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Introduction
The ongoing impact of COVID-19 on health services across Europe has in most
cases led to significant reductions in cancer screening, testing and diagnosis.
The resultant delays in diagnosis are impacting cancer treatment and survival
and are likely to do so for many years to come. Responses in individual
countries and for individual tumour groups have differed, but there are
common challenges in all countries. Some solutions go above and beyond the
obvious actions that all countries are taking, and there are examples of how
the system has reacted so far that provides the basis for further discussion
on building lasting resiliency into healthcare systems and preparing for postpandemic recovery.
This report highlights some of the approaches already being taken, as
well as suggestions for what should be done going forward. It considers
different stakeholders – from local pharmacies to national and international
organisations – and their roles, as well as multi-stakeholder collaboration and
cooperation. It aims to highlight initiatives adopted in some countries that can
be shared more widely. It is also intended to provide a platform for additional
activity during 2021 focused on specific types of cancer and expanded local,
country-specific initiatives.
This report has been developed independently by the
IQVIA Institute for Human Data Science, drawing on
a wide range of published literature and engagement
with individual stakeholders and stakeholder groups
across Europe. Their contributions to this report are
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Executive summary
The COVID-19 pandemic has had an unprecedented
impact on health systems and economies worldwide.
This report looks at how cancer screening and
diagnostic services were affected through the eyes of
key stakeholders across Europe.
The causes of reduced screenings and testing appear
to be clustered around three factors:
• Patient reticence to engage
• Reduced system capacity
• General service disruption
The impact this will have on the treatment and
prognosis for some cancer patients is significant. For
some cancers, a three-month delay to diagnosis is
predicted to result in a reduction in long-term (10-year)
survival of more than 10% in most age groups.1
While health systems have been focused on dealing
with the COVID-19 pandemic, there is increasing
concern that longer-term, cancer will become a
second pandemic, with patients presenting later with
symptoms, treatment being delayed and requiring
more intensive management, and outcomes being
severely affected. Health systems will need to adjust
to a different profile of patient going forward.
Predicting when this peak of late diagnosis will occur
is essential to enable advance planning.2 Ensuring
that these plans prioritise patients who are most at
risk is critical.
Cancer won’t wait for the pandemic to end. Our
research identified many examples of positive action
being taken, including:
• Moving non-COVID-19 care to separate hospitals
•	Changing the protocols for managing patient
groups according to need and risk
•	More effective triaging of patients using new
methods or technology
•	Public information and campaigns to encourage
reporting of suspicious symptoms
•	Awareness campaigns not only targeted at
patients, but tailored toward primary and
secondary care services on the risk of COVID-19
compared to other serious illness

•	Remote consultation with patients when
appropriate
•	Collaboration between professionals
electronically and across borders
•	Allowing primary care use of diagnostic
equipment
•	Cooperation between private and public sector
services
There are some specific challenges which will need
to be addressed going forward, including prioritising
screenings for those most at risk and overcoming
inequalities which were already inherent within
the system. With the significant increase in use
of telemedicine, digital inequalities become more
pronounced and efforts must be made to address this.
But despite this, there is much to be hopeful about.
It is not too late to turn around our response to this
challenge.
Europe’s Beating Cancer Plan, published on 3 February
2021, reflects many of the issues addressed in this
report and lays out a clear set of priorities for Europe
on the prevention, treatment and care for cancer.3 In
particular, its focus on these efforts clearly indicates
the issues which have arisen through this pandemic
are being addressed at the highest level:
•	Supporting new technologies, research and
innovation, along with the launch of the
Knowledge Centre on Cancer
•	Commitment to early detection and ensuring that
90% of the EU population who qualify for breast,
cervical and colorectal cancer screenings are
offered screenings by 2025
•	Improving access to innovative cancer diagnosis
and treatments, and the European Initiative to
Understand Cancer (UNCAN.eu), which will help
identify individuals at high risk from common
cancers
While the pandemic has brought immense challenges,
it has also enabled and encouraged collaboration
across multi-stakeholder groups, shared learning and
focus on the importance of health and health systems,
and reinvigorated a sense of common purpose
across Europe.
iqviainstitute.org | 3

Pandemic-related risks to patients
+ Cancer screening, testing and diagnosis across

Across Europe, clear evidence is emerging of the

Europe have significantly decreased as a result of

impact that disruption to cancer screening and

COVID-19

diagnosis services has had.

+ Risks to patients have increased as initiation of
treatment for patients with confirmed diagnoses
is delayed or disrupted
+ Impact on survival rates is expected to be
significant and a further consequence of the
pandemic
The ongoing impact of COVID-19 on health services
across Europe has, in almost all cases, led to significant
reductions in cancer screening, testing and diagnosis.
The resultant delays in diagnosis are already impacting
cancer treatment and survival, with later diagnosis
leading to poor prognosis, and are likely to do so for
many years to come.

