
It’s time to act. The NHS Long Term Plan should 

seek to optimise existing service delivery, and 

to resource additional capacity for innovation. 

Breast Cancer Now have set out our 10 

priorities for the Plan:

55,000 Reasons: 
Why the NHS Long Term Plan 
must invest in breast cancer

Every year around 55,000 people in the UK are diagnosed with 

breast cancer. At Breast Cancer Now, our vision is that if we all act 

now, by 2050, everyone who develops breast cancer will live – and 

live well. 

Whilst welcome progress has been made in breast cancer survival 

over the past 30 years, signifi cant challenges remain. The NHS 

Long Term Plan, supported by the funding settlement announced 

by the Prime Minister in June 2018, offers an opportunity to stop 

more breast cancer deaths. It’s time to act. 

Briefi ng
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Priority 1

Fund specifi c interventions to 
prevent the 23% of breast cancer 
cases that are attributable to 
lifestyle factors in England every 
year. 

Priority 2

Prevent over 1,200 breast cancer 
deaths by increasing breast 
screening uptake from the current 
decade low of 71.1% to the 80% 
standard set for breast screening 
units. 

Priority 3

Urgently invest £39 million in 
recruitment to the breast imaging 
and diagnostic workforce to 
enable breast services to cope 
with increasing demand over the 
next ten years. 

Priority 4

Adopt new technologies, such 
as tomosynthesis and Artifi cial 
Intelligence, into the breast 
screening and symptomatic 
services as soon as proven 
effective.  

Priority 5

Transform breast screening 
to risk stratifi ed screening to 
spearhead the prevention and 
earlier diagnosis of breast cancer 
over the next ten years based on 
evidence as it emerges. 

Priority 6

Ensure that innovative, clinically 
effective cancer treatments 
are quickly available to NHS 
patients at a price that is fair and 
affordable, including by reviewing 
the NICE appraisal methodology.  

Priority 7

Introduce a Catalyst Fund worth 
£3 million to incentivise generic 
manufacturers to make it quicker 
and easier for patients to routinely 
access cheap, off-patent drugs 
found to be effective in new uses.  

Priority 8

Fund new Clinical Nurse Specialist 
posts to support secondary 
breast cancer patients in over 
120 Hospital Trusts without a 
dedicated post.

Priority 9 
Improve the Cancer Dashboard 
by including more detailed data 
on performance across Cancer 
Alliance geographies to identify 
inequalities within and between 
Alliances. 

Priority 10 
Provide multi-year funding for 
Cancer Alliances, to increase 
confi dence and encourage long-
term thinking to drive investment in 
innovation, including a dedicated 
fund to address pathway variation. 

It’s time to act. 

Breast Cancer Now’s 10 priorities

for the NHS Long Term Plan.

Around 55,000 people 
are diagnosed with 

breast cancer every year. 

Each of their stories 
– and those of their 

families and friends – 
represent at least 55,000 

reasons why breast 
cancer needs more 

investment.

‘I miss my 

mum every 

single day’
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We have seen much welcome progress in breast cancer 

survival as a result of advances in diagnosis and treatment. 

However, the scale of the challenge is greater than ever.  

Nearly 11,500 women and 80 
men in the UK still lose their 
lives to breast cancer each 
year.1 The failure to address the 
increasing numbers of people 
being diagnosed with the disease, 
means the number of breast 
cancer deaths could rise within 
four years, if trends continue as 
projected.²  

At the same time, there are 
signifi cant challenges in tackling 
breast cancer. In England, breast 
screening attendance is at a 
record low, waiting times vary 
widely and access to best practice
in treatment and care still depends 
on where you live. Secondary 
breast cancer – also known as 
metastatic, advanced or stage 
four breast cancer – remains 
incurable. Welcome improvements 
in treatment mean that these 
patients are living longer. But their 
needs are complex and often 
unmet.

Deaths
Could increase 
within four years

Incidence
Is projected to 
increase in 
the next decade

Waiting 

times
Still vary widely

Screening
Attendance is at 
a record low

Secondary
Patient needs 
still often unmet 

Care
Quality still 
depends on 
where you live

The NHS Long Term Plan, and the funding 

settlement that will support it, offer an 

opportunity to address these challenges and 

stop more breast cancer deaths. 

The Plan should seek to optimise existing 

service delivery and to resource additional 

capacity for innovation.

Projected breast cancer deaths

Observed breast cancer deaths
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We are missing opportunities to 
prevent breast cancer. Regularly 
drinking alcohol and being 
overweight or obese can increase 
the risk of developing breast 
cancer, while regular physical 
activity can reduce the risk. 

Research has estimated that 23% 
of breast cancers are attributable 
to lifestyle factors.5 This means 
there were approximately 10,600 
preventable cases in 2016. 

