
1                       

 

• Aspiring to achieve world class cancer outcomes in England is vital for the one in two of us 
who will be diagnosed with cancer in our lifetime.1 
 

• Decades of breakthroughs in cancer research and efforts to improve cancer services have 
seen cancer survival double in the UK over the last 40 years. But even with these 
improvements, cancer survival still lags behind many comparable countries, despite several 
welcome Government commitments to accelerate progress and improve cancer outcomes.2 
 

• The COVID-19 pandemic has seen over 36,000 fewer patients begin cancer treatment in 
England compared to pre-pandemic. The pandemic’s impact will likely be felt for years to 
come and set back efforts to increase early diagnosis and improve cancer outcomes. 
 

• However, cancer services were already significantly struggling before the pandemic, with 
cancer waiting time targets routinely missed by significant margins for years. The 62-day 
target for patients to begin treatment following an urgent GP cancer referral has not been 
met since December 2015.3  
 

• The challenge of improving cancer outcomes is only set to grow. Rising cancer incidence due 
to a growing and aging population means that the number of people diagnosed with cancer 
each year in the UK is projected to grow from 367,000 in 2017 to over 500,000 by 2035.4,5  
 

• England, already lagging behind comparable countries, now faces the risk of cancer survival 
going back for the first time in decades. With cancer outcomes already not good enough pre-
pandemic, we must go further and look to build back better for every cancer patient, now and 
into the future. 

 

• To put England among the very best countries in the world by 2030, Cancer Research UK 
estimates that we must double the rate of improvement in cancer survival.  

 

• The contributing factors that affect cancer outcomes are complex, and to improve cancer 

survival will require efforts on all fronts – particularly in the case of reducing the late stage 

diagnosis of cancer and seeing more patients diagnosed earlier in their disease course, with 

stage at diagnosis one of the most important factors in determining cancer outcomes. 

 

• We support the ambition to diagnose 75% of cancers at an early stage set out in the NHS Long 
Term Plan for Cancer (LTP). Achieving this will help improve outcomes for cancer patients and 
close the gap with the best comparable countries. However, we are well off track to reach 
this ambition, and Cancer Research UK analysis of the measures set out for cancer in the LTP 
show that we will need to go further and faster if we are to achieve the 75% early diagnosis 
ambition. 
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• We must harness the spirit of innovation seen through the pandemic by delivering 
transformational interventions like the Community Diagnostic Hub model set out in the 
Richards review of diagnostic services,6 as well as supporting research and innovation into the 
interventions of the future that will improve cancer early detection, diagnosis and treatment. 

 

• Expanding capacity in cancer services, by training the workforce of the future and investing 
in diagnostic equipment, is vital to enabling diagnostic reforms, improving cancer services 
and putting cancer outcomes in England among the best in the world. Years of under-
investment in workforce education and training, and insufficient capital settlements for key 
diagnostic equipment, have meant that patient need is outstripping capacity in cancer 
services, and service transformation and efforts to integrate innovative interventions and 
approaches is hampered.  

 

• Government must invest to enable a transformational recovery in cancer services at the 
upcoming 2021 Comprehensive Spending Review. Without Government leadership on cancer 
– underpinned by urgently needed investment – not only will Government fail to deliver it’s 
2019 Manifesto commitment to increase cancer survival rates, but efforts to reduce waits for 
cancer diagnosis and treatment will be hindered and the ambitions of the NHS LTP will remain 
out of reach. Inaction will mean we will miss this vital opportunity to build the world leading 
cancer services that patients deserve and risk entering the next General Election facing the 
prospect of cancer survival going backwards in this country. 

• We estimate that the Government must invest around an extra £200m in Health Education 
England (HEE) for cancer in the 2021 Comprehensive Spending Review to meet the 2017 
Cancer Workforce Plan target for 45% growth in the cancer workforce by 2029. 

 

• Government must ensure that funding is provided to expand diagnostic capacity and fully 

implement the recommendations of the 2020 Richards review of diagnostic services in the 

2021 Comprehensive Spending Review, including: 

 

o Implementing the Community Diagnostic Hub model in the 150 sites committed to across 

England in coming years. 

 

o Invest the £1.3 billion in capital funding required to bring CT, MRI and PET-CT 

equipment capacity to the average across comparable OECD countries. 

 

o Provide the NHS with the capital investment to expand endoscopy capacity by the 

estimated 200 extra endoscopy suites needed to meet patient demand, both across 

current diagnostic services and within Community Diagnostic Hubs. 