“Our findings (in Belgium) indicate

that various areas in medicine were
affected, but the impact seemed
largest for cancer screening.
Healthcare professionals should
assure [patients] that consultations
related to cancer screening are
postponed instead of cancelled.”

—d
 e Pelsemaeker MC et. al.4

Although the arrival of a second and third wave of

During World Cancer Day 2021, there was further

the pandemic was widely predicted, many of those

reflection on the impact of these delays and the longer-

we interviewed felt that precious months during

term consequences. For example, the World Health

the summer of 2020 could have been used better

Organisation repeated its findings from a survey it

as the potential impact of these subsequent waves

conducted in 2020, which indicated that treatment

was underestimated or went unheeded. While some

for cancer had been disrupted in more than 40% of

services were able to resume, this was only at a greatly

countries surveyed during the pandemic.5

reduced level, as the additional burden of making
clinics ‘COVID-secure’ and the redeployment of staff
added to difficulties.

“No one was truly prepared at the

“There is good evidence (in Spain)

that the diagnosis rates are down
on what they should be and that
we will expect to see more people
being diagnosed at stage 4 and
some not even getting treatment.”

start of the pandemic and during
the summer they should have been
preparing for the next wave – but
this wasn’t done. In my view, many
lives could have been saved if this
had happened.”

The Netherlands Cancer Registry, which routinely

— Joanna Chorostowska-Wynimko, National Institute

monitors cancer incidence during the pandemic,

of Tuberculosis and Lung Diseases – Poland

—A
 lfonso Aguarón, Patient Advocate – Spain

reported declining cancer incidence rates of up to
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40% at the peak of the pandemic.6 In Slovenia, there

oesophagus, lung, liver, bladder, pancreas, stomach,

was a complete cessation of all three national cancer

larynx, and oropharynx, a three-month delay to

screening programmes as well as significant drops in

diagnosis is predicted to result in a reduction in

first oncological referrals, first outpatient visits, x-rays,

long-term (10-year) survival of more than 10% in

mammograms, and ultrasounds.

most age groups.1

The Spanish Society of Cardiology warned about

The Spanish Group for Lung Cancer estimated that

the reduced number of healthcare consultations by

in some types of cancer, such as lung cancer, which

patients and the reduced number of interventional

has one of the worst prognoses, the cancellation of

procedures performed during the pandemic. Similarly,

surgeries, diagnostic tests and treatments as a result

the Spanish Federation of Breast Cancer (FECMA)

of the coronavirus could weigh down the survival of

reported significant delays in diagnostic tests, face-to-

patients in Spain by up to 33%.12

7

8

face consultations, and non-urgent surgery.9

The UK Blood Cancer Alliance expects there to be a
significant impact on early diagnosis of blood cancers

“About new diagnosis – we have

a lack of data. We did a study
(in Spain) with the key medical
societies and we saw that in
the first wave (March to June)
compared with 2019, there was a
20% decrease of patients being
diagnosed. We asked 37 hospitals
across Spain. What is clear is that
there is a delay.”
— Maria Luz Amador, Asociación Española Contra
el Cáncer – Spain

in coming months caused by the public perception that
access to their primary care services is limited. They
emphasise that more needs to be done to change
public perception that GPs are currently ‘too busy’
to see patients.13
There is a similar picture in Austria, where the
lockdown led to a decreased number of newly
diagnosed gynecological and breast cancers. The
decreased accessibility of medical services and
postponed diagnosis of potentially curable cancers
during the COVID-19 pandemic is viewed as a possible
step backwards in their healthcare system and might
impair cancer treatment outcomes.14
In Italy, there is a sobering analysis of the impact
of the pandemic on breast cancer screening and
treatment, with predictions that in the future there will

In France, despite oncology services being safe
and secure to welcome patients, there have been
unprecedented drops in activity, from diagnosis to
treatment.10 La Ligue Contre le Cancer estimates,“there
are around 30,000 undetected cancer cases” in France
as a result of the coronavirus upheaval.11
IMPACT ON DIFFERENT CANCER TYPES

be a significant trend toward a clinical presentation
of more advanced breast cancer. This could impair
the oncological outcome, worsen the quality of life
due to more invasive surgery, chemotherapy, and
radiotherapy, and also increase the relative cost for the
public health system.15
Skin cancer is an area of particular concern in the
Netherlands, where data from the nationwide

There is concern [in the UK] about some types of

Netherlands Cancer Registry in the early months of

cancers which will be even more adversely affected,

the pandemic already show a notable decrease in skin

the impact of which may not be felt for many years.

cancer diagnoses when compared with the period

For several cancers, including those of the colorectum,

before the COVID-19 outbreak.16
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In Sweden, cancer screening was paused in some
cases during the height of COVID-19 transmission. For
example, 18 out of 21 health regions did not maintain
the usual level of mammography screenings.17
Consequently, in Stockholm, the number of cancer
diagnoses were down by 30% during April and May
of 2020, and interruptions to the provision of both
preventive and therapeutic services.17 The Swedish
media picked up on this, with Swedish television saying
there has been a 50% drop in referrals by doctors of
people with suspected lung cancer.18

