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Summary

Cancer affects 1 in 2 people in the UK and incidence is set to increase. The UK NHS is facing
major workforce deficits and cancer services have struggled to recover after the COVID-19
pandemic, with waiting times for cancer care being the worst on record. There are
significant and widening disparities across the country and survival rates remain
unacceptably poor for many cancers. This is at a time when cancer care has become
increasingly complex, specialised, and expensive. The current crisis has deep historic roots
and to be reversed, the scale of the challenge has to be acknowledged and a fundamental
re-set is needed. The loss of a dedicated National Cancer Control Plan in England & Wales,
poor operationalisation of plans elsewhere in the UK and the closure of the National Cancer
Research Institute have all added to a sense of strategic misdirection. The UK finds itself at a
crossroads, where the political decisions of governments, the cancer community and
research funders will determine whether we can, together, achieve equitable, affordable
and high-quality cancer care for patients to improve our outcomes to amongst the best in
the world. In this policy analysis we describe the challenges and opportunities that are
needed to develop radical, yet sustainable, plans which are comprehensive, evidence based,
integrated, patient focused, and affordable.

Foreground

Cancer is one of the UK’s greatest societal challenges. In just over a decade, the UK will have
to care for 457,000-564,000 new cancer patients annually (a 30% increase), with annual
cancer mortality projected to be 174,000-234,000, and nearly 4 million people living with
cancer?.

Today’s crisis in UK cancer care, patient experiences and outcomes has deep historic roots.
During the 1990’s, UK cancer performance was poor?. By early 2000’s, a radical political
change created the first dedicated NHS Cancer Plan. This sustained focus on
multidisciplinary, faster cancer diagnosis and treatment with integrated research led to
better population outcomes, albeit unevenly®. However, from 2010, a combination of
reduced accountability, siloed “arms-length” bodies, a market-orientated NHS, and
significant reductions in health funding eroded NHS services and cancer care*>. Whilst some
funding was directed towards cancer from 2010 onwards® overall UK healthcare indicators
were consistently in the bottom third compared to other OECD countries’. Cancer pathways
from community to hospital settings entered the COVID-19 pandemic severely weakened.

COVID-19 and measures to control it had major impacts on UK cancer services®®, which will
persist'® despite efforts to ensure continuation of care!!. In the immediate aftermath of the
pandemic, the UK was under serious pressure with backlogs, long waiting times, and major
workforce deficits. Ad hoc solutions such as ‘shopping around’ failed to address these
fundamental issues'?. The House of Commons Health and Social Care Committee report
(March 2022) pulled no punches, describing unacceptable variation in care and outcomes,
together with inadequate progress on workforce planning®3.

Absorption of a dedicated national cancer control plan (NCCP) into a Major Conditions
Strategy in England and Wales#, coupled with the recent closure of the National Cancer
Research Institute(NCRI)!>, as well as the creation of new NHS organisations (Integrated
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Care Systems) signal a watershed moment for UK cancer?!®. Loss of a dedicated NCCP,
coupled with low public spending on health!” has been a major miss-step at a time of rapid
change and complexity in cancer care as well as counter to international consensus.*®

In this health policy analysis, a broad range of senior clinical cancer experts articulate their
long-term collective vision for UK cancer policy to improve outcomes and provide a service
“fit-for-the-future”. One that puts patients first, is led by health service professionals, is
research active as well as accountable, affordable, and equitable.

Workforce Planning

The UK has shortages in almost every staff group who treat people with cancer, from
diagnostics through treatment to end-of-life care'®23, Chronic underinvestment and lack of
workforce planning are being compounded by increased service demands. As treatments
become more complex, workforce requirements are accelerating faster. Clinical complexity
of patients is also increasing as the population ages. Staff shortages increase workforce
stress and burnout, leading to more people leaving the workforce. Those remaining spend
more time coping with service demands and less time innovating or leading services.
Workforce gaps occur in an unplanned fashion, exacerbating regional and socioeconomic
care inequalities.

In the short-to-medium term, renewed focus on enabling the workforce to perform to the
best of their ability is required, as well as recruitment and retention strategies. Integrated,
modern IT systems and better administrative support will improve efficiency. Remote
working can enable staff to manage patients across traditional boundaries, particularly if
there are inequalities in provision; local governance arrangements need to facilitate rather
than prohibit this. Changes to culture and use of technology is needed to facilitate flexible
working where needed. We urgently need to embed more time and resource for leadership,
teaching and service development and find ways to compensate for the reduction in clinical
time.

The broad recruitment targets in the NHS Long Term Workforce Plan?* are welcome, but
must be translated into ambitious but necessary specific increases in cancer workforce that
the Health Education England Cancer Workforce Plan evidenced in 2017%°. Ethical overseas
recruitment needs to be supported and streamlined so that people with the required skills
can move to the UK and participate in earn, learn and return schemes. We need a better
understanding of why people are leaving the workforce and how we could change this.
Improving pay will be part of the solution, but we must also improve working conditions,
with renewed focus on time for professional development, more options for flexible
working and adjustment of clinical roles as people approach retirement age?®.

