients.  Early evidence suggests that Covid-19 is 
likely to increase the incidence of depression in cancer 
patients82. Even prior to the pandemic, 67 per cent of 
cancer patients reported that they needed some form of 
psychological support during or after their cancer care 
but, of those, 50 per cent said it was not available83.  

Addressing the psychological and emotional wellbeing 
of cancer patients must be a priority, particularly after 
the added anxiety caused to many by the Covid-19 
pandemic. To address this psychosocial oncology 
departments must be given the resources they 
require, patients should be routinely screened for 
psychological illness and more information should 
be provided to patients and their carers about the 
support that is available; whether it is from the NHS or 
third sector.   

Recommendation 9: The NHS must invest in psychosocial 
oncology services across the country in order to reduce 
variation and ensure all cancer patients have access to 
the support and wellbeing services they require.   

Alongside ensuring that patients can access surgery 
and other treatments, they must also be able to 
access the vital medicines that can help treat or slow 
the progression of their illness.   

Early in the pandemic, NHS/I, NICE and the life sciences 
industry collaborated to rapidly review patients’ 
pathways and consider how they could allow for 
greater flexibility to reduce the infection risk. As a 
result, NHSE/I published interim treatment options 
to allow for greater variation in the management of 
cancer84. Changes were assessed against strict criteria, 
including how much a treatment impacts the immune 
system, whether it can be delivered in a setting that 
reduces a patient’s exposure to infection, or make 
better use of clinical capacity.   

The original decision-making process for these treatment 
options was, by necessity, highly accelerated; compressing 
into a few weeks decisions that might normally take months 
or years. As a more measured understanding of the risks 
to cancer patients from Covid-19 becomes clear, as well as 
emerging data from the treatments, it is important that 
these new approaches are constantly reassessed.  To do 
this, the guidance should be regularly reviewed to make 
certain it appropriately balances risk and benefits and 
ensures that patients are receiving the most appropriate 
and effective treatment for their condition.   

Recommendation 10: The interim treatment changes for cancer 
therapies that were introduced by NICE early in the pandemic, 
to reduce perceived risk and support NHS capacity, should be 
regularly reviewed as new data emerges. 

With the focus on the Covid-19 pandemic, it is easy to 
overlook the potential impacts of the UK’s departure from 
the European Union. The UK can no longer rely on the 
European Medicines Agency (EMA) to assess the safety 
of new medicines, with the MHRA becoming the UK’s 
standalone medicines and medical devices regulator.  
Alongside this, England’s health technology assessment 
(HTA) body NICE, has begun a consultation on its new 
methods of working, with the aim of, “supporting early 
patient access and encouraging companies to launch their 
products first in the UK85.” 

Taken together, this should be viewed as an inflection 
point; giving the UK an opportunity to rethink the whole 
ecosystem and pathway for medicines, from clinical 
trials, through safety and effectiveness review to cost 
effectiveness assessment, to ensure we have the best 
possible institutional structure to enable UK patients to 
access the latest therapies.   

Recommendation 11: The NHS, MHRA and the UK’s HTA bodies 
should use the UK’s exit from the European Union as an 
opportunity to build a world-leading holistic and integrated 
system for the regulation, assessment and reimbursement of 
medicines with the goal of accelerating access to treatment.  
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Demand for cancer services is growing; with rising 
incidence of cancer86 and increasing demand for more 
complex diagnostics87 and treatments88 requiring support 
from a variety of healthcare professionals. Yet there is a 
shortage of specialist healthcare professionals to treat and 
support those with cancer. Data from the Royal College 
of Radiologists suggests there is a 19 per cent shortfall in 
consultant clinical oncologists, which equates to 207 whole 
time equivalents (WTE).  This is predicted to rise to a  
26 per cent shortfall, or 318 WTEs by 202489.  In addition, 
six in ten consultant clinical radiologists positions have 
remained unfilled for over 12 months90.  Strikingly, a 2018 
CRUK report concluded, ‘staff numbers may need to double 
across key workforce groups by 2027 just to meet the needs 
of the growing number of patients91.’  Currently one in ten 
roles in the NHS are vacant, but this is anticipated to rise to 
one in seven by 2024 if no action is taken92.

Healthcare professionals working in cancer are also facing 
a growing workload; with 47 per cent of lung cancer 
nurse specialists reporting they were caring for over 200 
patients, despite the National Optimal Lung Cancer Pathway 
recommending a caseload of 80 new patients per year93.   

These workforce challenges have been exacerbated by the 
Covid-19 pandemic, with 36 per cent of nurses in a recent 
Royal College of Nursing study saying they were considering 
leaving the profession94 and one in six GPs saying they were 
considering leaving the profession once the pandemic was 
under control95.

The recently published We Are The NHS: People Plan 2020/2196 
provides a clear blueprint for the future of the NHS 
workforce, and a compelling promise on which to build. It 
has a welcome focus on looking after employees’ physical 
and psychological health and ensuring inclusivity and 
belonging, which is vital both to make the NHS a good place 
to work, but also to assist with recruitment and retention.  
It also highlights investment in areas of cancer services 
where the workforce shortages are most acute97. The 2020 
Comprehensive Spending Review included £260 million for 
Health Education England to continue to grow workforce and 
support previous commitments. This includes training more 
staff and upskilling those already working for the NHS98.