Causes of reduced screenings
and testing
+ Reduced screenings and testing can be attributed
to both health system issues and patient concerns
+ Re-prioritisation of health system resources has
caused a reduction in capacity and significant
disruption to the provision of health services
+ Patient attitudes and concerns about engaging
with the health system, especially for
asymptomatic conditions and preventative

“I understand they have to cover

the emergency, but on the other
side, cancer will soon become
an emergency. If they don’t do
screening today, then they will have
to cure patients who have a late
diagnosis.”

measures, have also triggered the steep decline in
screenings and testing
The causes of reduced screenings and testing appear
to be clustered around three factors: patient reticence
to engage, reduced system capacity, and general
service disruption. Significant concern surrounds how
we will deal with the backlog.

— Antonella Cardone, European Cancer Patient
Coalition – Belgium

Figure 1: Reduced screening and testing causes

Patient Reticence
to Engage
Avoidance of engagement
with the health system

Reduced System
Capacity

Social distancing restrictions and
risk mitigation measures

Health Services
Disruption

Redeployment of resources and
reprioritisation of services

Source: IQVIA Institute for Human Data Science
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“Barriers to screening (in Italy)

normally include lack of proper
education on colorectal cancer
prevention, low appreciation of
the screening benefits, fatalism,
or simply fear of the screening
tests. All these factors were
exacerbated by the pandemic. The
COVID-19 pandemic has resulted in
decreased endoscopic testing for
colorectal cancer.”

many countries including the Netherlands, Bulgaria
and Spain) aimed at encouraging people to take up
their appointments. In fact, evidence in Italy even
suggested that cancer patients were downplaying
symptoms (e.g., rectal or bladder bleeding, a lump in
the breast or other signs of cancer) in order to avoid
seeing their doctor.22
In other cases, evidence suggests that patients (in
the UK) avoided face-to-face meetings with clinicians
not through personal fear, but because they wanted
to avoid overwhelming healthcare services busy with
the COVID-19 and didn’t want to present an additional
burden to their doctors. “Cancer can wait” appears to
have been the view adopted by some.
Finally, in other cases, there is anecdotal evidence (in
Poland) that levels of anxiety worked both ways; not

—D
 ’Ovidio V et. al.19

only were patients afraid to go to their doctors, but

PATIENTS ARE ANXIOUS AND RETICENT TO ENGAGE
WITH THE HEALTH SYSTEM
There is a wide range of evidence both from the
literature and interviews about COVID-19 that shows
patients avoid engaging with the health system in
the normal way. In some cases, this is due to patient
anxiety about contracting COVID-19, as hospitals and
other healthcare settings have come to be seen no
longer as places offering protection and treatment,
but as possible sources of infection. Outside of Europe,
there have been similar experiences, with patients
in the U.S. also avoiding seeking assessment of
symptoms because of fear of the virus.20

doctors were afraid to admit patients too.
SYSTEM CAPACITY FOR SCREENING AND TESTING
HAS BEEN REDUCED
Some evidence points directly to cancer screening and
testing capacity reductions since COVID-19, with the
reasons and impacts being felt differently in different
countries, for different types of cancer, and for
different patient groups. For example:
•	The National Screening Service in Ireland said
measures to protect staff and participants meant
they were unable to screen people at the same
numbers as they did pre-COVID-19. The service
said it was assessing capacity to understand the

“Objective logistic difficulties (in

Italy) were also compounded by the
fear of contagion at a time when
hospitals were at risk of spreading
the disease.”

—C
 hiaravalli S et. al.

impact of “new processes and procedures.” 23
•	In many countries, including the UK, the worst
affected areas appear to be breast and bowel
cancer screening. COVID-19 has affected capacity,
invites to screening have been delayed, and tests
have been put back, with infection control during
procedures significantly reducing the throughput.

21

•	In one case, a different approach to

This was despite the campaigns run by medical

mammography appointments was tried. In

associations and others (social media, YouTube

the UK, rather than fixed appointment invites

videos, and traditional media have been used in

with a specific date and time, there was a
iqviainstitute.org | 7

move to a more flexible system of open invites
(asking women to ‘please call up and make an
appointment’). The intention was to reduce
missed appointments, in particular caused by
practical issues around people’s availability due to
COVID-19; however, anecdotal evidence suggests
that this has disadvantaged certain groups of
women who are less confident in taking the
initiative to book appointments in this way.
DISRUPTIONS HAVE OCCURRED IN ALL TYPES
OF SERVICES
Beyond screening services themselves, other
disruptions in healthcare systems have clearly had a
contributory impact to increasing delays. From our
interviews, we heard of:
•	Primary care services (in the Netherlands) being
closed to people without an appointment,
resulting in people with symptoms not attending
when they would have done so in the past
•	Respiratory departments (in Italy) being used