 

• Government must invest to support the timely implementation of proposed reforms to 

national cancer screening programmes set out in the 2019 Richards screening review. 
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England’s cancer outcomes still lag behind comparable countries internationally, 

despite improvements  

In recent decades, thanks to advances in life-saving cancer research and efforts to improve cancer 

services, cancer outcomes have improved significantly. In the 1970s, one in four cancer patients in 

the UK survived their disease for 10 years or more – today, two in four people do.7 

Despite these significant and laudable improvements, the UK still lags behind comparable countries 

internationally with similar healthcare systems, levels of wealth and comparable data.a As long ago 

as the NHS Cancer Plan in 2000, the gap between cancer survival in England and comparable 

countries was recognised – as was an ambition to close the gap.8 However, while successive national 

plans committed to improve cancer outcomes as most recently set out in the NHS Long Term Plan 

(LTP), comparable countries across the world continue to see better outcomes and a faster pace of 

improvement across a range of cancer outcomes including survival. 

This is starkly illustrated by research from the International Cancer Benchmarking Partnership (ICBP), 

a coalition of countries including the 4 UK nations, Ireland, Canada, New Zealand, Australia, Denmark 

and Norway. The ICBP’s Cancer Survival in High-Income Countries Phase 2 (SURVMARK-2) study 

found that there many areas where the UK significantly lags comparable countries on 5-year cancer 

survival for the most recent period for which we have data (2010-2014): 

• Lung cancer: 5-year survival in England was 15.0%, which is where Australia was 10 years prior 

(14.9%) – Australia continues to push ahead, with 5-year survival at 21.4% in the most recent 

period.  

• Colon cancer: 5-year survival in England was 58.9%, which is approximately where Australia was 

15 years ago (59.6%, 1995-99), Australia has reached 70.8% in the most recent period.  

• Rectal cancer: 5-year survival in England was 62.2%, approximately 10 years behind Canada who 

reached 61.6% 5-year survival in 2000-04; they were at 67.0% in the most recent data. 

• Oesophageal cancer: 5-year survival in England was 16.5% in the most recent period, compared 

to 23.5% in Australia. In 1995-99 Australia was still ahead with a 18.3% 5-year survival.  

• Pancreas cancer: 5-year survival in England was 8.1% in 2010-2014 which is approximately 

where Australia  and Canada  were 10 years ago (7.8%, 2000-2004), they are now at 14.6% and 

11.1% respectively in the most recent period for which we have data. 

Stomach cancer: 5-year survival in England was 21.2% in 2010-2014 which is approximately 

where Canada were 15 years ago (21.5%, 2000-14), they are now 29.8% (2010-14). 

ICBP data also shows that in England is also poorer at diagnosing cancers at an early, more treatable 
stage than the best performing countries, with later stage diagnosis contributing to worse cancer 
survival in England. Recent international stage data on colorectal, lung and ovarian cancers shows 

 
a There are significant, complex challenges to making international comparisons on cancer survival. Often data availability 
is poor or is not directly comparable. Given the time taken to measure survival (with key metrics being 1-year, 5-year and 
10-year survival) meaning there is a significant lag that can mean the most recently available, internationally comparable 
data may refer to patients diagnosed many years prior to publication. However, this does not hinder the value of this data, 
particularly where it is possible to examine trends over time.  
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that, though England does not have the worst  stage distribution –  we are diagnosing more cancers 
at an early stage, and fewer at a late stage than some other countries – overall patients in the 
England were diagnosed at a later stage than comparable countries with the best cancer survival 
outcomes, notably Australia.9,b  
 
Evidence also indicates that England is poorer at providing the best cancer treatment to patients. 
Survival by stage data is a crucial indicator for assessing quality of cancer treatment and care, with 
patients in England broadly having poorer comparable survival outcomes across every stage of 
diagnosis. This is particularly the case for cancer patients diagnosed with advanced disease and for 
older cancer patients, and with over one in three cancers diagnosed in patients over the age of 75, 
poorer outcomes for these patients significantly contribute to the gap in outcomes between England 
and the best comparable countries.  

Achieving the best cancer survival outcomes in the world requires a significant increase in the 

current rate of improvement. We estimate that, to ensure that the UK has one-year cancer survival 

outcomes among the best performing comparable countries by 2030, we have to double the rate 

of improvement. Improving one-year survival will contribute to improvements in five-year cancer 

survival, and drive forward efforts to ensure that cancer patients in England have the very best 

chances of surviving their cancer. 

Workforce shortages and a lack of key diagnostic equipment are a key barrier to 

closing the gap between England and the best comparable countries 

There are a range of factors identified by the ICBP that may have contributed to the gap between 

cancer outcomes in England and the best performing comparable countries, including differences in 

population attitudes and beliefs about cancer, timeliness of referral and management across 

primary and secondary care, health system differences and access to treatment, among others.10 

However, one of the most significant barriers to England closing the gap is a lack of capacity in 

cancer services due to workforce shortages and a lack of key diagnostic equipment and facilities.  