Long-term workforce planning must consider the skills that a future workforce will need,
such as genomics literacy to realise the benefits of testing and targeted therapies, and an
understanding of how to implement digital technologies to improve decision-making?’.
Investment in proven technologies like artificial intelligence (Al), including time to train
existing staff and develop new roles, is required to ensure their promise is realised?®. We
need to challenge traditional role boundaries and training routes and embrace skill mix so
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that more people work at the top of their licence; this will require development of new
practitioner roles to backfill tasks and time for training and doing so in a way which does not
overreach and avoids de-professionalisation. Competency-based training needs to be
flexible so staff acquire new skills when they wish to acknowledging life commitments which
prevent linear career progression.?®. Generalist skills are also needed to ensure new cancer
detection approaches are accessible and that treatments are delivered optimally to an aging
population with comorbidities. We need to plan for a modern workforce that will work less
than full time and have portfolio careers that change over their working lives.

Prevention, Early Detection, Primary Care and & Screening

Prevention, early detection, and screening are core to cancer control. Public health
measures to reduce smoking have been successful, indeed the UK has one of the most
comprehensive tobacco control approaches in the world,3® but much remains to be done
there remains significant issues with, for example, funding of smoking cessati90on services
and the impact of vaping. Preventable factors such as high alcohol intake and obesity are
now emerging as a major drivers of cancer incidence3!. A major improvement in health
behaviours is required, but this needs to be accompanied by public health measures to
reduce poverty, socio-economic inequalities3?, deliver better education, etc i.e. a focus on
the social determinants of cancer33.

Critical to this is public awareness and early presentation with suspicious symptoms. A
decade ago, Public Health England ran ‘Be Clear on Cancer’ campaigns; later in 2023 NHS
England (NHSE) will run the ‘Help Us, Help You’ national cancer campaign to tackle barriers
to timely presentation, including knowledge of cancer signs and symptoms. These
campaigns need to be rigorously assessed, as evidence of their effectiveness has been
ambivalent3*. Extending innovative communication partnerships with retailers, celebrity and
social media engagement may inform a national conversation but again need to be tested.

Primary care is the main setting from which suspected cancer is referred for early diagnosis.
In the UK, most cancer patients present to primary care; 67.5% first reporting symptoms in
general practice compared with 7% in emergency care and 5% in outpatients®. It is also the
setting in which most pre-symptomatic risk assessment takes place such as for smoking or
obesity. Primary care also has the added challenge of having to make the the right call in
terms of referral for suspected cancer. For example, only 2.4% of patients presenting to
their GP with haemoptysis are subsequently found to have lung cancer3®. The NHS has set a
target of increasing early diagnosis at Stages 1 and 2 to 75% of cases by 2028. This will not
be achievable with piece-meal approaches and tunnel vision that technology will solve the
problem3’. Primary care networks of triage and referral need to be made more efficient3®
coupled to more primary care resourcing® and downstream diagnostic technologies.
Furthermore, the impact of infrastructure changes e.g., community diagnostic centres need
to be carefully and critically evaluated. Better integration between primary, diagnostic and
onward care is needed.

The COVID-19 pandemic dramatically reduced cancer screening. More than 1 million breast
cancer screens were missed or delayed in England in 2020-2021, with significant impact on
mortality*°. Screening service reduction disproportionately impacted already vulnerable
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populations, causing a worsening of inequalities *1. Screening services recovery needs
urgent improving. The UK needs to focus on supporting new screening programs e.g. low
dose CT lung cancer screening,*? not only in England but across the UK. Other approaches to
screening of high-risk groups are emerging, such as multi-factorial cancer risk assessment
including polygenic risk scores, and multi-cancer early detection tests** which may improve
early detection and/or screening. However, these all need rigorous and critical evaluation to
ensure their cost-effectiveness and ability to close the inequalities divide.

Supportive Care and Survivorship

A large proportion of cancer patients, (110,000 in England alone), will have treatable but
non-curable disease 4*. Genomic advances have facilitated highly-targeted therapies, but
these ‘precision’ approaches don’t address people’s wider needs/priorities. Conversations
about those needs are at the heart of ‘personalised care’. Delivering high-quality
personalised care is a stated aim for the NHS, but is threatened when a workforce is deeply
siloed due to increasingly specialisation®>. UK cancer systems must enable dialogue about
holistic needs and navigation towards services that meet those needs. “What is important
for you” needs establishing from the outset”. Economic impacts of care are also critical; the
NHS must protect the most vulnerable for their travel, prescriptions etc. Prioritising proven
interventions like personalised care and support planning remain crucial. In some parts of
the UK where systems are more integrated, holistic needs assessments are already being
mainstreamed?®,

Psychosocial and physical recovery from cancer therapies requires investment in
rehabilitation and recognition that many problems may be mitigated by being addressed
before therapy starts. Prehabilitation reduces perioperative complications in major cancer
surgery and gives better functional outcomes in non-surgical oncology*’. Appropriately
constituted prehabilitation services offer the triple benefits of personal empowerment,
physical and psychological resilience and improved long-term health*®.