“(In Spain), they have also

considered the possibility of a
delay in screening, but temporarily
increasing the maximum age
limit to receive it and thus ensure
that women do not miss the last
screening of their lives (simulation
of delay with an increase in the
age limit) and increase the ability
to fully update all screenings that
had been postponed during the
six-month break (simulation of full
catch-up).”
—B
 ienestar SY 24

As well as overall concern about the extent and impact

almost entirely for COVID-19 patients, and

of the backlog in screenings and testing, (in the UK)

therefore closed to cancer patients except those

there are also more specific concerns about how to

with the most severe conditions

prioritise screenings for those most at risk. There

•	All services (in Italy) simply being more timeconsuming as, for example, consulting rooms
need to be prepared more carefully
DEALING WITH THE BACKLOG BRINGS ADDITIONAL
CONCERNS

are similar experiences in other parts of the world too,
with recognition in the U.S. for example, that limited
endoscopy resources should be focused on those most
in need of a colonoscopy.25
There is general understanding that different
approaches will be needed in different healthcare

It is widely accepted that there will be a peak of cancer

systems (in the UK) to account for local patient factors,

referrals, once screenings and testing start to increase,

hospital capacity, and likely detection rates.26

and concern that this may further test already
stretched resources. (In the UK), predicting this

One suggestion was around the expansion of local

peak will be essential to enable advance planning.

cancer hubs (in the UK), perhaps delivered through

Planning to cover the right people will be essential. 2

primary care, to increase capacity. 26
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Responses and actions

A number of our interviewees described discussions
about moving non-COVID-19 care to separate

+ The response to the COVID-19 pandemic has
already shown that much can be achieved by
embracing innovation and adapting quickly
+ There is an ongoing need for collaboration at all
levels and for organisations to learn quickly and

hospitals (e.g,. in the UK to make use of capacity
among private healthcare providers).
Some (in the UK) involved changing the protocols for
managing patient groups according to need, and
the more effective triaging of patients.1

share good practice
+ There is a shared responsibility to take action,
which will require leadership, flexibility and
cultural change in order for the lessons from this
pandemic to be learned and to achieve greater
resilience going forward
RE-PRIORITISING HEALTH SERVICES ACTIVITIES
AND DEVELOPING NEW PROTOCOLS
Some responses to delays in cancer screening and
diagnosis caused by COVID-19 have involved

“Prioritisation of patient groups (in

the UK) for whom delay would result
in the most life-years lost warrants
consideration as an option for
mitigating the aggregate burden of
mortality in patients with cancer.”

—S
 ud A et. al.1

re-prioritising access to services.

Figure 2: Stakeholder responses and actions
Priorities and Protocols
Re-prioritising health services
activities and developing new
protocols

Patient Advocacy Groups

Workflows and Triage
Restructuring workflows and
patient triage

Pharmacists

Utilisation of Primary Care
Ensuring utilisation of primary
care services

Primary Care

STAKEHOLDERS

ACTIONS

Hospitals

Technology Adoption
Using telemedicine and other
technology

Private Sector Providers

Local/National/Regional
Health Organisations

Use of Pharmacists
Using pharmacists more
effectively as part of the solution

Responses and Actions
Multi-stakeholder efforts to mitigate
the impact of the pandemic on
cancer screening and testing

Communication and Awareness
Developing patient
communication and
awareness programs

Source: IQVIA Institute for Human Data Science
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Other approaches focused more on communication
and reassurance. For example, the Netherlands
Comprehensive Cancer Organisation recommended
this action following concern over diagnosis: “First,
individuals were encouraged to consult their general

Examples of approaches used include:
•	Utilising treatments that are less intense, such as
fewer cycles of radiotherapy (in Australia).6
•	More home-based care (which might involve

practitioner whenever symptoms continued to be

taking pills instead of intravenous chemotherapy)

troublesome. Second, general practitioners were

to reduce the risk of acquiring a hospital-based

encouraged to refer patients with suspected cancer

infection (in Australia).6

to oncology specialists. Third, an appeal was made to
restart national cancer screening programmes. Last,
misconceptions were eliminated about a heightened
risk of contracting COVID-19 in a healthcare setting

•	Prioritising patients who needed urgent surgery
(in the UK).28
•	In other cases (such as in the UK) diagnostic

because of inadequate policies for infection control at

services have simply been separated from sites

the institutional level and resource constraints in the

dealing with COVID-19 patients, to prevent

delivery of essential oncological care.”

overcrowding of regular facilities and to reassure

16

But overall, there was recognition (in the UK) that
any of these solutions is complex, looking at analyses
across entire health systems from diagnosis through
surgical and other treatment, and considering local
variations and bottlenecks to capacity.1
RESTRUCTURING WORKFLOWS AND
PATIENT TRIAGE
There have also been some more fundamental
changes to the structure of workflows and patient
triage around cancer screenings and testing, which
has been seen as key to recovery. This is covered

patients avoiding regular care for fear of infection;1
or for similar reasons, processes have been adjusted
in certain centres to dedicate a specific day and/or
location for performing preventive procedures, such
as mammography and colonoscopy.29
Key to this has been effective communication, not only
with patients, but between staff. There were similar
experiences outside of Europe, including in the U.S.,
where using multiple communication channels was
recognised as critical in relaying the information to all
stakeholders, patients, referring physicians, and the
radiology workforce. 30

extensively in the literature, with a clear focus on
balancing the risks to patients.