In recent years, the growth in the NHS workforce has failed to keep up with patient need. 1 in 10 of 

all posts across the NHS in England were vacant in 2018/19 and it was estimated that, with no action 

taken, this would rise to 1 in 7 posts vacant by 2023/24.11 According to the BMA, when comparing 

England to other EU nations within the OECD, which have an average of 3.7 doctors per 1,000 

people, the medical workforce in England is short of around 49,000 doctors. This means each doctor 

in England is doing the equivalent of 1.3 FTE roles. They found that on the current trajectory of 

workforce growth, the NHS would not match the OECD EU average until 2046.12 Not only does this 

impact on the care of every NHS patient, but given the complexity of cancer care, systemic issues 

with workforce shortages even beyond specific cancer specialties impact on cancer care.  

The problem is acute among specialties key to the diagnosis and treatment of cancer. The consultant 

radiology workforce across the UK is now short-staffed by 33% and needs almost 2,000 more 

consultants to meet safe staffing levels and pre-coronavirus levels of demand for scans. Without 

more training, investment in new models of care and better retention and recruitment, by 2025 the 

radiologist shortfall will hit 44%.13 The 2020 RCR clinical oncology census found that the consultant 

clinical oncology workforce has a shortfall of 17% which could rise up to 29% by 2025. This has risen 

 
b International stage data on stomach, pancreatic and oesophageal cancers will be published in due course 
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from 10% in 2015. It also found that vacancies were increasingly difficult to fill, with 55% of posts 

being open for over a year, compared to 29% in 2015.14 

The impact of staff shortages is already being felt. The RCR 2020 Clinical Oncology census found that 

over half (52%) of cancer service leaders though workforce shortages have negatively impacted the 

quality of patient care.15 More than half (58%) of radiology leaders say they do not have enough 

radiologists to keep patients safe.16 While cancer patients have borne the cost of workforce 

shortages, this also impacts NHS financial sustainability. Across the UK, £128 million was spent on 

outsourcing the reporting of scans to the independent sector – equivalent to the combined salaries 

of a third of the current consultant radiologist workforce. This has risen over 58% since 2018.17  

Looking forward, Government must provide strategic, sufficient long-term investment in workforce 

education and training, and for procuring key diagnostic equipment at the upcoming Comprehensive 

Spending Review. Expanding capacity in the NHS, through investment in training key cancer 

professions, is vital not only to ensuring timely patient care but also allowing the NHS time and space 

to innovate, all of which is vital to catching up with the very best countries in the world on cancer 

outcomes.  

Health Education England (HEE) previously estimated that the NHS will require an aggregate growth 

of 45% in its cancer workforce to deliver world-class cancer services by 2029. Last year CRUK 

estimated that to achieve this level of growth across seven key cancer professions, an additional 

investment of between £142 million and £260 million would be required in staff training and 

education in the following 3-5 years.18 Some welcome investment was made in the 2020 Spending 

Review, with £46 million committed to diagnostics and cancer workforce, supporting 245 new 

training posts in key professions. However, to ensure progress towards the growth needed in the 

cancer workforce is maintained, we anticipate Government must invest around £200 million for 

cancer in HEE at the 2021 Comprehensive Spending Review.  

Given growing cancer incidence and the impact of the COVID-19 pandemic on cancer services and 

the cancer workforce, it will be important that projections of demand on cancer services and 

anticipated workforce supply continue, and that investment in workforce education and training 

keeps pace with patient need. Cancer Research UK is currently updating its estimate of what is 

needed for the cancer workforce, and will share this with the Committee in due course. 

The last decade has also been marked by underinvestment and a lack of strategic planning for 

equipment and infrastructure critical to cancer services. Though there were positive commitments 

for investment in diagnostic services in the 2020 Spending Review, successive spending reviews and 

budgets have failed to provide sufficient, long-term investment – instead plugging gaps while failing 

to tackle fundamental issues in ensuring timely diagnosis. 

