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Consultation on the Clinical Review of Standards for Cancer
Cancer Research UK Response — April 2022

Response Summary

The time spent waiting for a cancer diagnosis and to begin treatment is a very worrying time for
patients and their loved ones. Cancer Waiting Times (CWTs) standards are a vital tool for improving
the experience of patients, setting a clear expectation for how quickly they should be seen. Clinically
relevant CWTs also have the potential to improve cancer outcomes by incentivising timely diagnosis
and treatment.

We welcome the opportunity to respond to the consultation, as it is essential that these standards
are implemented in a way which will drive key improvements in cancer services.

Cancer Research UK strongly supports the introduction of the Faster Diagnosis Standard (FDS), which
sets the standard that people receive a definitive diagnosis or ruling out of cancer within 28 days of
certain urgent referrals. The FDS has the potential to support transformative change and help drive
significant improvements in diagnostic services. However, for the FDS to result in real
transformation, we would like to see a more ambitious threshold, as was originally proposed in the
2015 Cancer Strategy. At the current threshold of 75%, we are concerned that the FDS will not
deliver on its potential to improve cancer outcomes for patients. We set out our recommendation
for a more ambitious trajectory below.

We acknowledge the shortfalls in diagnostic capacity, largely driven by workforce shortages, limits
what can be done today — and so to succeed, a more ambitious trajectory for the FDS must be
matched with expansions in diagnostic capacity. Expansion would also support related service
improvement measures, such as best practice timed pathways or greater direct access to tests, both
of which could help drive earlier diagnosis.

We agree with the proposal to replace the two-week-wait (2WW) with the FDS. The 2WW standard
measures the number of people seen by a specialist within two weeks of an urgent GP referral for
suspected cancer or breast symptoms. The FDS is more clinically relevant than the existing 2WW
standard, which is primarily a process measure. It is important that this change is effectively
communicated to the public, patients, and clinicians, particularly those working in primary care. It
must be clearly communicated that this move is not the abolition of an urgent pathway, but that it is
a change to standards which constitutes an important improvement.

We support the simplification of existing standards into a combined 62-day standard and a
combined 31-day standard, which will be beneficial for monitoring overall service performance and
helping patients understand how long they should expect to wait for diagnosis and treatment.
However, this must not result in the loss of granular data which can be used to drive improvement
where it’s needed most, including by identifying where certain cancer types or services that are
performing poorly can learn from best practice in better performing areas. For example, publishing
data by modality for the 31-day target provides insight on which treatment types are most under
strain, which can allow evidence-based solutions to be developed for these patients as a priority.

We therefore support the proposals in this consultation and have set out recommendations to
ensure they are best placed to inform quality improvement and deliver for patients. However, it’s
important to remember the limits to waiting time targets. CWTs are primarily process measures, not
outcome measures, meaning achieving the standards can necessarily only be part of our efforts to
improve survival or stage at diagnosis. To truly drive transformation in cancer services, the
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Government and NHS England must ensure that quality and outcomes measures are viewed as
equally important as CWTs. For example, it is welcome that the FDS is just one of a number of
actions the Cancer Programme has to meet the NHS Long Term Plan target to diagnose 75% of
cancer at stage | or Il by 2028, and this broad approach must continue.

It’s also critical to recognise that the standards do not all capture the waiting times of all cancer
patients. Because of the referrals which fall within the scope of the FDS, we estimate that the FDS is
not capturing information on diagnosis for almost half of people with cancer, and almost a quarter
of patients are not captured by the 62-day standard.! NHS England and the Cancer Programme
should therefore monitor capacity across the system to ensure that all patients are receiving a timely
diagnosis and treatment, including patients urgently referred for direct access diagnostics in line
with NICE cancer recognition and referral guidance and patients referred on routine routes. The
ambition to meet the CWTs must not result in resources being directed away from delivering for
cancer patients diagnosed through other referral routes.