Cancer doesn’t occur in a clinical vacuum. Nearly two-thirds of cancer survivors in the UK
are >65 years old; ~40% will have at least one other long-term condition*. Multimorbidity
requires generalist medical input into specialist management. Overlapping domains of co-
existent diseases underpin the concept of ‘cluster medicine’>°. Arguably the most urgent
cluster to address in cancer is co-existence of frailty and a cancer diagnosis. Cancer services
need to assess this to avoid under-treatment of those with reversible frailty syndromes and
overtreatment of others.

Palliative Care (282 words)

Integrated Care Boards in England have a statutory duty to those with “progressive illness or
those nearing end-of-life; to receive the care and support they need to live and to die
well”>1. High-quality palliative care services in both hospitals and community are key, but
these skills must be supported by documented conversations exploring a patient’s
expectations and wishes. Healthcare staff need appropriate psychosocial skills-training to
discuss a patient’s advance and anticipatory care planning. Honest discussions permit
informed decisions on continuing/stopping treatment. These conversations should also
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cover holistic needs - emotional, practical, financial, and spiritual. Historical precedent
means that hospice services funding rely on charitable funding; in 2023, costs for the
hospice sector rose by £100m>2. Whilst there is ongoing debate about funding hospice
services, it remains an anomaly that this is the only part of our health continuum not fully
funded within the NHS.

Despite repeated surveys showing that for most citizens their preferred place of death is
their home, more than 44% of people still die in hospital®. People living with cancer who
require emergency admission to hospital have a very high risk of dying within 12 months,
yet less than a third of acutely unwell cancer patients admitted to hospital had a recorded
discussion about treatment escalation®*. Acute presentations need to prompt advanced
planning conversations. Expansion to acute oncology services may facilitate these changes,
but recognition of the issue is a responsibility for all healthcare professionals.

When advance care plans are in place, they are often not shared between teams. High-
quality palliative care requires 24/7 access and linkage between multiple agencies including
pharmacy, emergency services and nursing. To facilitate this, better access to digital patient
records across services is needed.

Radiotherapy

Radiotherapy is required in around 50% of cancer patients, delivering 40% of cancer cures as
well as significant palliation °°. As one of the most cost-effective treatments, radiotherapy
benefits from continuous advances in technology®®. Gains from this innovation require
workforce planning, infrastructure and national implementation pathways®®. Issues of
access need to consider whether increasing specialisation and centralisation for some
modalities is required>’. A wide range of issues are currently impacting UK radiotherapy®®:

- increasing number of patients with advanced cancer and cases with increased
complexities®® e.g. oligometastatic disease

- delivering advanced technology, but with few clear pathways to implementation, unlike
SACT

- increasing complexity of decision-making around different radiation techniques (IMRT,
SBRT, brachytherapy, protons, molecular radiotherapy) and integrating surgery, SACT, tissue
and imaging biomarkers>®

- lower investment in radiotherapy delivery and research from healthcare systems
compared to SACT

- managing post-radiotherapy survivorship®® and commitment to high quality care.

Radiotherapy covers a wide range of different techniques. Sixty NHS centres deliver external
beam radiotherapy using linear accelerators (Linacs) and two proton-beam facilities treat
children as well as delivering clinical research. Brachytherapy is also used in a number of
NHS trusts. With precision radiotherapy and long term survivorship, re-irradiation will
become increasingly important, but requires expertise, flexibility and resources. Over the
past fifty years, the UK has been at the forefront of delivering and implementing innovative
practice-changing trials in radiotherapy®! achieved through a networked, national
approach.
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However, radiotherapy has been the Cinderella of cancer treatment in both investment
priority and visibility;®? reflected in much lower access rates than international standards
outline. Solutions need to focus on properly funded procurement pathway. This includes
new radiotherapy machines to meet present demand, machines to replace those that have
already reached their life span, but also machines that will be needed in 5 years. This would
critically consider where this infrastructure will be sited, hospital capacity (for new bunkers
or de novo hospitals) and what workforce is required. This is complex and requires
significant capital investment as well as long range planning®3.

Delivery of high-quality radiotherapy requires multi-disciplinary collaboration with clinical
scientists, allied health professionals to provide optimal patient care and solutions for
workforce gaps . It also requires a UK-wide radiotherapy outcomes-reporting
programme®. Advances with hypofractionation including stereotactic body radiotherapy
reduces burden on patients and departments, and the UK must continue to lead
design/delivery in this area. Here the work of the NIHR funded RTTQA group is vital and
must be supported. Telehealth and virtual technology could help maintain oversight of
patients, especially with long-term survivorship. Al®® will eventually be able help automate
radiotherapy processes such as contouring treatment volumes, optimising planning and
workflow efficiencies.