Internationally, the UK compares poorly, ranking close to the bottom on average number of MRI 

and CT scanners per million among OECD countries.19 For example, PET-CT is an advanced 

technology which allows for more accurate diagnosis and staging. However, England has the third 

lowest number of the ICBP countries and has also been slow to acquire them.20 We are also overly 

reliant on ageing scanners, which are less sophisticated and prone to breakdown. There is evidence 

of outdated equipment frequently disrupting care, with clinical staff concerned ageing diagnostic 

equipment has negatively impacted their work.21 
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Not only does a lack of investment in diagnostic equipment hinder timely diagnosis, but it also 

hinders efforts to drive service improvement. For example, upgrading and increasing scanning 

capacity would enable more innovative approaches to diagnosis, but the age of many MRI scanners 

means they are less likely to be capable of multiparametric MRI (mpMRI) scanning, meaning the 

2018 NICE recommendation that such scanning is the first choice for diagnosing prostate cancer 

cannot be fully implemented.22  

 

The 2020 review of diagnostic services led by Professor Sir Mike Richards called for a substantial, 

urgent, expansion of diagnostic capacity, and proposed significant reforms that could transform 

diagnostic services in England.23 In the 2021 Comprehensive Spending Review, Government must 

ensure that sufficient funding is provided to expand diagnostic capacity and fully implement the 

recommendations of the 2020 Richards review of diagnostic services. 

A central recommendation in the Richards review was to establish community diagnostic hubs 

(CDHs). This innovative model would see a broad range of key elective diagnostic procedures, for 

cancer as well as other conditions, brought together in a ‘one stop shop’ model. The CDH model has 

the potential to improve patient access by bringing diagnostic services into one location and closer to 

patients, could increase efficiency in diagnostic services and play an important role in supporting 

Rapid Diagnostic Centre model set out in the NHS LTP.24 NHS England intends to establish 150 CDHs, 

and the 2021 Comprehensive Spending Review must deliver the capital investment needed to fully 

implement the CDH model across England.  

MRI units (per million population), OECD 

countries, 2017 or nearest year 

CT scanners (per million population), OECD 

countries, 2017 or nearest year 

Source: OECD, "Health at a Glance 2019: OECD Indicators," OECD Publishing, Paris, 2019. 
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Implementing the CDH model could play an important role in delivering the urgently needed expansion 

in diagnostic capacity, as well as supporting current diagnostic services. Just to close the gap with 

comparable OECD countries, the UK Government must invest £1.3 billion required in CT, MRI and PET-

CT equipment.25 The Richards diagnostic review also estimates that 200 new endoscopy rooms are 

required to meet patient need, which must also be a priority for investment in diagnostic services.  

The 2019 review of adult screening services led by Professor Sir Mike Richards set out a programme 

of transformation in cancer screening, through increasing informed uptake, considering risk 

stratified screening and exploring where new technologies such as artificial intelligence could 

expand capacity. However, the review also identified significant challenges, including workforce 

barriers and outdated equipment which significantly limit efforts to optimise and transform cancer 

screening. For example, constraints on capital funding stopped trusts from replacing equipment such 

as mammography machines and mobile vans used for screening, meaning in some cases, mobile 

vans over 17 years old with leaking roofs were still in operation, demonstrating the clear need for 

investment to replace current stock.26 Government must respond to the Richards screening review, 

and set out a clear plan, with sufficient funding, to deliver on the recommendations. 

Thinking towards the future it is also important to consider that, while the most acute pressures at 

present are in diagnostic services, if we are successful in reducing late stage cancer diagnosis this will 

mean more patients are able to have potentially curative treatment such as surgery and 

radiotherapy – meaning capacity will also need to grow in treatment services. Moreover, many of 

the most innovative treatments that are currently emerging, including targeted therapies and 

immunotherapies, will in coming years require the NHS to plan for sufficient capacity to expand 

genomic testing and skills to deliver these new treatments.  

 

It is challenging to assess how COVID-19 will affect efforts to catch-up given the complex landscape, 

with countries faring better or worse at any one time dependant on the level of COVID-19 infections. 

There have been efforts to assess the impact on cancer services internationally,27 but the picture is 

still emerging.  The ICBP is currently exploring how to measure the impact of COVID-19 on cancer 

services and cancer outcomes across the 7 countries it studies, initially surveying ICBP countries in 

December 2020 – February 2021 to capture a broad overview of the impacts of COVID-19.  

Cancer screening programmes are an easier aspect of cancer control to assess for COVID impact. 

Whilst there are no tangible results yet, we do know that screening services in other countries have 

fared better than the UK in some respects – for example Australia was largely able to continue 

most cancer screening programmes (Jan-Sept 2020)28, while the UK saw 3 million fewer people 

invited for screened for cancer between March and September 2020 due to the initial pausing of 

cancer screening at the start of the pandemic. 

We also know that cancer services in the UK entered the pandemic in a less resilient position than 

many comparable countries because of chronic shortages in healthcare staff and equipment, as 

was explored in the previous section. 