Our key recommendations:

e NHS England must commit to a plan for increasing the FDS performance threshold to a more
ambitious level. We recommend it rises to 80% in 2023, 85% in 2025, 90% in 2027, and to the
originally proposed 95% by 2029. Ongoing analysis is critical to ensure the threshold is suitably
ambitious and delivering for everyone referred, whether they go on to be diagnosed with cancer
or not.

e To address chronic shortages in the cancer workforce, NHS England’s upcoming plan for the
health and social care workforce must set out long-term funding plans to deliver a sustained
expansion of the cancer workforce to meet future demand for cancer services and enable
innovations that will drive earlier diagnosis. This must then be followed by clear plans from NHS
England to ensure that there will be an adequate supply of staff to deliver the FDS and staff
Community Diagnostic Centres, without negatively impacting existing diagnostic services.

e Monthly publications are essential to understand how well the standards are delivering for all
patients. While we agree with the headline targets proposed, we advise that further key
breakdowns for all three standards (FDS, 62-day, and 31-day) must be published on at least a
quarterly basis and cover the following:

o Cancer site: This is currently already provided for FDS, but the list of sites provided for
62-day and 31-day standard is limited. The sites reported for the 62-day and 31-day
standards should be expanded to include those covered by FDS, namely: upper
gastrointestinal cancers, gynaecological cancers, brain/CNS tumours, haematological
malignancies (excluding acute leukaemia), head and neck cancer, and sarcoma.

o Region: Breakdowns are already provided by trust for all three standards which must
continue. Breakdowns by Cancer Alliance and Integrated Care System would also be
valuable.

o Demographic factors, such as deprivation.

o Source of referral: While we support combining current standards for headline targets
to give an overall picture, it would still be valuable to provide the data breakdowns by
source of referral/breast referral patient status for each pathway. This would help
services understand whether different pathways are performing better than others.

o For the FDS specifically, it is crucial to understand how it is performing for people with
cancer. Therefore, NHS England must report a breakdown of performance separately for
people who are diagnosed with cancer and those who have it ruled out. Breakdowns of
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time to the end of the FDS pathway should also be provided for both groups using the
current published timeframes (within 14 days, 15-28 days, 29-42 days, 43-62 days, after
62 days) to allow for more granular understanding of diagnostic pathways in England.

o For the 31-day standard, performance by modality is important to retain for
subsequent treatment and should additionally be provided for first treatment. It would
also be helpful to report separate results by first treatment and second/subsequent
treatment.

e CWT data should be routinely linked to other health datasets related to cancer and made
available for appropriate research and quality improvement uses by approved organisations,
such as charities, through NHS Digital.

Full Response

To what extent do you agree with the proposal to replace the expectation of an appointment
within two weeks with the proposal that people receive a definitive diagnosis or ruling out of
cancer within 28 days of referral?

Cancer Research UK strongly supports the introduction of the Faster Diagnosis Standard (FDS), which
sets the target that people receive a definitive diagnosis or ruling out of cancer within 28 days of
certain urgent referrals. We agree with the proposal in this consultation to replace the two-week-
wait with the FDS.

The FDS has the potential to support transformative change and help drive significant improvements
in diagnostic services. Measuring the time taken for someone to receive a definitive diagnosis or
ruling out of cancer, rather than a first appointment, could offer significant benefits. It will enable
evaluation of how the full diagnostic pathway is performing. It will also reduce the unintended
consequences brought about by measuring only the time taken to first appointment, which has seen
appointments used to clock-stop, rather than being based on the best diagnostic pathway for the
patient.

Using one clear headline performance figure will also be helpful for clear communication with
patients. This proposal should help improve patient experience through setting clear expectations
and helping ensure they receive a diagnosis as soon as possible during what can be an incredibly
anxious time. Clarity in patient communication will continue to be essential so that patients are
aware they are on an urgent route — we discuss this further below.

We are therefore supportive of this proposal and want to ensure that these changes drive quality
improvement and deliver meaningful improvements for patients. Below, we set out our
recommendations for achieving this covering three key areas: raising the performance threshold,
addressing major barriers in capacity, and ensuring the target delivers for all patients.