An estimated £102 million in 
treatment costs could have been 
saved in 2016 if all of these cases 
had been prevented. Based on the 

projected increase in new cases 
over the next nine years, if we 
prevented all the avoidable cases 
– over 89,000 – we could save the 
NHS in England almost £2 billion in 
this period.6 

In England, local government is 
tasked with helping people make 
positive changes to their lifestyles. 
However, public health budgets in 
2017/18 were 5% less in real terms 
than in 2013/14.7  

The NHS Long Term Plan 
should fund an integrated 
prevention agenda – working with 
Department of Health and Social 

Care and Public Health England – 
including specifi c interventions at 
‘teachable moments’, such as at 
a breast screening appointment, 
to reduce the risk of breast cancer 
developing.

We also need to ensure that all 
cases of incurable secondary 
breast cancer are being prevented 
where possible, through lifestyle 
advice at the end of primary breast 
cancer treatment and access to 
medicines that could reduce the 
risk of secondary breast cancer 
returning where appropriate.

Priority 1

Fund specifi c interventions to prevent the 23% of breast cancer 

cases that are attributable to lifestyle factors in England every year 

Projected breast cancer deaths

Observed breast cancer deaths

3

Breast cancer is the most 
common cancer in England, and 
incidence is increasing rapidly.4

‘My family may 

have to go 

through it again’
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Priority 2

Prevent over 1,200 breast cancer deaths by increasing 

breast screening uptake from the current decade low of 

71.1% to the 80% standard set for breast screening units

The number 

of women 

attending 

screening is the 

lowest it’s been 

for a decade.

Breast screening uptake is the 
lowest it has been in ten years, 
with stark variation across the 
country.8 

We estimate that we could see 
upwards of 1,200 additional 
deaths prevented per annual 
cohort of eligible women if we 
increase screening uptake to 80%9 

– the current target for individual 
breast screening units.10  

It is important, however, that 
consideration is given to over-
treatment to the one in fi ve women 
whose breast cancer is picked up 
by screening, when their cancer 
might not have caused problems 
in their lifetime.11

Priority 3

Urgently invest £39 million in recruitment to the breast imaging 

and diagnostic workforce to enable breast services to cope with 

increasing demand over the next ten years 

The breast imaging and diagnostic 
workforce is in crisis. But demand 
on the service is higher than ever, 
and increasing. Only 18% of breast 
screening units are adequately 
resourced with radiography staff in 
line with breast screening uptake 
in their area.12  

Further pressures will arise over 
the course of the Long Term Plan 
due to the age of this workforce: 
for every three breast radiologists 
that retire over the next fi ve years, 
only two are expected to replace 
them.13  This is a serious issue that 
urgently needs addressing. 

Specifi c interventions to model 
and invest in this workforce based 
on increasing patient demand are 
crucial to deliver ambitions around 
early diagnosis in breast cancer. 

Investing an estimated £39 
million in the breast imaging and 
diagnostic workforce over the next 
ten years would cover the cost of 
training to fi ll clinical radiologist 
vacancies, and to address the 
current shortfall of radiographers 
working in the screening 
programme.14    

‘Too many of 

my friends have 

died’
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Priority 5

Transforming breast screening to risk stratifi ed screening 

to spearhead the prevention and diagnosis of breast cancer 

over the next ten years, based on evidence as it emerges

Risk stratifi ed screening would 
involve measuring breast cancer 
risk based on genetic factors 
(SNPs)15, breast density and a 
lifestyle questionnaire. Women at a 
higher risk of breast cancer would 
be screened more frequently, 
with technologies which are more 
effective in these women. 

Those at a lower risk may be 
screened less frequently. The 
screening programme would also 
be used as a “teachable moment” 
to deliver lifestyle interventions for 
all women to encourage them to 
lower their risk. 

Research has shown that the 19% 
of the population who were at high 
or moderate risk of developing 
breast cancer within ten years are 
fi ve times more likely to develop a 
stage 3 or 4 breast cancer than the 
low risk group.16 

Personalising screening based 
on risk potentially offers an 
opportunity to increase the number 
of lives saved, and may also reduce 
demand on the NHS. 

If 10% of breast cancers were 
diagnosed a stage earlier, an 
estimated 290 lives could be saved 
in one year, which could represent 
a one year treatment cost saving to 
the NHS of over £14 million. 
Over fi ve years, around 1,100 
breast cancer deaths could be 
prevented.17

Signifi cant research on the 
effectiveness of a risk stratifi ed 
screening approach is underway. 
This innovative approach would be 
world-leading, but the NHS must 
be ready for it. As well as the right 
workforce and the most effective 
technology, the NHS also needs to 
be ready to communicate this new 
approach to women.

Priority 4

Adopt new technologies, such as tomosynthesis and Artifi cial 

Intelligence, into the breast screening and symptomatic services 

as soon as proven effective 

Beyond mammography, there 
are other technologies that are 
more effective at detecting breast 
cancers, such as tomosynthesis 
and ultrasound in women with 
dense breasts. 