In a “10 year Vision for Radiotherapy in the UK”®’ improving patient outcomes based on
emerging international consensus on essentials in radiotherapy national planning
(Resources | GCR (globalradiotherapy.org) is articulated through a sustainable interlinked
UK radiotherapy service, embracing cloud-based connectivity, and an expansion of a skilled
multidisciplinary workforce. However, a considered approach to investment needs to be
made using value-based frameworks®® which will ensure quicker access to technology that
delivers clinically meaningful benefit.

Systemic Therapy

Systemic anticancer therapy (SACT) has rapidly expanded over the last decade with now
around 2,800 regimens for adult and childhood cancers. The UK now faces a number of
challenges in SACT delivery due to :

- increasing number of patients with advanced cancer® and cases with increased
complexities.

- on-boarding treatments into routine use via multiple routes including Cancer Drugs Fund
(CDF), Early Access to Medicines Scheme (EAMEs) and pharma access schemes’! as well as
faster regulatory approvals’2.

- increasing complexity of decision-making around SACT, integrating genetic, genomic and
additional tumour immunohistochemistry testing”3 7.

- increases in SACT lines available for advanced disease and increased time on treatment.
- changing nature and frequency of toxicities associated with modern SACT”>.

- The current cancer drug spend is likely unsustainable and a national conversation is also
needed particularly around regulatory authorisation and HTA’®. To ensure SACT
sustainability, the NHS needs to consider the following long term solutions are needed.
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Education and empowerment of cancer patients to take more active roles in SACT delivery
and safe monitoring is required. Group education sessions with a subject expert has a
number of advantages. Firstly, remote access is possible; Secondly, it ensures uniformity of
information, giving opportunities for patients to ask questions; Thirdly, it enables a focus on
use of supportive measures to ameliorate adverse effects. Informed consent can be part of
such group education sessions.

The predominant model for SACT delivery is hospital-centric, although treatment delivery in
the community is offered by some centres. Alternate models for safe ‘dehospitalisation’ of
SACT’778 particularly oral and subcutaneous treatments ’should be considered. Scaling this
approach requires development of ‘community oncology’ where patients could have routine
assessment, blood testing and dispensing of oral/subcutaneous SACT. Such care should be a
continuum of hospital-based care. Self-administration of subcutaneous SACT and use of
electronic Patient Reported Outcome (PROMs) for monitoring are other key elements of this
approach®81,

Currently, the NHS acts reactively to on-boarding of new SACTs. A more proactive horizon
scanning, and assessment process should be developed, planning for capacity implications
and implementation, particularly for pharmacy. SACT impact assessment scores should be
developed to quantify impact, factoring-in treatment setting, number of patients eligible,
treatment duration, visits needed and toxicities. National SACT protocols should be
harmonised at national level, complimented by education packages for healthcare
professionals and patients. In addition, the integration of several HTA approvals has
doubled the number of consultations and interactions with hospitals services. Budget
impact analyses are critical to ensuring integration of new pathways of care are adequately
resourced.

SACT innovation ‘sandpits’ should be developed to test and embed innovations with
meaningful impacts on sustaining SACT, as well as planning for future innovation. Such an
approach may also be useful for radiotherapy. For sustainable, affordable SACT delivery,
NCCPs must address increasing number of patients and treatments. A multi-faceted
approach, involving the patient, improving SACT planning and on-boarding, as well as
evolving oncology care outside of hospital and ensuring the mainstreaming of impactful
innovation will be key.

Surgery

Surgical excision is the mainstay of treatment for many solid tumours, as well as being a
major modality for palliation. Nine million cancer operations are performed annually
worldwide; the need for cancer surgery is likely to increase to nearly 14 million operations
by 204082, The UK though faces a range of challenges to sustainable surgical oncology
services:

- adapting to a shift from “surgery first” to an “optimal time for surgery” within the
multidisciplinary delivery of cancer care®3



Health Policy Paper for Lancet Oncology

- reducing unwarranted variation in cancer outcomes through implementing and
embedding evidence-based changes in surgical timing and techniques in national
cancer programmes®*

- effective assessment and evaluation, including cost effectiveness, of new techniques
and adjuncts (Al, augmented reality, remote operating) in cancer surgery within the
principles of the IDEAL Collaboration®

- national adoption of best practice in pre-optimisation to minimise perioperative
morbidity with tagetted programmes to encourage exercise, weight loss, and
smoking cessation et al

- impact on services with greater patients numbers due to earlier detection

Positioning of surgery within the multidisciplinary management of cancer has evolved
considerably in recent years, with the rise of neoadjuvant and adjuvant therapies; surgery is
no longer necessarily the first line treatment for many cancer types. The culture of surgery
has also evolved with changing workforce patterns. Technological advances have seen the
rise of minimally-invasive approaches, including radiological interventions and ablative
therapy as well as endoscopic, laparoscopic and robotic innovations, and specialised
interventions resulting in quicker recovery times and less scarring, without impacting cancer
outcomes. Al, augmented and virtual reality, image-guided interventions and remote
operating systems offer tantalising opportunities going forward. However, there is a
difference between what is possible and what has an evidence base for implimentation.