It is clear that the COVID-19 pandemic has had a devastating impact on cancer services. In the first 

wave of the pandemic, cancer services across the pathway faced significant disruption as a result of 
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the unprecedented pressure COVID-19 placed on the NHS and urgent efforts were made to protect 

cancer patients undergoing treatment from this virus. 

In the year from the start of the pandemicc, over 36,000 fewer patients started cancer treatment in 

England compared to pre-pandemic.29 Many factors have contributed to this, with fewer patients 

beginning treatment following a positive screening test, and many patients facing delays across 

cancer services.  Disruption to services has meant it is there are people living unaware they have 

cancer who would otherwise have been diagnosed, with the risk that their disease may progress, 

making it much harder to treat and worsening survival chances. It is also possible that some of those 

who would have been diagnosed with cancer and begun treatment had it not been for Covid-19, 

have died from other causes.  

Across cancer services in England: 

• With screening programmes across the UK initially paused, we estimate 3 million fewer people 

had cancer screening between March – September 2020.30 In England, this meant 42% fewer 

people began treatment following a positive cancer screening test between March 2020 and 

March 2021 compared with pre-pandemic.  

• We estimate more than 326,000 fewer people were urgently referred for suspected cancer in 

England between March 2020 and March 2021 compared with pre-pandemic 

• For 7 key diagnostic tests used to diagnose cancer, there were 4.6 million fewer tests carried 

out between March 2020 – March 2021 in England compared to pre-pandemic – a fall of 22%.31 

This impact on cancer services has had a heart-breaking impact on cancer patients and their loved 

ones. Cancer Research UK’s most recent survey of cancer patients has found that a third of cancer 

patients reported receiving worse care since the pandemic began, with a similar proportion 

experiencing delays, cancellations or changes to their treatment.32 This led to a significant impact on 

patients’ experience during an already highly challenging period of undergoing cancer care - around 

two-thirds of cancer patients reported feeling more ‘frustrated’ (67%) and more ‘anxious’ 

(62%) since the pandemic began, and 64% of patients facing undergoing treatment on their own.33 

The most recent available data indicates that the numbers of patients entering cancer services and 

beginning treatment each month are broadly similar to, or in places exceeding, pre-pandemic levels. 

However, it is important to note that given pre-existing trends of rising cancer incidence, we would 

expect to be exceeding 2019 levels as a matter of course even without the impact of COVID-19. 

Simply returning to pre-pandemic levels is not meeting patient need nor helping us progress in 

diagnosing cancers earlier as per the LTP commitment. 

There are challenges in assessing what changes in care may mean for longer term outcomes and 

delays to presentation, diagnosis and treatment will see significant variation in impact across 

different cancer sites. Long-standing issues with the slow pace that important data, such as staging 

data, is collated, analysed and published is also a significant barrier to our understanding.  

Nevertheless, it is clear that delays to diagnoses and changes to treatment plans could potentially 

negatively affect outcomes. The substantial disruption across screening, urgent cancer referrals, 

 
c April 2020 – March 2021 
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tests and cancer treatment across this period means that ambitions to diagnose more cancers 

earlier – vital for improving cancer survival – are likely to have been set back. 

Staff in the cancer workforce have also struggled with the pressure the health service has been 

under through the pandemic. The 2020 NHS Staff Survey found that 44% of staff reported feeling 

unwell as a result of work-related stress in the last 12 months, rising from 40.3% in 2019.34 NHS 

Providers found that 92% of NHS Trusts had serious concerns about staff wellbeing, stress and 

burnout following the pandemic.35 While the full impact of the pandemic on the wellbeing of the 

cancer workforce is not yet clear, evidence is emerging that suggests it will have a damaging effect 

on their retention. Polling suggests that one in four NHS staff in England say they are more likely to 

leave their jobs than a year ago.36  Given staff shortages across the cancer workforce, even a fraction 

of these staff leaving would compound workforce challenges that – as outlined in the previous 

section of this paper – limit our capacity to transform cancer outcomes. 

While the pandemic has significantly disrupted cancer services, there have also been positive 

developments. Faced with the unprecedented challenge of maintaining routine care while 

responding to a pandemic, the NHS has risen to the challenge and delivered a period of 

unprecedented innovation – innovations in clinical practice, as well as accelerated adoption and 

uptake of technologies to triage, diagnose and treat cancer patients.  

• Across the NHS many face-to-face appointments have been replaced with the option of remote 

consultations, while innovative diagnostic tools such as colon capsule endoscopy and 

Cytosponge have been used to ensure that the most urgent patients can be triaged quickly onto 

treatment.  