Performance threshold

At the current threshold of 75%, we are concerned that the FDS will not deliver on its potential to
drive improvements in diagnostic pathways and improve cancer outcomes for patients. At 75%, the
standard is at the lower end of the 70-85% range proposed in anticipation of its introduction in 2020,
and substantially lower than the 95% recommended in the 2015 cancer strategy.

It is appropriate that the FDS is initially set at an ambitious but achievable performance threshold, to
give cancer services space to manage the transition to the new metric and plan services. We also
recognise that diagnostic services currently face substantial pressures due to under-capacity and the
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ongoing impact of COVID-19, which will make achieving the FDS challenging, even at the current
level.

Despite this, such a low threshold risks the FDS failing in its stated aim to act as a driver of faster
diagnosis for people urgently referred for suspected cancer. We estimate that meeting the target at
only the 75% levels means that over 55,000 people’ per month could wait longer than 28 days to
receive their diagnosis or have cancer ruled out.2 Many more on other pathways not captured by
the FDS may also wait longer.

Whilst it is important for people who do not have cancer to have it ruled out in a timely manner, the
key aim of FDS must be to ensure those people who do have cancer are diagnosed and able to begin
treatment as soon as possible. It is therefore particularly concerning that, in theory, setting the
threshold at 75% means that it could be met without actually delivering a diagnosis to any patient
with cancer within the 28 days. The lower the threshold, the more likely this scenario could be.?
Whilst this is unlikely, it illustrates that setting the FDS target so low risks not delivering the
improvements cancer patients deserve and which are needed to contribute to the NHS Long Term
Plan early diagnosis ambition. We discuss the importance of transparent data collection here further
below.

There are currently no plans for increasing the performance threshold towards a more ambitious
level. The Government’s recent Elective Recovery Plan highlighted the FDS, but only mentioned a
75% threshold. Moreover, it said that their ambition was to meet the FDS by March 2024, despite it
being introduced in October 2021. We believe this current timeline will not deliver the timely and
transformative change that people affected by cancer need or suitably accelerate recovery from the
impact of COVID-19.

The FDS must reflect what is right for cancer patients, not what services can deliver. NHS England
must commit to a plan for increasing the FDS performance threshold to a more ambitious level.
We recommend it rises to 80% in 2023, 85% in 2025, 90% in 2027, and to the originally proposed
95% by 2029, with all the diagnostic information that can inform treatment decisions also made
available within 28 days. The phased approach would help ensure that the FDS remains an attainable
but stretching target that achieves its stated aim to improve timely diagnosis. Ongoing analysis is
critical to ensure the threshold is suitably ambitious and delivering for everyone referred, whether
they go on to be diagnosed with cancer or not.

Addressing capacity shortages

While there has not previously been a measure for time taken from referral to diagnosis or having
cancer ruled out, increasingly poor performance against the 62-day CWT standard indicates that
even before the COVID-19 pandemic, diagnostic services were struggling to cope with demand. The
62-day target has not been met since 2015, and 2019 saw the worst performance on record pre-
pandemic.? The FDS has also not been met since formal measurement began in October 2021.
Challenges with capacity have also contributed to the Government’s unsatisfactory ambition,
outlined in their recent Elective Recovery Plan, to only meet the 75% FDS by March 2024.

Capacity in NHS diagnostic services is currently limited by major shortages in the workforce. Prior to
the pandemic, one in ten NHS posts were vacant — and was anticipated to rise to 1 in 7 by 2023/24
without action.” The problem exists across a range of disciplines. For example, the radiology
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workforce across the UK is now short-staffed by 33% and needing almost 2,000 more consultants to
meet safe staffing levels and pre-coronavirus levels of demand for scans.

The FDS has the potential to support transformative change and help drive significant improvements
in diagnostic services. But this will be impossible without sufficient diagnostic capacity — with
shortages in the diagnostic workforce the biggest barrier to achieving this.