Ensuring sufficient capacity to allow treatment to be given on time is needed. Surgical
cancer hubs need to be prioritised as well as the balance between specialised and general
cancer surgical services. Incremental gains in preoptimization and enhanced recovery
programmes are needed. The concept of the multidisciplinary perioperative team facilitates
shared decision-making avoids unnecessary risk to patients and futile procedures®®. Big data
and genomic approaches may provide the opportunity for decision-aids to assist the patient
and clinician in personalised surgical care. Risks of surgery can be reduced with preoperative
programmes to promote exercise, weight loss, and smoking cessation, coupled with
optimisation of comorbidities and correction of anaemia. The surgical mindset has also
evolved, with emphasis on outcomes other than mortality, particularly reducing re-
admission and re-operation rates.

Surgery has a key role in palliation of symptoms, management of oncological treatment
complications, treatment of metastatic, and oligometastatic disease as well as timely
surgical intervention and potential salvage surgery. Surgical delivery of emerging stem-cell
therapies may yet offer reconstructive options after cancer resection. Training the next
generation of surgeons will need to accommodate the growing evolution of cancer surgery
alongside knowledge of a range of other disciplines including molecular biology, genomics,
data literacy, Al, sustainable surgery, human factors etc.
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Cancer in Children and Young People

Cancers in Children and Young People (CYP) differ from cancers in adults in their biology,
aetiology, and treatment context. Up to the age of 25 years, over 4000 are diagnosed
annually in the UK and, despite overall 5-year survival rates >80%, cancer remains the
commonest cause of death from disease in under 16-year-olds. Approximately two thirds of
UK CYP survivors live with sometimes life-changing long-term consequences of their
treatment.

UK benefits from a highly-coordinated approach to childhood cancer care, focussed in 21
principal treatment centres (PTCs), delivered by specialist multi-disciplinary teams, with
some care provided closer to patients’ home in a network of Paediatric Oncology Shared
Care Units (POSCUs). The situation for teenagers/young adults (TYA; 16-25 years) is more
complex, with a mixture of designated TYA PTCs and cancer care for some 19-25-year-olds
delivered within adult cancer services. The multi-stakeholder Children’s and Young People’s
Cancer Clinical Reference Group has published excellent service specifications for specialist
cancer services for children and TYA &,

Despite this benchmarking, inequalities persist, with variability in levels of resourcing -
workforce for psychosocial support, physical rehabilitation, and notably support for long-
term follow-up care, including transition from paediatric to adult services. Resourcing
paediatric and TYA PTCs to meet these well-defined standards would ensure national equity
for CYP patients.

CYP cancer treatment is characterised by high participation in clinical trials. At least two
thirds of childhood cancer patients participate in a clinical trial at diagnosis. Trials commonly
include tissue collections, supporting translational science. TYA trial recruitment lags
behind, due to combination of lack of trials and poor consideration of specific needs of this
age group®. Bottlenecks to UK trial delivery, described in the 2023 Independent Report to
UK Government, are equally applicable to trials that are pivotal to CYP cancer care;
extrapolation of recommendations to non-commercial trials is urgently needed.

CYP cancer drug development is a major area of unmet need, due to limited market value
for drugs developed for these rare cancers®. Although UK collaborates in International
multi-stakeholder initiatives to increase CYP drug development trials, °° it can struggle to
open trials. Our departure from the EU has added new bureaucratic complexity, cost and
further delays to UK trial delivery.

In January 2023, Young Lives vs Cancer and the Children Cancer and Leukaemia Group
published a UK CYP 10-year Cancer Plan with recommendations/roadmap to improve CYP
outcomes and patient experience. Implementation of this plan by UK Government would
ensure UK CYP care and research remained the best in the world.

International Partnerships

International collaboration and partnerships are key to better research and enhanced
patient outcomes. UK cancer has a long history of partnerships with a range of global
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organisations and countries, particularly the EU and USA®L. The UK community also
influences professional and practice guidelines through our partnerships with European
Society for Radiotherapy, European Society of Medical Oncology and European Cancer
Organisation. Research partnerships, for example with EORTC and the NCI are crucial to the
globalisation of UK’s research impact.