Breast cancer is also likely to 
be an early adopter of Artifi cial 
Intelligence (AI) innovations due 
to the volume of data that is 
captured. 

AI could relieve some workforce 
pressures by reducing the 
need for “double reading” of 
mammograms, and has the 
potential to support risk stratifi ed 
screening. 

‘I want a world 

where cancers 

are spotted and 

treated early, so 

no one has to go 

through what me 

and my sister have’
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Priority 7

Introduce a Catalyst Fund worth £3 million to incentivise generic 

manufacturers to make it quicker and easier for patients to 

routinely access cheap, off-patent drugs found to be effective in 

new uses 

Patients can struggle to access 
cheap drugs that have been found 
to be effective for new uses in 
addition to those for which they 
were originally licensed.

To incentivise manufacturers 
to licence off-patent drugs for 
new uses in breast cancer and 
other conditions, and establish 

the UK as a leader in this area, a 
Catalyst Fund of £3 million should 
be established for the next fi ve 
years to cover the costs of the 
manufacturer in doing this.18 

Priority 6

Ensure that innovative, clinically effective breast cancer 

treatments are quickly available to patients on the NHS at a price 

that is fair and affordable to the NHS  

Ensuring that the best treatments 
reach patients quickly and 
consistently will be fundamental 
to fulfi lling the long-term ambition 
of the NHS to improve cancer 
outcomes.

However, issues with patients’ 
ability to access treatments 
threaten to limit this ambition. 
The current renegotiation of the 
Pharmaceutical Price Regulation 
Scheme (PPRS) provides an 
opportunity to ensure that the best 
medicines are available to patients 
at a price that is fair and affordable 
to the NHS and taxpayer. 

In particular, we want to see the 
new PPRS commit to a review of 
the NICE appraisal methodology 
to ensure that it is fi t for the 
innovative cancer treatments that 
are emerging. 

This review must specifi cally 
address the issue of combination 
treatments – a growing area of 
therapy – which often struggle to 
be deemed cost-effective as all 
the treatments in the combination 
count towards the NICE cost 
effectiveness threshold.

£

A Catalyst Fund of £3 million 

should be established to 

address the off-patent drugs 

issue.

‘I want to be a mum, 

wife and daughter 

for as long as I can’
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Priority 9

Improve the Cancer Dashboard by including more detailed data 

on performance across geographies to identify inequalities 

within and between Cancer Alliances

We estimate that more than 1,100 
lives could have been saved in 
2016 if all Clinical Commissioning 
Groups (CCGs) in England had 
reduced their mortality rates 
to match those with the lowest 
rates.20 

Data is key to addressing variation. 
There are still worrying gaps in 
data, including the number of 
people living with secondary 
breast cancer. 

Cancer Alliances must collect this 
data and have breakdowns readily 
available. This allows them to 
better identify inequalities locally 
and nationally, where they can 
improve outcomes to prevent more 
breast cancer deaths.

Priority 8

Fund new Clinical Nurse Specialist posts to support secondary breast 

cancer patients in over 120 hospital trusts without a dedicated post

Access to a named Clinical 
Nurse Specialist (CNS) or key 
worker is the biggest contributor 
to a positive patient experience. 
However, those living with 
secondary breast cancer often do 
not have access to a CNS:  only 
21% of Trusts in England have a 
dedicated CNS for secondary 
breast cancer patients,19  despite 
their needs often being much more 
complex than patients with primary 
breast cancer. 

Secondary cancers must be a 
priority as more and more patients 
with this incurable condition are 
living longer with unmet needs. 

‘It would be 

nice not to 

feel so alone’
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Priority 10

Provide multi-year funding for Cancer Alliances to increase 

confi dence and encourage long-term thinking to drive investment in 

innovation, including a dedicated fund to address pathway variation

Cancer Alliances play a key role in 
identifying and addressing local 
variation, alongside the necessary 
funding to deliver improvements. 

It is essential that the NHS Long  
Term Plan secures the future of 
Cancer Alliances beyond 2020/21 
through a continued commitment 

of at least £200 million per year, in 
line with infl ation. 

These should be multi-year 
budgets to allow Alliances to 
focus on investing in the future of 
services – including the staff and 
mechanisms to deliver genuine 
transformation. 

It is vital this is fully distributed, 
and not based on achieving 
process targets. This must also 
include a fund to specifi cally 
target improvements in areas 
with inequalities, which will allow 
sustainable investment to prevent 
more cancer cases and diagnose 
more breast cancers earlier.

If you have any questions about  

this briefi ng or would like to 

support the 55,000 Reasons 

campaign, please email 

publicaffairs@breastcancernow.org

‘I am indebted 

to the NHS’
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