It is also important to note that not all patients are diagnosed with cancer on an urgent suspected
cancer route, screening, or via referral for breast symptoms — for example, some are diagnosed
following a routine GP referral for another symptom or through an outpatient route. Moreover,
published analysis by CRUK/PHE has found that for patients referred routinely, the wait for diagnosis
has previously been significantly longer than urgent referrals. For example, 1 in 4 people diagnosed
with bowel cancer via routine referral in 2014/15 waited at least 102 days in secondary care to be
diagnosed — rising to 126 for people diagnosed with lung cancer.® It is therefore important to
expand capacity so that waiting times across all diagnostic pathways are reduced in order to
improve experience, timeliness of diagnosis, and outcomes for all cancer patients.

The 2021 Spending Review provided welcome investment in diagnostic kit, with £2.3 billion
committed to set up a minimum of 100 Community Diagnostic Centres (CDCs) in England. However,
major shortages in the diagnostic workforce mean that staffing CDCs will not create further capacity
without significant investment to grow the workforce.

To address chronic shortages in the cancer workforce, NHS England’s upcoming 10-year plan for
the health and social care workforce must set out long-term funding plans to deliver a sustained
expansion of the cancer workforce to meet future demand for cancer services and enable
innovation that will drive earlier diagnosis. This must then be followed by clear plans from NHS
England to ensure that there will be an adequate supply of staff to deliver the FDS and staff
Community Diagnostic Centres, without negatively impacting existing diagnostic services.

Ensuring timely diagnosis for all cancer patients

The FDS must deliver for all cancer patients. To date, there has been significant variation by region
and by cancer site in performance against the FDS.

In November 2021, performance in trusts with 50 or more cases of cancer either diagnosed or ruled
out ranged from 42.1% to 99%, with overall FDS attainment at 71.3%.

There is variation between cancer sites, with sites such as upper and lower gastrointestinal cancer
and lung cancer performing consistently poorly against FDS. In November 2021, urgent suspected
cancer referrals for suspected lower gastrointestinal cancer had the lowest proportion of patients
meeting the 28-day target — just 50.2%, compared to the average across cancer sites of 71.3%.

We also know that there are inequalities in stage at diagnosis. People from more deprived groups’,
ethnic minorities?, and people with learning disabilities® are all more likely than comparable groups
to be diagnosed at a later stage for certain cancer sites. There is a risk that if, for example,
geographical variation in performance correlates with more deprived areas performing below the
target, meeting the FDS may exacerbate inequalities in stage at diagnosis. It’s critical that the
standard is delivering equally for all patients.

Reporting on which patients are diagnosed with cancer or have cancer ruled out within 28 days of an
urgent referral will therefore be essential to monitor how the FDS is delivering for cancer patients.
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Certain results are published monthly, and it is essential that this continues. However, we
recommend that, on at least a quarterly basis, a breakdown of the following is also provided:

e Cancer site: This is currently already provided for FDS and should be retained, reporting namely:
breast, lower gastrointestinal, lung, other, skin, urological, acute leukaemia, children’s,
testicular, upper gastrointestinal cancers, gynaecological cancers, brain/CNS tumours,
haematological malignancies (excluding acute leukaemia), head and neck cancer, sarcoma, and
rare cancers.

e Region: Breakdowns are already provided by trust which must continue. Breakdowns by Cancer
Alliance and Integrated Care System would also be valuable.

e Demographic factors, such as deprivation.

e Source of referral: While we support combining urgent suspected cancer referrals, screening,
and routine referrals for breast symptoms for a headline target to give an overall picture,
breakdowns by source of referral/breast referral patient status for each pathway must still be
provided at least quarterly. This would help services understand whether certain routes are
performing better than others.

o Performance for people with cancer: It is crucial to understand how the FDS is performing for
people with cancer in particular. NHS England must report a breakdown of performance
separately for people who are diagnosed with cancer and those who have it ruled out.
Breakdowns of time to the end of the FDS pathway should also be provided for both groups
using the current published timeframes (within 14 days, 15-28 days, 29-42 days, 43-62 days,
after 62 days) to allow for more granular understanding of diagnostic pathways in England. A
swift diagnosis is hugely important for this group so that treatment can begin as soon as
possible.

