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The COVID-19 pandemic has affected every aspect 
of daily life, including access to lifesaving screening 
programmes, diagnostics, and care. Across the 
EU, several health-care systems, stretched and 
understaffed even at the best of times, halted services 
and reallocated resources and staff to manage 
the influx of patients with COVID-19.1 Since the 
onset of the pandemic, COVID-19 incidence and 
mortality metrics have been readily available in 
most countries. However, it is harder to appreciate 
the number of individuals who could not access 
screening programmes, faced delays in diagnosis, 
and encountered barriers to appropriate care within 
the EU. If, on one hand, some measured success 
in providing COVID-19-related care was reached, 
on the other hand, it must be acknowledged that 
care for one disease cannot be at the cost of other 
conditions, including cancer. The indirect effects of the 
pandemic are likely to persist for some time, and truly 
understanding the long-term effects on those living 
with (or at risk of) cancer and on the delivery of quality 
cancer services might take several years.

Early and accurate diagnosis of cancer is key 
to improving outcomes. In the EU, the Council 
Recommendation on cancer screening includes 

breast, cervical, and colorectal cancer;2 and yet, many 
European citizens who fit the eligibility criteria for 
these programmes have no access to screening or 
choose not to attend.3 The pandemic has compounded 
these issues because many countries stopped 
screening services, and in some regions participants 
were worried about attending appointments due to 
potential virus exposure. However, these issues are 
not solely confined to screening programmes. Given 
the pressures experienced in primary and tertiary 
care, those with symptoms of other cancers were 
less likely to present for investigation due to barriers 
such as hesitancy around COVID-19 and difficulties in 
accessing consultations. Citizens might have felt that 
their concerns were of little importance, given that 
health messaging consistently prioritised COVID-19 
above all else. 

European data from the Time to Act Campaign has 
estimated that doctors saw 1·5 million fewer people 
with cancer in the first year of the pandemic, and 
approximately 100 million cancer screening tests 
were not done.4 Further estimates suggest that about 
1 million people could be living with a cancer that has 
not yet been diagnosed.4 Delays have been experienced 
across the continuum of care, including diagnostic 

For more on COVID-19-related 
incidence and mortality metrics 

see https://coronavirus.jhu.edu/

N
ew

 A
fri

ca
/S

hu
tt

er
st

oc
k.

co
m

of a control group. Finally, data on overall survival 
should be fully collected and analysed, especially when 
substantial differences in safety profiles exist between 
trial groups, to assess the drug’s effect on this ultimate 
safety endpoint.
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pathways and access to treatment,5 including surgery.6 
In the UK, in April, 2021, surgery waiting times were 
100-times higher than pre-pandemic,6 which for 
cancer can mean the difference between early and 
resectable tumours, or late-stage, and untreatable 
disease. 

Given the ongoing pandemic and backlog in cancer 
services, multistakeholder region specific plans 
must be formulated and implemented to reconnect 
with those at risk of cancer and those living with the 
disease. Re-engagement strategies should centre on 
clear, multifaceted, and appealing communication to 
avoid unnecessary delays in moving patients through 
the health system. Patients and prospective patients 
need information regarding what services are open 
and how to access them; guidance on timelines to 
receive care; assurance that returning to care is safe; 
telehealth support or home visits where possible; and 
expanded or relaunched cancer awareness campaigns. 
Health-care systems must ensure that they can deliver 
an appropriate standard of care at all stages of the 
post-screening and diagnosis pathway; delays will 
further deepen the public’s apathy to health care. 
Above all, transmitting the message that citizens and 
their health are important, irrespective of COVID-19 
status, is crucial. 

These plans must develop resilience within health-
care delivery and increase staffing, infrastructure, 
and resources.7 Additionally, an honest and open 
analytical approach must be taken to examine which, 
if any, changes implemented during the pandemic 
should remain as COVID-19 moves to an endemic 
phase. Given that a long interval might have elapsed 
between someone developing a symptom and the 
opportunity to engage with health care, symptom 
normalisation is likely to be currently prevalent 
across the EU. Therefore, it is essential that education 
campaigns relating to symptom awareness are 
driven at the European level without delay. Several 
initiatives have been launched, such as Time To Act, 
a multilingual, multifaceted campaign organised by 
the European Cancer Organisation, with the tagline 
“Don’t let COVID-19 stop you from tackling Cancer”,4 
and industry-supported co-created campaigns, such as 
“New Normal, Same Cancer”.8

In prioritising cancer care, those in decision-making 
roles must appreciate that not all cancers can be 
approached equally, and that no patient with cancer 
must be left behind for the sake of others. The post-
pandemic world must not further the inequalities and 
poor outcomes for some cancers that patients were 
already facing previously. In this so-called new normal, 
a person-centred approach should be implemented, 
not to return to how care was before the pandemic, 
but to build a better system than that which existed 
previously: a system that can deal with the additional 
stresses and strains of a health-care crisis while 
continuing to deliver care for all. It is essential that 
public and advocate input in re-engagement strategies 
is there from inception to ensure that such strategies 
are fit for purpose and will be effective in the real-
world environment. Treating every citizen equally—
irrespective of cancer type, socioeconomic status, or 
geographical location—as well as reminding them 
that their health worries are important and having 
a health system that is adaptable in times of crisis 
are key to re-engaging citizens with health care in a 
post-pandemic world. 
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