“The necessity of any interventional procedure must be balanced against

the increased risk during a pandemic and should be evaluated on a case‐
by‐case basis to address the urgency of the procedure and the effect on the
patient’s outcome if the procedure is to be deferred.”

— Al-Shamsi HO et. al.27
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Figure 3: Selected examples of actions by country
Based on interviews and literature review

Estonia – Making use of online medical records
with patients having access to their own records

France – Patient hotline established to answer
questions from patients and their loved ones

Italy – Effective triaging of overdue breast cancer
screening to prioritise those most at risk

Netherlands – Major focus on public
communication and campaigns

Portugal – Breast screening mobile units with
guaranteed safety conditions after each screening
Germany – National organisations form ‘task
force’ to spread consistent messaging around
visiting the doctor with symptoms

Greece – Virtual networking between
multi-disciplinary teams

Spain – Rapid catch up programme in breast
cancer screening

UK – Making use of additional capacity in private
sector hospitals

Source: IQVIA Institute for Human Data Science

ENSURING UTILISATION OF PRIMARY CARE SERVICES
There is evidence of a number of approaches to

“Increased flexibility in accessing

efforts (in Italy) to provide these clinicians themselves

healthcare might serve to
advantage some population groups
(in the UK). If done well, remote
consulting could benefit previously
underserved patient populations,
including individuals living in
remote areas.”

with better information about how to act safely.

— J ones D et.al.32

address the issue of patients with cancer symptoms
not using primary care services during this period.
Some of these approaches are about patient
information, with various campaigns mentioned that
constitute a concerted effort (in the UK) to educate
patients about the need to report suspicious
symptoms that may indicate cancer in order to address
them with their primary care clinicians,31 alongside

Other approaches involve remote consultation,
although it was acknowledged that this works better

include reorganising local primary care organisations at

for some patient groups than others. Suggestions (in

the regional level as a network to jointly provide care for

the UK) are that this should not necessarily be focused

their patient populations. As part of this, primary care

on primary care doctors but should also include

services (in the UK) have been divided into those that do

community and chemotherapy nurses.

32

and do not see patients with suspected COVID‐19, thus

Other approaches involved more fundamental

saving protective resources and enabling the continuation

restructuring of primary care. For example, this might

of ‘normal’ (face‐to‐face) primary care practice.31
iqviainstitute.org | 11

Other considerations (in the UK) include allowing

but COVID-19 has provided the necessary motivation to

primary care use of diagnostic equipment that

put them in place.

would normally need referral to secondary care.

31

While the basic technologies necessary to allow on-line

USING PHARMACISTS MORE EFFECTIVELY AS PART

consultations and interactions were already widely

OF THE SOLUTION

available, COVID-19 meant that these were very quickly

There is some evidence, both from the literature and
the interviews, that COVID-19 has led to wider and
better use of pharmacists in some areas.

cases, our interviewees pointed out that these are not
specific medical technologies, but instead broader
technologies that were already in use much more

Where some hospitals have been focusing on COVID-19
only, community pharmacists have been particularly
helpful in setting up home delivery for people in need.
Much of this has not been done before and has been
provided free of charge. More generally (in the U.S.),
there is recognition of the fact that pharmacists can be
an excellent and trusted source of information.

adopted much more widely. Importantly, in many

20

“As one of the most accessible

widely in other sectors (including telephone, email,
SMS, video calls, and social media).

“(In Spain) COVID-19 has forced

things to be as simple as possible.
We don’t need special apps for
cancer patients – we just use what
is freely available already.”
—A
 lfonso Aguarón, Patient Advocate – Spain

healthcare providers, pharmacists
can be a fundamental source of
clinical information for patients.”

This doesn’t necessarily mean a total cessation of

—T
 errie YC 20

are most important – leading to a more efficient

There has also been widespread extension in the use
and acceptance of virtual prescriptions (in Greece),
without the need for patients to visit either doctors or
pharmacies, and medicines instead being delivered
directly to patients’ homes.
USING TELEMEDICINE AND OTHER TECHNOLOGY

face-to-face consultations (in the UK), 31 but means
that these have reduced to the occasion where they
system for both doctor and patient. In some cases,
we heard that a blended approach had been adopted,
e.g., doctors meeting the patient face-to-face where
necessary, but involving their caregiver or family
member in those consultations via video.