These breakdowns will not only be important for transparency in how the FDS is performing, but it
will also help avoid perverse incentives to seek ‘quick wins’ in more common cancer site pathways to
the detriment of other cancers with more complex challenges in diagnostic pathways. Moreover, if
we understand which cancer patients have a longer diagnostic timeframe, improvement efforts can
be focused in these areas. Data breakdowns will also allow monitoring of how the FDS is performing
for cancer sites where there is more concern over the value FDS will bring, such as breast cancer.

If these data show concerning patterns of variation, then a supplementary target that no trust or
patient group fall below a certain threshold should be considered to support a higher overall
standard and address disparities.

Finally, it is also important that changes to standards for cancer are effectively communicated with
the public and health professionals, particularly in primary care. It must be clear to those with
concerning symptoms and those referring them that there is still a target for timely diagnosis
following an urgent referral, which will now be a more effective measure of waiting times. We would
welcome the opportunity to work with NHS England and the Cancer Programme on the
development of these communications.

To what extent do you agree or disagree with the proposal to simplify the existing referral to
treatment standards into a combined 62-day standard?

We welcome and agree with the plan to simplify existing referral to treatment standards into a
combined 62-day standard. Using one clear headline performance figure will be helpful for
monitoring overall service performance and clearly communicating this with patients.
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It’s important, however, that this consolidation does not result in the loss of granular data which
provides insight into how services are performing and can be used to identify where improvement
is required. Monthly data publications must continue and should be improved, with information
provided at least quarterly on:

e Cancer site: The list of sites provided for 62-day standard is currently limited which prevents
understanding how much improvement is needed for certain sites. This list should be expanded
to include those covered by FDS, namely upper gastrointestinal cancers, gynaecological cancers,
brain/CNS tumours, haematological malignancies (excluding acute leukaemia), head and neck
cancer, and sarcoma.

e Region: Breakdowns are already provided by trust which must continue. Breakdowns by Cancer
Alliance and Integrated Care System would also be valuable.

e Demographic factors, such as deprivation.

e Source of referral: While we support combining urgent suspected cancer referrals, screening,
and upgraded referrals into one headline target and additionally including those referred for
breast symptoms to give an overall picture, breakdowns by source of referral/breast referral
patient status for each pathway must still be provided at least quarterly. This would help
services understand whether certain routes are performing better than others and where
additional support and resource may be needed.

We appreciate that patient confidentiality is critical and that the smaller numbers involved for some
cancer sites mean breakdowns may not be feasible on a regular basis. However, we suggest that
aggregating data on a quarterly basis would remove identifiable data while still providing valuable
information on service provision.

These breakdowns are essential to identifying which sites are performing poorly, ensuring the target
is used to drive and prioritise service improvement where it's needed most. Regular reporting will
also be important for monitoring any impact the consolidation of this target is having on
performance. The consultation document states that combining the standards is ‘unlikely to have a
substantial impact on headline performance’. Data collection must continue so that this statement
can be evaluated in the future to understand if there are key areas where performance is falling
short and take steps to address these.

There are three sources of referral which currently have separate targets which will be combined
into this new headline target — urgent suspected cancer referral, screening, and consultation
upgrade. All three are performing well below their targets and well below 85%, which means a drive
to improve performance across all sources in the new standard will be welcome. However, it should
be noted that the screening source is currently set higher, at 90%. It is therefore important that the
standard does not drop in regions who are currently performing above 90%, and ongoing monitoring
to ensure this doesn’t happen will be important.

Whilst the consolidated 62-day standard will act as a helpful headline performance measure for
cancer services, it must be recognised that it doesn’t capture all patients who are diagnosed with
cancer. We estimate that almost a quarter of people diagnosed with cancer are not captured by
the current 62-day standards.*®

It's also notable that achieving the 62-day target does not necessarily result in better outcomes for
patients. A CRUK-funded London School of Hygiene and Tropical Medicine study of colorectal, lung
and ovarian cancer patients found that 62-day target attainment is negatively correlated with better
one-year net survival.! This may partly be because patients with advanced disease are more likely
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to be unwell at the time of their diagnosis and therefore are treated more quickly. It is also likely to
be because curative treatments for patients with better prognoses, such as major surgery or
radiotherapy, may require more time to plan and implement than palliation and symptom-relief.