Arguably the UK'’s strongest suit is its ability to run large practice-changing randomised
clinical trials (RCTs) - It has been world-leading in its ability to develop international RCTs in
areas such as hypofractionated radiotherapy for breast®? and prostate cancer®3. The UK
continues to be uniquely placed to deliver large RCTs, for example evaluating the
Cytosponge-TFF3 testing for diagnosis of treatable oesophageal dysplasia and early cancer®,
and proton beam therapy®. These have been challenging to undertake in different health
economic settings, but require ongoing prioritisation at government level to sustain the
necessary infrastructure.

An ongoing opportunity for the UK to impact meaningfully on European cancer care and
research is through involvement in the EU’s Cancer Mission and the related Europe Beating
Cancer Plan. The EU Cancer Mission seeks to revolutionise cancer research, prevention,
diagnosis and treatment by leveraging cutting-edge technologies and collaborative research.
The UK can contribute its world-renowned infrastructure and innovative expertise, but this
is currently compromised by Brexit. Ensuring that UK researchers continue to collaborate
with European colleagues as part of Horizon Europe-funded research programmes is critical
to the UK’s commitment to remaining a key player in the European cancer research
landscape®®.

Beyond Europe, the UK’s impact requires ongoing international partnership. The UK
contributes via the World Health Organisation (WHQO), particularly IARC, to global health
initiatives that improve access to healthcare services and promote health equity, sharing
best practices in cancer prevention, contributing to global guidelines, sharing research data
to inform global strategies for cancer control. More than a dozen UK-led Lancet and Lancet
Oncology Commissions have outlined strategies for improving multiple aspects of cancer
care and research globally from imaging®’ to surgery®®. The UK remains a key partner in
reducing global inequities in cancer care, underpinned by funding via the UK government’s
Research and Innovation Fund. The UK Global Cancer Network aims to collate and direct
the vast array of collaborations between UK research teams and international counterparts
in academia and industry that seek to improve cancer care in LMICs®.

Devolved Nations: Delivering Equity

The COVID pandemic had a profound effect on cancer services and patients across all
Devolved Nations'®. A pan-UK study first highlighted the impact of the pandemic on cancer
diagnosis and cancer treatment in the UK!%!, where progress in outcomes for certain
cancers may have been set back by over a decade'®2. Crucially, the pandemic also
highlighted the lack of resilience in cancer health systems across the UK Nations°3.

The best way to improve cancer outcomes through a systems approach is through delivery
and implementation of a NCCP. However, a recent study from the International Cancer
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Benchmarking Partnership (ICBP), revealed that the UK’s current approaches are not
working!%, The study examined the relationship between consistency of cancer policy and
improvements in five-year survival for seven cancers. For six of the seven cancers, there was
a correlation between dedicated cancer control policies and better five-year survival.

Disappointingly, all UK nations were in the bottom half of this particular league table, with
Northern Ireland conspicuously adrift, a situation not helped by it having published and
implemented only one cancer plan during the 20-year study period. If there is only one
cancer plan in a 20-year period, how can we expect to achieve the best survival for Northern
Ireland patients? And the situation is not set to improve, given England’s short-sighted
decision to forgo its NCCP in favour of a Major Condition’s Plan, an incomprehensible
decision not in the best interests of cancer patients!®. A Northern Ireland Cancer Strategy
was finally developed, but sits gathering dust, unimplemented some 18 months after it was
belatedly launched!. For Scotland, there has been a commitment to spend £100M over the
next five year as part of it’s Cancer Strategy'®’.

Cancer knows no borders; it is crucial that the 4 UK nations consider how best to address
the cancer challenge collectively, particularly in areas like early cancer diagnosis, including
screening (see above) cancer inequalities and cancer survivorship, where common UK-wide
solutions may exist. Bringing together the best minds and expertise from across the four UK
nations with comparable data and turning those data into intelligence in a manner akin to
our highly successful pan-UK COVID studies, will help deliver true UK cancer control
equity!®. Certain challenges will be unique to particular jurisdictions, but working together
more closely than currently will deliver a roadmap addressing both common and distinct
challenges that the UK faces, underpinning the achievement of best outcomes for cancer
patients across the four nations.

Services & Systems

Strengthening UK health policy, systems and services (HPSR) will be critical for fiscally-
sustainable improvements in cancer outcomes over the next decade!®®. Health systems
fund, organize and deliver cancer care; the wider societal context within which they are
embedded defines when and how patients present with cancer, what treatments are
available, who gets treatment, the cost of treatment and the quality. Despite its integral
importance, cancer HPSR research represents less than 3% of UK’s cancer research 10,
Instead, the narrative is dominated by hyperbole that technological solutions alone e.g.
multi-cancer early detection tests can overcome the fundamental inequalities that pervade
our cancer system?!11,112,113,

UK cancer has an opportunity to deploy its unique integrated data intelligence platforms to
address many of issues above. These systems of data capture and linkage enable
formulation of datasets that include information on every cancer diagnosis, all hospital
episodes and procedures, information on radiotherapy, surgery and SACT!4 as well as the
opportunity to integrate genetic testing data, GP records and patient reported outcome
measures!!>119,
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This integrated platform has provided the environment for the most robust quality
assurance program of hospital-based cancer care that exists internationally*?°. National
Cancer Audits have provided the basis for transparently and publicly reporting the structure,
processes, and outcomes of care across all NHS facilities, as well as the determinants of
variation using a clinical epidemiological approach. Whilst initially based around a portfolio
of 5 cancers, this has since expanded to 10 cancers (breast (primary and metastatic), bowel,
kidney, lung, non-hodgkin’s lymphoma; oesophago-gastric, ovarian, pancreatic, prostate) as
part of NATCAN (National Cancer Audit Collaborating Center)!?%.