“Practices (in the UK should) not solely

general practitioner appointments (in the UK) – these

rely on telemedicine but also plan for
in‐person, office or home visits. This
may be done following a screening
or triage telemedicine encounter,
which assesses for COVID‐19
symptoms and the need for any type
of physical examination.”

developments have been talked about for many years,

—H
 elsper CW et.al.31

There is not yet a robust body of literature on the
acceleration in the use of technology and telemedicine
for cancer screening and diagnosis in response to
COVID-19. However, this was by far the greatest area
of interest among our interviewees; the area where
the most rapid positive change has taken place and
appears to be the most positive candidate for lasting
improvements. In many cases – for example, on-line
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Similarly, there is a general consensus outside of

•	Making better use of online medical records,

Europe as well (in the U.S.) that telemedicine can only

including screening information, as is the case

be used for particular types of cancer and in place of

through Estonia’s patient portal

some diagnostic procedures, and should often be used
only as one part of a service.20

•	Using the sort of AI and analytics routinely
available through YouTube or Amazon, which are

Many of these benefits would apply equally beyond

able to predict what users prefer to watch or buy,

COVID-19; for example, with patients living in rural

to better encourage or nudge decision-making

areas further away from healthcare facilities, there

around prevention, diagnosis, screening, and

are significant advantages in terms of time and money

early detection.

in not having to travel to all of their appointments.

However, there are also some limitations to new

The use of new technology is also not limited to

technology. There are some interventions and

interactions between patients and clinicians, but

interactions that need to happen face-to-face, or

in allowing parts of the system to communicate

where face-to-face meetings enable more meaningful

better too. For example, (in the UK) patient advisory

outcomes. For example, in consultations with

groups have been holding monthly support meetings

lung cancer patients (in Poland), it can be just as

via Zoom and other platforms and involving world-

important to see how the patient speaks to hear

class speakers who normally would not have had the

their breathing and to assess whether the problem

time to travel to face-to-face meetings. (In Greece),

is serious, as it is to hear them describe

virtual networking has become more commonplace

their symptoms.

within and between hospitals and local medical centres
and many multi-disciplinary teams are also now being
organised virtually.
Beyond the use of technology to enable more efficient
communication, other potential benefits are being
implemented and explored:
•	Using telemedicine as a part of the triage system
(in the UK) to save time and money as well as to
prevent unnecessary contact between patients
and staff
•	Collecting real-time data to map outcomes
to expenditures, allowing the optimisation
of resource allocation and ultimately better
population health
•	Introducing self-service scheduling across some
specialties (in the U.S.)20
•	Remote interpretation of investigations and lab
results (in Bulgaria)
•	Allowing real-time data sharing between different
healthcare settings

“The challenge with [audio only

calls] is obviously it can be much
more difficult to pick up body
language via simple audio. The
important thing when you’re trying
to investigate symptoms is picking
up on some of the vague, nonspecific symptoms linking together
two or three ongoing issues, and
thinking here are the symptoms of
a wider cause, rather than the one
symptom that somebody may be
presenting. And that can be more
difficult via phone.”

—Z
 ack Pemberton-Whiteley, Leukaemia Care – UK
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Similarly, one clinician told us of their concern that

when they are endorsed by governments and medical

patients might find it easy to hide their symptoms or

professionals, with many different approaches being

worries behind a screen. Another was worried that with

used, e.g., including messaging about COVID-19 and

a greater volume and throughput of appointments

associated safety measures on screening invites.

on-line compared to face-to-face, it might be easier for
misunderstanding and/or clinicians to make mistakes.
Some individuals are currently excluded from new
technologies, either through practical (e.g., not having
internet access) or psychological (e.g., not feeling
comfortable interacting on-line) reasons. This applies
not only to patients, but to clinicians, and there are
very different challenges in different parts of Europe.

“There are known issues (in the

UK) regarding digital inequality,
or disparities in both the ability to
access and to use telemedicine, within
local, regional, national, and global
populations. Efforts to overcome
these disparities are needed.”

—H
 elsper CW et. al.31
However, (in Spain) we also heard some anecdotal
evidence of so-called ‘cyber volunteers’ helping older
people struggling to navigate through the technology.
In addition, clinicians (in Bulgaria) themselves have
not necessarily been trained to interact with patients
through these new technologies – some element of
re-training might be necessary.
Clearly, the area of technology and telemedicine is
one that has developed very quickly over the last 12
months, based on the emergency related to COVID-19.
One of the challenges moving forward is to stabilise
and systematise it to enable the benefits to continue.
DEVELOPING PATIENT COMMUNICATION AND
AWARENESS PROGRAMS

“(In the UK), campaigns are needed

to encourage individuals to seek
medical attention and reassure
them that [even if the symptom has
improved or disappeared], they can
safely visit their GP.”
— Helsper CW et. al.31

“Regular and sustained

communication will be vital for
patients — many of whom will
already be feeling stressed, fretful
about their future, and even
lonelier as a result of having to
self-isolate.”