NHS England and the Cancer Programme should therefore monitor capacity across the system to
ensure that the ambition to meet the cancer waiting times targets does not result in resources
being directed away from delivering for all cancer patients, including those on other referral
routes.

To what extent do you agree or disagree with the proposal to simplify the existing decision to
treat to treatment standards into a combined 31-day standard?

We agree with the proposal to combine the existing decision to treat to treatment standards into
one headline 31-day standard.

However, we are concerned that this may lead to a loss of nuance and granularity in the treatment
data which is publicly reported. Once someone is diagnosed with cancer, ensuring they are able to
access treatment quickly must be a priority. At present, the data collected to monitor the wait for
first treatment does not provide a breakdown by treatment modality, which limits understanding
of which patients accessing treatment have the longest waits. Insight into the performance of
different modalities is however provided by the data collected to measure performance against the
31-day wait for subsequent treatment standard. Moving forward, the combination of these
standards risks losing this important modality breakdown.

The publication of cancer site, modality and trust data is essential for driving quality improvement in
treatment services. It will enable identification of where there are challenges leading to delays, such
as in surgery capacity, and which cancer sites or regions are affected. Such granularity ensures
specific, evidence-based measures can be developed and implemented to lower waiting times and
ensure timely access to treatment for all patients.

As we have noted throughout this response, we support the proposals set out in this review. But we
want to ensure that the targets are meaningful and can be effectively used to inform service
improvement to reduce waiting times. In order to achieve this, data breakdowns must continue and
should be improved, with information provided quarterly on:

e Cancer site: The list of sites provided for 31-day standard is currently limited which prevents
understanding how much improvement is needed for certain sites. This list should be expanded
to include those covered by FDS, namely upper gastrointestinal cancers, gynaecological cancers,
brain/CNS tumours, haematological malignancies (excluding acute leukaemia), head and neck
cancer, and sarcoma.

e First/Subsequent Treatment: It would be valuable to separate first treatment and subsequent
treatment, to support greater analysis and ensure this part of the pathway is not overlooked.

e Modality: Data breakdowns on modality for subsequent treatment should continue to be
provided, and additionally provided for first treatment.

e Region: Breakdowns are already provided by trust which must continue. Breakdowns by Cancer
Alliance and Integrated Care System would also be valuable.

e Demographic factors, such as deprivation.

We appreciate that patient confidentiality is critical and that the smaller numbers involved for some
cancer sites mean breakdowns may not be feasible on a regular basis. However, we suggest that
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aggregating data on a quarterly basis would remove identifiable data while still providing valuable
information on service provision.

These breakdowns are essential to identifying which sites are performing poorly, ensuring the target
is used to drive and prioritise service improvement where it’s needed most. Transparent data
collection and reporting will also be important for monitoring any impact the consolidation of this
target is having on performance. The consultation document states that combining the standards is
‘unlikely to have a substantial impact on headline performance’. Data collection must continue so
that this statement can be evaluated in the future to understand if there are key areas where
performance is falling short and take steps to address these.

About Cancer Research UK

Cancer Research UK (CRUK) is the world’s largest cancer charity dedicated to saving lives through
research. We support research into over 200 types of cancer, and our vision is to bring forward the
day when all cancers are cured. Our long-term investment in state-of-the-art facilities has helped to
create a thriving network of research at 90 laboratories and institutions in more than 40 towns and
cities across the UK supporting the work of over 4,000 scientists, doctors and nurses. In 2020/21,
Cancer Research UK invested £421 million on new and ongoing research projects into the causes and
treatments for cancer.

For more information, or any questions, please contact Rani Govender (Policy Advisor — Cancer
Transformation) — Rani.Govender@cancer.org.uk.