Audits provide a level of transparency around variation in care across the NHS,
benchmarking best practice and highlighting outlying performance, creating the necessary
incentives to establish quality improvement 122125, They also support reimbursement and
adoption of effective innovations where these are established as drivers of improvement in
outcome and provide a pathway for a clinical intelligence network and knowledge
translation pathway!?°. Other audits have evaluated the early-phase diagnostic pathway*?°.

On the backbone of NATCAM, the UK now has the opportunity to expand these audits:
1. Geographically — integration of the devolved nations

2. Methodologically - to establish indicators of quality across all treatment modalities
(markers of recurrence/progression)'?’-12%; understand better case-mix*3%; measure
functional outcomes (using PROMs) and experience (PREMs) of care!31,132

3. Better understand the determinants of variation using a clinical-epidemiological
programme to provide vertical interventions (to target inequalities)33.

This is also an area where the UK leads the way. Europe, North America, and Australia
currently do not have the level of national systems integration. Deploying common
nomenclature for defining cohorts, treatments, and outcomes, would enable international
benchmarking using measures beyond survival to truly understand what the social,
economic, and political levers that improve cancer outcomes%4,

Research

Despite the UK having an exceptional reputation for cancer research, a range of strategic
issues create an uncertain future. Brexit!3* and the delay of the UK to re-join Horizon Europe
are having serious detrimental impacts on both the UK’s delivery of cancer research and our
standing in the global cancer community. The UK remains one of the major powerhouses of
European cancer research® and an urgent ‘reset’ with Europe is required to ensure our full
participation, not just in research programmes but the wider political cancer agenda e.g.
Europe’s Cancer Mission. This is a strategic misstep that needs urgent rectifying?3*. How the
UK positions some of its cutting-edge research, for example, in immuno-oncology also needs
reviewing, in light of the significant globally-competitive R&D space®3®.

The UK cancer research ecosystem funding is dominated by discovery science and
biopharmaceutical research?3” and technologies such as MCED and AI'38, This techno-centric
culture will not, alone, deliver the breadth of research and data intelligence needed to
ensure equitable®3®, affordable and high-quality outcomes. While the NIHR provides a
research delivery infrastructure, it needs to be more effective with a stronger clinical voice
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and integration across the devolved nations, and the new NHS reginal delivery networks.
The UKRI and NIHR also have a leadership roll in setting both national and global cancer
strategy. Research domains that need strengthening include prevention, health services
research and implementation science, amongst many others. The UK’s integrated data
science systems offer huge potential for health services research4, For example, we still
have limited understanding of how best to organize our services>”14142 We must
understand the implication of different service models on travel burden, equity in access,
outcomes and efficiency?#3144, Equally, questions remain, how to adequately resource
cancer care and how intelligence can support better patient-centred decision-making*°.
More widely, a focus on revitalising UK clinical cancer research systems post pandemic is
essential'#®. Globally, the UK has advanced its research interests with many high-income
countries, particularly the USA#, but it has seriously fallen behind in it’s obligations to
supporting cancer research with low- and middle- income countries(LMICs)**.

The recent sudden closure of the NCRI was a major blow. The strategic direction for UK
cancer cannot, and should not be set by any one organisation or sector. Co-ordinated
horizon scanning, joint funding, global research partnerships, including with LMICs,
independent strategic analysis and challenge must be at the heart of a new and more
effective pan-UK National Cancer Research Institute coordinating a future integrated UK-
wide cancer research strategy integrating study development and delivery and recognising
the central importance of clinical research, grounded in national and global reality42.

Lastly, responsible adoption of technology (value-based healthcare) requires evidence
development in managed environments i.e. specific research hubs that can undertake, at
pace, implementation science coupled and the required political economic analysis to test
and the scale up new technologies to deliver faster and more equitable access#°.

Cancer across the UK: a ten-point plan

Crises force commonality of purpose. The UK finds itself at a crossroads, where the
collective political decisions of devolved governments, research funders and the wider
cancer community, including patient and professional organisations, will determine whether
we can, together, achieve equitable, affordable and high-quality care, research, workforce
and patient outcomes that are commensurate with our wealth, and position us amongst the
best in the world. Much will depend on how the wider NHS systems perform and to what
degree public spend on health is radically improved. Such are the issues facing the NHS that
a Royal Commission may be needed.