— Politico EU 33
Given the similarit ies between the symptoms of
COVID-19 and certain cancer types, there has been
particular targeting around coughs; for example, the
Irish Cancer Society’s “Your Cough Could be Masking
Something Else” campaign. 34
Encouragingly, anecdotal evidence (in the Netherlands)
suggests that there have been more of these sorts of
campaigns during the second and third waves, along
with more media coverage of related stories.
There is also recognition (in the UK) that education and
awareness campaigns need to involve communication

Many responses (in the UK and across Europe) have

not only targeted at patients, but also tailored

focused on patient communication and awareness

toward primary and secondary care services, putting

campaigns, with reassurance and information seen as

into perspective the risk of death from COVID-19

key.31,33 These appear to have worked particularly well

compared with other serious illnesses.’35
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Building resilience
+ Stakeholders recognise the importance of
modeling and planning for the post-pandemic
period
+ Heightened public awareness of healthcare issues
post-pandemic provide opportunities to increase
patient awareness of the importance of routine
screenings and check-ups
+ European leaders recognise screening and
diagnosis are key elements for focused action
that will build resilience long-term in a stronger

A resilient healthcare system is one that can build and
maintain a high level of health capacity in times of
shock through focus on key areas: flexibility in capacity
in hospitals, orientation to improve patients’ outcomes,
mobilisation of resources such as testing, disease
prevention, availability of therapeutic options, and
adoption of technology. Our interviewees told us that
a long-term vision is needed about what investment in
healthcare looks like, and this focus on healthcare will
benefit everyone. If anything, the current pandemic
teaches us that healthcare should be understood as
an investment that will make the EU stronger, as
indicated with the call for a European Health Union.

“European Health Union”, as reflected in Europe’s

ROBUST MODELLING AND PLANNING FOR THE

Beating Cancer Plan

POST-PANDEMIC PERIOD IS URGENTLY NEEDED

While some of the approaches described in the

From the evidence we have reviewed, there is a

previous sections of this report are common across

recognition that in order to be better prepared for the

different countries, others go above and beyond the
obvious actions that all are taking. There are examples
of best practices that provide the basis for further
discussion on building lasting resiliency into healthcare
systems and preparing for post-pandemic recovery as
well as for future health emergencies.
The European Union’s commitment to “building a
‘European Health Union’ in which all EU countries
prepare and respond together to health crises, medical
supplies are available, affordable and innovative,
and countries work together to improve prevention,
treatment and aftercare for diseases such as cancer”, 36
is an example of lessons from the COVID-19 pandemic

future, work needs to continue to enable healthcare
systems to remain more flexible. (In the Netherlands),
that means the ability to react more quickly, and (in the
UK), that recovery planning will not be about a desire
to get back to the status quo that existed in cancer
care before COVID-19, but to build different and better
systems for the future.
Technology, telemedicine and digitalisation clearly
appear to be part of the solution, which will help to
address some of the inherent inefficiencies in the way
our healthcare systems have been run for many years.
Europe’s Beating Cancer Plan reflects this need and
includes “strengthening and integrating telemedicine
and remote monitoring in health and care systems” as

being used to make positive and ambitious changes.

one of its action points. 3

“And there is some optimism:

“We need an electronical

COVID‐19 has provided a unique
opportunity across healthcare to
restructure services in a positive
manner.”
—M
 aeda Y et. al.37

transformation of the health
system in order to have quicker
reflexes in a similar situation.”
— I oannis Boukovinas, Hellenic Society of Medical
Oncology (HeSMO) – Greece

And there is some optimism: COVID‐19 has provided a

As well as virtual care, moving face-to-face care into

unique opportunity across healthcare to restructure

more appropriate settings (closer to, and inside,

services in a positive manner.

people’s homes) looks set to continue to evolve.
iqviainstitute.org | 15

CAPACITY-BUILDING FOR EFFECTIVE SCREENING

perspective, including, for example, having a national

AND TESTING WILL BECOME A HIGHER PRIORITY

plan for screening (in Spain) that might involve

A wide range of ideas are set out in the literature and
expressed in the interviews about the potential to
reconfigure screening services for the future.
Some of these are around better use of existing and
emerging technologies. For example, there is much
expectation about the use of artificial intelligence
being used to read images, although (in the UK) there
is a view that it is not yet sophisticated enough, and
a hope that tests for mammography can be read
virtually, with automated processing at large volumes.
There are initiatives being developed, including The
European Cancer Imaging Initiative – which forms

reorganizing screening programmes outside of main
hospitals where possible – with mobile units which
can go out to the community, as is the case in many
countries (such as the Netherlands) at the moment for
breast cancer patients.
Finally, a number of our interviewees also expressed
the view that the ‘natural experiment’ in different
approaches between countries in dealing with the
impact of COVID-19 on screening programmes will
have produced an invaluable dataset that will need to
be properly understood to better evaluate the impact
of different strategies.

part of the Europe’s Beating Cancer Plan (EBCP)3 – to

PUBLIC EDUCATION AND AWARENESS PROGRAMS

address this issue and to support development of

NEED TO BE REDEFINED FOR THE POST-PANDEMIC

new technologies. Increasing the scope of cancer

WORLD

screening is also something which is being considered
at European level, to ensure that the targeted
screening for breast, colorectal and cervical cancers
reflects the latest evidence, as well as considering
other cancers such as prostate, lung and gastric
cancers. This new recommendation is due in 2022 and
forms part of the EBCP.