1 For the Faster Diagnostic Standard, in 2018 data show that 147,233 cancers were diagnosed through TWW (which
includes all USCRs and non-cancer breast symptomatic referrals) or screening. This compares to 320,394 cancers diagnosed
through all routes, and equates to 46% of patients in 2018 diagnosed through routes included in the FDS.
e  Data Source: NHS Digital (2022). Routes to Diagnosis 2018. Accessed March 2022 via: https://digital.nhs.uk/data-
and-information/publications/statistical/routes-to-diagnosis/2018
For the 62-Day standard, from October 2021 to December 2021 inclusive, 61,310 people were included on a 62-day
pathway for either USCR, screening or upgrade. In the same period, 79,407 people were included in the 31-day standard
which covers all cancers. This estimates that the current three 62-day standards capture 77% of all cancer patients.
e  Data Source: NHS England (2022) Cancer Waiting Times. Accessed March 2022 via:
https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/
2 From October 2021 to January 2022 there were 899,083 urgent referrals that qualified for the FDS. Assuming similar
future monthly numbers then this means that on average more than 55,000 people a month (25% of all urgent referrals)
would not receive a diagnosis or have cancer ruled out within 28 days. https://www.england.nhs.uk/statistics/statistical-
work-areas/cancer-waiting-times/monthly-prov-cwt/2021-22-monthly-provider-cancer-waiting-times-statistics/.
31n 2019/2020, 6.6% of urgent suspected cancer referrals resulted in a cancer diagnosis. Assuming a similar conversion
rates for future years, this means that all patients with cancer could hypothetically not receive their diagnosis in 28 days or
less and the 75% standard would still be met.
e  Data Source: NHS Digital (2021). Cancer Waiting Times (CWT) urgent suspected cancer referrals: referral,
conversion and detection rates. Accessed March 2022 via
https://www.cancerdata.nhs.uk/cwt conversion and detection
4 NHS England, 2021. Provider-based Cancer Waiting Times for Q4 2019-20 Provisional. Accessed July 2021 via
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2020/07/Cancer-Waiting-Times-Quarterly-Press-
release-Provider-based-Final-1.pdf.
5 Cancer Research UK, 2019. Cancer Research UK Policy Statement on the Future of the NHS Cancer Workforce in England.
Accessed January 2020 via
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https://www.cancerresearchuk.org/sites/default/files/cruk policy statement on the future of the nhs cancer workfor
ce _in_england september 2019.pdf.
6 Pearson, C. et al., 2019. ‘Establishing population-based surveillance of diagnostic timeliness using linked cancer registry
and administrative data for patients with colorectal and lung cancer’. Cancer Epidemiology, 61. Accessed March 2022 via
https://www.sciencedirect.com/science/article/pii/S1877782119300517.
7 National Disease Registration Service (2020). Staging data in England. Accessed September 2021 via
https://www.cancerdata.nhs.uk/stage at diagnosis.
8 All-Party Parliamentary Group on Breast Cancer (2018). A Mixed Picture: An Inquiry into Geographical Inequalities and
Breast Cancer. Accessed September 2021 via
https://breastcancernow.org/sites/default/files/appgbc a mixed picture.pdf.
9 Public Health England. Health Inequalities: Cancer. Accessed September 2021 via
https://fingertips.phe.org.uk/documents/Health inequalities cancer.pdf
10 From October 2021 to December 2021 inclusive, 61,310 people were included on a 62-day pathway for either USCR,
screening or upgrade. In the same period, 79,407 people were included in the 31-day standard which covers all cancers.
This estimates that the current three 62-day standards capture 77% of all cancer patients.

e  Data Source: NHS England (2022) Cancer Waiting Times. Accessed March 2022 via:

https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/

11 Di Girolamo, C. et al., 2018. ‘Can we assess Cancer Waiting Time targets with cancer survival? A population-based study
of individually linked data from the National Cancer Waiting Times monitoring dataset in England, 2009-2013’. PLoS One
13(8). https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6104918/.
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