• Cancer Alliances, regional organisations that bring together key organisations involved in the 

cancer pathway, have served as exemplars of integrated care by bringing their area’s cancer 

service providers together to share capacity through joint patient lists and centralised cancer 

hubs. This adaptability has been key to maintaining cancer services through the pandemic. 

• Many patients have been able to access more treatment in the community or at home, while 

innovative approaches to radiotherapy have been rolled out meaning many more patients have 

required fewer doses of radiation in each treatment cycle. 

Many of these innovations were spurred by necessity and ensuring continuity of care, will not be 

appropriate for every patient and will need further, ongoing evaluation to understand their impact 

and effectiveness in the longer term. Nevertheless, there are clear potential benefits to continuing 

to offer patients a range of options for consultations that may improve access, deploying new triage 

tools, sharing capacity across different providers and offering kinder cancer treatments that require 

fewer trips to hospital. Innovation is at the heart of transformation in cancer services and improving 

outcomes, and the pandemic has proven that the NHS is able to innovate at a once unthinkable pace 

and scale – if empowered to do so.  
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At the heart of the NHS Long Term Plan for cancer is an ambition to see 75% of all cancer patients 

diagnosed at Stage I or II by 2028, a goal that was supported by the Government.37,38 This ambition 

rightly recognised that diagnosing cancer at its earliest stages gives patients the best chance of 

accessing curative treatments options, and would ultimately accelerate improvements in cancer 

outcomes.  

The importance of reducing the incidence of advanced cancer and meaningfully improving early 

diagnosis cannot be overstated. Therefore, if we are able to tackle the late stage diagnosis of cancer, 

and ensure more patients are diagnosed at the earliest, more treatable stages, then achieving the 

early diagnosis ambition of the NHS LTP could indeed help transform cancer outcomes in England 

and put cancer survival among the best comparable countries. However, reaching this goal within 

the LTP timescale will be incredibly challenging. Over the last decade the proportion of cancers 

diagnosed at Stage I and II has remained stubbornly stable, with only around 55% of cancer patients 

who could be staged being diagnosed at these stages in 2018.39  
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On our current trajectory we will not achieve the LTP early diagnosis ambition, and the challenge 

of reaching this ambition is also only likely to increase in coming years.  With a growing and ageing 

population, the number of people being diagnosed with cancer each year will increase – meaning we 

estimate that by 2028, to meet the 75% ambition the NHS in England will need to diagnose an 

extra 100,000 patients at an early stage each year.40 Older cancer patients are also likely to have a 

greater number of co-morbidities, meaning the care they need will likely be increasingly complex.41  

 

As noted above, the current and ongoing impact of the COVID-19 pandemic will likely impact on 

efforts to meet the 75% early diagnosis ambition. Moreover, as we show below, it is highly unlikely 

that just implementing the interventions set out in the NHS LTP will deliver the stage shift at the 

heart of the 75% early diagnosis ambition.  

This means that significant and concerted action will be needed in the remaining years of the NHS 

LTP, including and going further than the interventions set out, in order reach this ambition and 

deliver on its potential to improve cancer outcomes.  

Achieving the NHS Long Term Plan early diagnosis ambition 

To support our understanding of how we can reduce the burden of late stage cancer, and quantify 

the potential impact of interventions set out in the NHS LTP, Cancer Research UK has developed the 

‘Improving Early Diagnosis of Cancer Waterfall.’ The Waterfall captures estimated contributions of 

broad early diagnosis interventions which could have the potential to drive all-cancer stage shift.  

The Waterfall is based on data where it is available – such as estimates of the impact of screening 

interventions – and on expertise for other interventions where there is not currently reliable data.  
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As the Waterfall makes clear, there is no single intervention that will improve early diagnosis – 

action is needed on all fronts to make progress and ultimately improve cancer outcomes. 

 

For measures set out in the NHS Long Term Plan:  

• Implementing and improving cancer screening programmes could help towards delivering a 

4% increase in Stage I and II diagnoses. The 2019 Richards review of screening services 

addresses key parts of screening including governance, data and uptake, and outlined important 

measures to optimise cancer screening.42 However, there has been no official NHS response to 

these recommendations, or detail on how they will be taken forward. Key review 

recommendations should be incorporated into a strategy for delivering on the LTP ambitions. 

The measures to optimise cancer screening that could help deliver this improvement includes: 

 

o Bowel screening – In England, when bowel cancer is diagnosed via screening, almost 

two-thirds are diagnosed at Stage I or II; when diagnosed after presenting as an 

emergency, around 7 in 10 are diagnosed at stage III or IV.43 Optimising bowel 

screening, through age extension and increasing sensitivity, and improving informed 

uptake could make a significant impact in improving early diagnosis of bowel cancer.  