Technology has reshaped every aspect of our lives, and 
never more so than during the Covid-19 pandemic.  At the 
height of the spring peak of Covid-19, the majority of GP 
appointments were conducted virtually, with just  
11 per cent being conducted face-to-face in a GP surgery103.

Patient groups also report an increase in demand for patient 
support via technology, with one group, The Swallows 
reporting a loss of income, yet a 60 per cent increase in 
support required by patients104.  As many cancer patients 
are shielding, often their only way of engaging with others is 
via digital tools. 

This is likely to be the beginning of a digital and 
technological revolution in healthcare, with patients 
increasingly keen to use technology as part of their overall 
care package. Many people, including cancer patients would 
like to have the option of more supported self-management 
and technology enabled care, often delivered in their own 
homes. This would not only meet their care needs in a way 
that fitted with their lifestyle, while reducing the number 
of visits they were required to make to healthcare facilities. 
It could also ease pressure on the healthcare system. 
However, to do this there needs to be investment in the 
technology at a local level which can benefit patients, as 
well as exploration of partners who can deliver wrap around 
support alongside the NHS.    

However, any investment in technology must not be at the 
expense of those who are less digitally literate or who would 
prefer face-to-face care, whether that is with a GP at the 
early stage of symptom identification or in secondary care 
once they are on their cancer journey.   These individuals 
should be given the option of  
face-to-face appointments in both primary and secondary 
care wherever possible, on request.

Recommendation 14: NHS organisations should seek to 
partner with patient groups, technology companies and 
others to develop offerings to enable supported  
self-management and technology enabled care for those 
patients who choose to receive their care in this manner.  

The Topol Review Preparing the Healthcare Workforce to 
Deliver the Digital Future99 goes some way towards exploring 
how technology can be used to reduce the burden on staff.  
It highlights innovations such as Artificial Intelligence being 
used to support diagnosis100, and robotic colonoscopy in 
the community101. These developments are welcomed, and 
should be rolled out across the NHS as swiftly as possible to 
reduce the burden on the NHS workforce, and allow them to 
focus on vital patient focused work.   

Recommendation 12: The DHSC must use the additional funding 
provided in the 2020 Spending Review to address reducing staff 
shortages in NHS cancer care and explore the use of technology 
to allow staff to prioritise patient focused work.  

While all staff have an important role, Cancer Nurse 
Specialists have a vital role in supporting cancer patients, 
and never more so than during the Covid-19 pandemic.   

There are specialist nurses employed by the NHS for a 
range of healthcare conditions. They are experts in their 
disease areas and understand the whole patient pathway.   
Not only do they provide direct patient care, they have a 
role in managing a patients’ journey through the health 
system, educating patients and their carers, running clinics, 
interpreting test results, and overseeing medicines regimes.   
Most importantly, they are a vital first point of contact 
for patients, enabling patients to live longer, with a better 
quality of life.   

The NHS Interim People Plan102 makes no reference to the 
important work of clinical Nurse Specialists, nor how they 
can benefit patients or the wider healthcare system. Yet, 
across all disciplines there is a shortage of specialist nurses 
and there remains variation in what constitutes a specialist 
nurse role, and the responsibilities they undertake. This 
must be addressed so the vital work of nurse specialists is 
recognised and suitably rewarded.  

Recommendation 13:  Cancer Nurse Specialists need to be 
given the capacity and resources to undertake their role to 
the fullest potential. There should also be exploration of a 
‘professional framework’ for clinical nurse specialists, to 
codify and formalise the role.    

During the pandemic, it quickly became clear that those 
individuals with underlying health conditions were at 
higher risk of getting seriously ill with Covid-19 than those 
without underlying health conditions. For that reason  
2.16 million people105 were advised to shield for four 
months during the first peak of the pandemic, including 
people undergoing active chemotherapy, radical 
radiotherapy, people with cancers of the blood or bone 
marrow or people having immunotherapy106.    

Many cancer patients were particularly concerned about 
contracting Covid-19 whilst in a healthcare setting, 
resulting in seven per cent of patients choosing to 
postpone their treatment107. However, the risk to patients 
from illnesses such as Covid-19 is still not fully understood, 
and for some people the risk of delaying treatment could 
be more harmful than the risk of contracting Covid-19.   

To address this, and to provide some reassurance to cancer 
patients concerned about Covid-19, government guidance 
as to whether patients should shield should be developed 
in an open and transparent way with early engagement 
and insight from charities, patient organisations and health 
and care professionals. This will help ensure that people 
who are shielding can have an informed conversation 
with their clinical team about risk, based on more tailored 
personal factors, such as age, ethnicity, and overall fitness 
levels108.

The Government should explore the use of risk 
stratification tools so that individuals can better 
understand the risk/benefit analysis of continuing 
with their treatment or going to healthcare settings for 
appointments. These analyse patient data to develop 
algorithms to predict who is most at risk, identify who 
can continue or who should halt treatment, and whether 
a patient should shield in the event of another wave of 
Covid-19109. 

Recommendation 15: NHSE/I should conduct patient risk 
stratification to give people with cancer a personalised and 
accurate understanding of their individual risk to determine 
what precautions they need to take against Covid-19 and 
similar highly infectious conditions.  

Investing in the Cancer Workforce Using Technology to Deliver Patient Centric Care 
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