The proeceding sections articulate a wide range of interlocking issues facing cancer care,
research, and training. The macro-pressures of the post pandemic, post Brexit environment,
create their own impact through the social determinants of cancer; poverty, social isolation,
etc irrespective of how good the care is that we deliver'®°. The staggering cancer workforce
deficits stand “front-and-centre” as the most critical issue. More broadly, a reset is also
needed on the wider culture around clinical disempowerment, as well as the need to have
honest societal dialogue around what really matters for better outcomes in the face of finite
health budgets. The loss of both a dedicated NCCP and the NCRI are retrograde steps'>?.
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Fragmentation is a growing problem, between devolved nations, between primary and
secondary care, between commissioning bodies and between cancer centres. Managing
greater complexity - patient comorbidities, expansions of subtypes of cancer, multi-modal
treatment, in an affordable way requires much better intelligence-driven service and
systems policies, for example the creation of NATCAN offers the opportunity to deliver this.
Whilst new technology is essential, a much more critical approach is needed to determine
their true value. There is an emerging understanding of the political economy of cancer and
its importance to ensure equitable and efficient cancer care, e.g. Health Technology
Assessment (HTA), commissioning and reimbursement systems, and pharmaceutical
regulation. But regulatory and public policy is currently at odds with delivering value-based
healthcare®?. All new interventions should deliver clinically-meaningful benefit and more
cost-effective pathways and models of care need re-evaluation.

Research is a key driver of better care and is no longer a luxury, but a necessity. However,
the UK research ecosystem remains too focused on basic cancer biology and,
biopharmacuetical and other commercially-driven technologies for it to deliver the breadth
of insights that patients and systems need. An urgent cancer research reset is also required.
The scale of the problem should not be underestimated; good news stories should not cloud
the challenges or reality.

Cancer care has become increasingly complex, specialised, and expensive. The UK must
acknowledge the enormity of the challenge and opportunities and develop radical but
sustainable plans which are comprehensive, evidence based, responsive, patient-outcome
focused, equitable and deliver value for money, and which not only recovers from the
disruption following the pandemic, but which provides the world-class service which UK
patients deserve.

Insert Box: Ten-point plan

1. Create and properly fund a dedicated UK-wide National Cancer Control Plans
(NCCP) through an integrated Devolved government consultation.Within NCCP
specific consideration needs to be given to challenges and solutions that are unique
to domain specific therapies and disease entitities e.g. childhood cancers,
radiotherapy, surgery, systemic anti-cancer therapies etc

2. Re-establish a strengthened National Cancer Research Institute focused on
providing a balanced needs-led research strategy, e.g. services and systems,
childhood cancers, surgery & radiotherapy etc.

3. Deliver on NHS Long Term Workforce Plan with fair pay and better working
environments coupled to a rethink on future cancer workforce skill sets.

4. Significantly strengthen diagnostic pathways to achieve target of 75% of cases
diagnosed at stage 1 or 2 by 2028 through enhanced screening, pathways.

5. Properly fund a UK wide evidenced-driven prevention program particularly for
tobacco control, alcohol, and obesity

6. Integrate hospice care within the NHS and expand palliative care in both secondary
and primary care and increase support for psychosocial and survivorship.
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7. Develop an integrated pan-UK data intelligence infrastructure to inform policy and
practise in areas of service design, including addressing inequalities, performance
assessment and quality improvement.

8. Deliver a sustainable plan for equipment and infrastructure that considers the
implications of technology integration (location, capacity, workforce).

9. Create an integrated UK wide approach — regulatory, HTA and research - to
delivering innovation across cancer services that are affordable and equitable

10. Rethink on governance, structure, and relationship of advice to Government and
NSHE for cancer care and cancer research strategy and delivery. Reinstate the role of
the independent Cancer Leadership with authority to drive through changes
alongside an office of support to liaise between government and the NHS to provide
robust independent oversight.
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INFOGRAPHIC DATA

Children with cancer:

4,200 children and young people (0-24 years) are diagnosed with cancer every year in the
UK. Approx 1900 diagnosed <16 years

>8 out of 10 survive. There are now over 40,000 survivors of childhood cancer in the UK.

Systemic Anti-Cancer Therapies:

NICE have undertaken 431 technology appraisals on cancer drugs that have resulted in
501 individual recommendations on cancer drugs. Since 2000 have recommended 211, 54
are on CDF, nine only to be available for research and 86 rejected

(each appraisal can have 1 or more recommendation and can contain more than 1 type of
recommendation)

As 31 Aug 2023 there are 2,800 regimens in use by NHS

Surgery:
80% of all cancers need some form of surgical invervention be it curative or palliative.

The need for surgery in adult cancers varies from 20% (bone cancer) to over 80% for cancers
urological and breast cancers
Cancer surgery covers over 277 distinct procedures across six levels of complexity