 

o Early detection of lung cancer – lung cancer is a disease of significant unmet need, with 

poorer outcomes than many other common cancers. Limited progress has been set back 

further by COVID-19. NHS England is currently running Targeted Lung Health Checks, and 

the National Screening Committee (NSC) is considering the evidence for targeted lung 

cancer screening. If the NSC recommends lung screening, timely implementation will be 

essential, including wider consideration of capacity considerations across diagnostic 

and treatment services.  
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• Supporting timely public presentation could help towards delivering a 4% increase in Stage I 

and II diagnoses. Positive efforts have been made to improve public response to the signs and 

symptoms of cancer in recent years, for example through the Be Clear on Cancer campaigns and 

more recently through Help Us Help You. But there are missed opportunities to engage the 

wider community in these efforts and explore different routes of engagement, including 

community mechanisms. Improvements are needed to data available on timely presentation – 

to help identify which demographic groups to target and to better assess the impact of activity. 

 

o Researchers have estimated that eliminating sociodemographic inequalities in stage of 

cancer at diagnosis across 10 cancer sites could contribute a 4 percentage point increase 

in early stage diagnoses.44 Action to support timely public presentation, including 

targeted and tailored approaches, would contribute to addressing this, as would 

activities to address inequalities in cancer screening uptake and ongoing engagement in, 

and movement through, testing and diagnosis.  

 

• Optimising recognition and referral – could help deliver a 2% increase in Stage I and II 

diagnoses. In recent decades, iterative improvements and implementation of NICE referral 

guidelines have improved practice in cancer referrals. But a CRUK survey of GPs in England in 

March 2021 found that only 62% reported routinely using NG12 cancer referral guidelines, 27% 

report sometimes using the guidelines, 7% are aware of but don’t use and 3% claim not to be 

aware, highlighting room for improvement.45 Further efforts are needed to improve use of NG12 

cancer referral guidelines by GPs, along with broader actions to support optimisation of 

recognition and referral.  

 

• Shortening the time to testing and diagnosis could help deliver a 2% increase in Stage I and II 

diagnoses. Innovative models for diagnostic pathways, such as rapid diagnostic centres, can help 

optimise a patient’s route from referral to diagnosis and considering pathway optimisation is 

important for all cancers. Innovative models for diagnostic services such as the Community 

Diagnostic Hubs being implemented following the Richards review of diagnostic services, offer 

the opportunity to provide protected elective capacity to diagnose cancer as well as a range of 

other conditions; adequate resourcing for implementation will be vital to their success. 

As the Waterfall identifies, efforts to improve early diagnosis, and ultimately cancer outcomes, 

cannot be fully realised without expanding capacity in cancer services, which can be achieved 

through a multi-year investment in the cancer workforce and key equipment at the upcoming 

2021 Comprehensive Spending Review.  

The significant workforce gaps and lack of capacity in cancer services set out earlier in this paper 

have contributed to the slow progress against Long Term Plan implementation and more broadly 

improvements in cancer outcomes. An important example of the barrier to cancer transformation 

that workforce shortages and lack of diagnostic capacity creates can be found in bowel screening 

optimisation. As set out above, the LTP intends to increase the sensitivity of the faecal immunology 

test (FIT) for bowel screening, and increase the age range so that people are invited to bowel 

screening from the age of 50 to 74. However, due to shortages in the endoscopy workforce, FIT 

screening for bowel cancer had to be introduced in England at a less sensitive level than in Scotland. 
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This means that more than 1,000 cancers and nearly 7,000 potentially pre-cancerous growths might 

be missed every year, compared to if England use the same sensitivity as used in Scotland.46 Though 

age extension in England has now begun, we anticipate it will be a number of years before the 

ambition to reduce the starting age to 50 will be achieved as the NHS balances demand and service 

capacity. 

Accelerating progress towards world beating cancer outcomes through innovation 

The Waterfall also makes clear that though interventions set out in the LTP will support significant 

progress if fully implemented, there remains a significant gap between what is set out and the 

ambition which it seeks to achieve. This demands we must go further and faster – which can only be 

delivered through an acceleration of progress in cancer research. If efforts are made to better 

embed research within the NHS, and ensure the NHS has the capability and capacity to implement 

new technologies and interventions, innovation will play an important role in bridging the gap to 

the LTP early diagnosis target. 

A paradigm shift is needed in our ability to accurately detect and diagnose cancer at earlier stages. 