Public education and awareness campaigns around the
importance of cancer screening and diagnosis were
already hugely important. It is clear that they have
played a significant role in responding to the additional
issues caused by COVID-19. Our interviewees told
us that that they will continue to be a central part of
building resilience in the longer term through:

Self-testing is another option for improving capacity
across the system. For example:

•	A wide range of media, used appropriately in
different settings

• Self-collection of HPV tests (in Austria)

14

•	Increased self-examination for breast cancer (in
Spain)

9

•	Self-sampling, delivering diagnostic kits to
people’s homes (e.g., for colon cancer screening)
A more general view is that building resilience for
the future needs to start from a wider health policy

•	Patient organisations, who have a particularly
important role to play as a trusted communicator
to patients (in Spain)
•	Government organisations, either directly or in
coordination with other sectors
•	Wider systems of social care and social
responsibility (in Spain)

“Ideally a woman would be able to pick up the test in Boots

(a pharmacy), carry out the test, post the sample, scan into her
phone, and then the service would be able to alert her if further
tests were needed ”
— Anne Mackie, UK National Screening Committee – UK

16 | The Prospects for Biosimilars of Orphan Drugs in Europe: Current Landscape and Challenges Ahead

“Bulgaria is a small country. [Our]

elderly population, they watch
television, and we must get the
messages out through those
channels. [But] for younger people,
social media.”

— Vesselina Goranova-Marinova, University Hospital
“Sv. Georgi” – Plovdiv – Bulgaria

“Everybody has to play their part

to keep cancer services open. This
involves the citizen, the patient,
the policymaker, the healthcare
system, the doctor, the nurse, the
pharmacist – on the basis that
cancer won’t wait.”

—M
 ike Morrissey, European Cancer Organisation

THERE IS CAUSE FOR OPTIMISM

Europe’s Beating Cancer Plan, which was published

There are no easy solutions to fixing this problem,

It is an ambitious plan involving multiple stakeholders

not least because the COVID-19 pandemic continues

across Europe and will require unparalleled levels of

to have a profound impact on health systems around

engagement and collaboration to achieve its aims. The

the world. The long-term future is uncertain and the

plan addresses many of the issues raised throughout

global economy will take many years to recover, while

this report and lays out a clear set of priorities for Europe

the health inequalities which are inherent within the
system are likely to be exacerbated further. And there
is clearly a need for improving ‘health literacy’ among
the wider population as has been shown through the
course of the pandemic.
But it is not too late to turn this around, as long as
cancer patients aren’t made to wait for the pandemic
to pass before getting the treatment they need. 38

on 3 February 2021, is another reason for optimism.3

on the prevention, treatment, and care for cancer. In
particular, its focus on the following points offer a clear
indication that the issues which have arisen through this
pandemic are being addressed at the highest level:
•	Supporting new technologies, research and
innovation, along with the launch of the
Knowledge Centre on Cancer
•	Commitment to early detection and ensuring that
90% of the EU population who qualify for breast,

Our research showed the importance of a multi-

cervical and colorectal cancer screenings are

stakeholder approach and how this has been

offered screening by 2025

embraced throughout the pandemic, and there is
clearly a new impetus to learn from and develop these
approaches. In many ways, the pandemic has shown

•	Improving access to innovative cancer diagnosis
and treatments, and support of the European
Initiative to Understand Cancer (UNCAN.eu),

us what can be achieved if we challenge traditional

which will help identify individuals at high risk

barriers and ways of working.

from common cancers

“The speed of the vaccine development is testament to the fact that at

least in principle, we have the capability of dealing with almost any
threat that comes our way. That seems to me to be unprecedented in
human history. So, I think that that’s the positive lesson and gives me
optimism for the future.”

— Vivek Muthu, Marivek Healthcare Consulting – UK
iqviainstitute.org | 17

Notes on methodology
The starting point for this research was a detailed

In total, more than 120 published articles were

review of published research (peer-reviewed and

reviewed and have been considered as part of

grey literature) on the impacts of COVID-19 on cancer

this research.

screening and diagnosis across Europe. There is very
large amount of material around COVID-19 and the
impact it has had on health systems in general

In addition, we further explored these themes
through semi-structured interviews with 17 leading
stakeholders with a variety of roles across Europe,

Therefore, in order to limit this review, we only

who are named in the Acknowledgements section of

included articles with a specific focus on screening and

this report.

diagnostics. Country-specific searches were carried out
where necessary to ensure that the literature reviewed
covered as many European countries as possible.
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