There are many gains to be won and promising areas of research, such as better understanding the 

biology of early cancer, research into screening and diagnosis, investigating earlier referral and data 

science for early detection and diagnosis. However, significant barriers remain to unlocking the full 

potential of early detection and diagnosis (ED&D) research, with a number of critical improvements 

required: 

• Improved and increased use of data. This will help identify those at most risk and is an area in 

which the UK could be a world leader – but there needs to be a significant boost in investment 

to accelerate robust collection, interoperability and access to patient data. This must go hand-in-

hand with a much stronger focus on, and investment in, meaningful and ongoing public 

engagement and involvement activities. 

 

• Address the lack of clarity in regulatory and adoption pathways - there is no current mandate 

for adoption of tests approved by NICE and no clear threshold of performance to be achieved by 

tests in development. This has also contributed to a chronic under-prioritisation and therefore 

under-funding by both private and public sectors, linked to a historic undervaluing of ED&D 

technologies by the healthcare system leading to a market failure.    

 

• The NHS is also built to treat symptomatic patients and limited capacity is already under 

pressure. It is under-staffed and under-trained to deliver effective ED&D approaches; workforce 

bottlenecks will be exacerbated as new ED&D tools come online; and there is insufficient NHS 

budget dedicated to implementation of ED&D. Moreover, though new technologies will play an 

important role in cancer transformation, it is also important to recognise that innovations in 

clinical practice and service delivery – such as the Community Diagnostic Hub model – can also 

play an important role not only in service improvement but also in supporting research in the 

NHS. Ensuring sufficient capacity in terms of workforce and kit to fully implement innovative 

service models as well as trial and roll out new technologies and interventions is also vital.  

Fundamental to expanding capacity for clinical research in the NHS is creating time for research for 

all healthcare professionals. However, for many staff, research is presented as an over-bearing add 
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on, despite studies showing participation in research improves staff retention and morale.47 This 

weak research culture has made research inaccessible for many NHS professions, particularly nurses, 

midwives, and Allied Health Professionals (AHPs). Research commissioned by Cancer Research UK 

found that a range of barriers exist preventing clinical staff from engaging in research, including staff 

overburden with clinical duties, regional disparities in research investment and barriers to research 

for some professions, and a fundamental and pervasive cultural barrier that perceives research as 

valuable but burdensome.48 To tackle these barriers, research must be embedded in career 

pathways and organisational culture, along with improving accessibility and protecting time for all 

health service staff to support research, no matter their profession or organisation. 

It is important to recognise that it will take some time to fully understand the contribution that 

innovative technologies will make to efforts to improve early diagnosis. Therefore, robust trials and 

evaluation must be built in to assess new interventions, and equal access for all promising 

approaches and technologies must also be ensured, so that no opportunities are missed. CRUK will 

continue to assess the early detection and diagnosis landscape, and will update our assessments in 

the Waterfall accordingly.  

Nevertheless, though many EDD technologies and interventions will not offer their full value in the 

short term, there are still clear benefits to research participation for cancer patients. Evidence 

suggests that clinical research activity is a driver for high quality cancer care, with better outcomes 

for patients today who are treated in research-intensive hospitals.49 Therefore, there are gains 

beyond advancing research progress to ensuring research is better embedded within the NHS and to 

ensuring the NHS has the capability and capacity to conduct research. 

The LTP commits to extending the use of molecular diagnostics and routinely offering genomic 

testing to all people with cancer for whom it would be of clinical benefit. The Genome UK 2021-22 

implementation further emphasises the LTP ambition that by 2023 over 100,000 people a year can 

access whole genome sequencing. These commitments are welcome and with the combination of 

the UK’s excellent genomic scientific capabilities and the establishment of the Genomic Medicine 

Service, there is an opportunity to improve cancer outcomes for patients across England while future 

proofing the health service by improving the ability to increasingly match patients with optimal 

treatments available to them. To achieve this, the Government and NHS England must ensure the 

Genomic Medicine Service has the capacity to deliver equitable and fast access to genomic tests 

and targeted medicines for cancer patients in England. 

The LTP also sets out the ambition to expand participation in research enabled by genomic testing. 

To achieve this, patients who receive genomic testing must be able to be matched with ongoing 

research and clinical trials. Furthermore, mechanisms for data sharing between the Genomic Lab 

Hubs and trial sites must be smooth and equitable across the country. This has the potential to 

improve treatment options and consequently cancer outcomes as well as benefitting clinical 

research. A key ambition of the Genomic Medicine Service is to support genomic research. This will 

require a clear process which should provide clarity on issues such as data sharing, workforce and 

staff capacity, patient consent, and timelines. 

 

 



16                       

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 Matt Sample (Health Policy Manager) – 

Matt.Sample@cancer.org.uk  
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