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Every 17 minutes, someone in 
Yorkshire is told they have cancer
Yorkshire Cancer Research exists so that more people can 
live longer healthier lives, free of cancer. Thanks to supporters, 
the Charity has been funding research and saving lives since 
1925 – in Yorkshire, and beyond.
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In 2024, Yorkshire Cancer Research launched a 
campaign to Change Yorkshire’s Cancer Story, 
calling for a well-funded, long-term national cancer 
strategy to significantly improve cancer outcomes in 
Yorkshire and beyond. This national cancer strategy 
is needed to prioritise early diagnosis, have a greater 
focus upon prevention, ensure pioneering treatment 
is rolled out into the community as quickly as 
possible and guarantee more equitable funding  
for research across the country. 

Why did we call for this? The reasons were threefold. 
Firstly, Yorkshire is one of the regions hardest hit 
by cancer. Yorkshire consistently has worse cancer 
outcomes than national averages. For most of the last 
20 years, Yorkshire has consistently had significantly 
higher cancer incidence and mortality rates 
compared to England. This means people in Yorkshire 
are more likely to be diagnosed with and die from 
cancer than those living in many other parts of the 
country. There is also significant variation in cancer 
outcomes between different areas of Yorkshire. 

Foreword
Secondly, international examples clearly demonstrate 
that when a country has a long-term cancer plan 
in place, backed by stable and reasonable levels of 
funding, cancer outcomes improve in a consistent 
and significant manner. For example, Denmark has 
had some of the most consistent national cancer 
plans in place since 2000 and has seen significantly 
larger increases in five-year survival than the UK. 
England has not had a dedicated cancer strategy 
since Achieving World Class Cancer Outcomes: 
a strategy for cancer was announced in 2015. In 
that time, cancer incidence has increased by 15% 
and cancer mortality has increased by 3%. Current 
projections suggest that by 2030, cancer incidence 
will increase by a further 17% and cancer mortality 
will increase by a further 3%.

Thirdly, as a region and a nation, we already have the 
knowledge and the skills to pioneer new methods 
of screening and treating cancer, and the ability 
to transform proven new research into treatment 
within communities. However, there is a need for 
clear political direction, stable funding and the right 
environment to deliver.

Yorkshire Cancer Research is therefore pleased the 
Government has committed to a National Cancer 
Plan, which is due to be announced in the Summer 
of 2025. The Charity is now keen to ensure this 
plan contains specific measures which we know 
will make a difference to our region and beyond. 
There are many recommendations across all areas 
of cancer care we could have made; however, this 
report outlines our top four evidence-backed 
recommendations to ensure it is a cancer plan  
fit for Yorkshire - now and in the future. 

If these measures are included in the new national 
cancer plan, and providing the plan is well-funded, 
with clear procedures to assess progress, this will 
enable us to move considerably closer to realising 
our ambition of a Yorkshire free from cancer.  
We are determined to make this happen. 

Dr Kathryn Scott 
Chief Executive
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Yorkshire is one of the regions hardest hit by 
cancer. People in Yorkshire are more likely to get 
cancer and more likely to die from cancer than 
almost anywhere else in England. As Yorkshire's 
cancer charity, Yorkshire Cancer Research is 
dedicated to changing this. 

7YorkshireCancerResearch.org.uk
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Executive  
summary
There are significant disparities in 
cancer outcomes, prevalence of  
risk factors, rates of early diagnosis  
and the availability of high-quality 
treatment options across the country. 
These disparities often affect the most 
vulnerable groups, such as those in 
deprived areas and ethnic minorities.

Yorkshire, with its large and diverse 
population, faces stark inequalities both 
within the region and compared to 
the rest of the country. It consistently 
has worse cancer outcomes than the 
national average, with significant 
variation between different areas.

This is influenced by a number of  
factors including late diagnosis, high 
prevalence of risk factors like tobacco 
use, alcohol consumption and excess 
body weight, high levels of deprivation, 
as well as Yorkshire’s industrial past. 

Yorkshire and the Humber is the third most deprived 
region in England and 62% of local authorities in 
Yorkshire fall within the most deprived in the country. 
Deprivation is associated with several poor health and 
cancer-related factors including higher rates of cancer 
incidence, later stage diagnosis, emergency presentation, 
cancer mortality, alcohol-related cancers, low screening 
participation and greater prevalence of risk factors such 
as smoking and excess body weight.

22.6%

22.5%

Physical inactivity

in Yorkshire

in England

% of adults doing less than 30 minutes of physical activity per week% of people drinking more than 14 units of alcohol a week

22.8%

21.1%

Drinking habits

in Yorkshire

in England

Health risk factors in Yorkshire

11.6%

12.4%

Smoking prevalence

in Yorkshire

in England

% of adults who currently smoke

64.0%

65.6%

Excess body weight

in Yorkshire

in England

% of people who have a Body Mass Index which is overweight and above
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Participating in research provides access to innovative treatments 
and can improve patient outcomes. Research-active hospitals also 
benefit all patients with better treatments, diagnostics and care.

The region receives less than 
5% of research funding, despite 
making up 8% of the population.

21.2% 
in Yorkshire

19.4% 
in England

Low health literacy in deprived, ethnic minority, rural and coastal 
areas affects health decisions and rural residents face longer travel 
times and employment pressures, delaying people from seeking help.

Yorkshire is home to pockets 
of high ethnic minority 
populations and rural  
and coastal communities. 

43%
Over 43% people living in Bradford 
reported their ethnicity to be within 
an ethnic minority category.

73%
73% of Ryedale’s population 
of around 55,000 people live 
in a rural area. 

9 out of 13 areas in Yorkshire have higher  
cancer mortality rates than the national average.

Cancer mortality rates

7 out of 13 areas in Yorkshire have higher  
cancer incidence rates than the national average.

Cancer incidence rates

Yorkshire is home to areas with some 
of the highest and lowest percentage 
of cancers diagnosed at an early stage. 
Cancers that are diagnosed sooner  
are often easier to treat.

Calderdale
has the second lowest percentage 
of early diagnosis in England. 

Doncaster
has the eighth highest percentage 
of early diagnosis in England. 

People living in Yorkshire are more likely 
to be diagnosed with cancer through an 
emergency route than the national average.

Emergency presentation is associated with a higher 
proportion of late stage diagnosis and reduces the 
likelihood of positive treatment outcomes.

9
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Automatic enrolment into smoking 
cessation support at more touchpoints 
within the NHS

  The National Cancer Plan should incorporate 
smoking cessation into as many NHS 
touchpoints as possible so whenever someone 
who smokes interacts with the NHS, they are 
offered the high-quality stop smoking support 
they need to quit. This should be set up so that 
within these touchpoints, people who smoke 
are automatically enrolled and must then 
actively opt-out of the scheme.

•   Neither Yorkshire nor England are on track to 
meet the 5% smoking prevalence target for 2030, 
which would require 308,363 people in Yorkshire 
to stop smoking. 

•   The National Cancer Plan should aim to increase 
uptake for smoking cessation support to meet this 
target and to reduce the gap in health outcomes 
between the most and least deprived deciles. 

Summary of recommendations

•   Stop smoking support is three times more 
effective than quitting without support. It is 
therefore vital that the uptake and effectiveness 
of these services is optimised. 

•   The National Cancer Plan should commit to 
automatically enrolling people who smoke  
into smoking cessation support within a number 
of NHS touchpoints, such as lung screening 
appointments, A&E, mental health appointments, 
urgent cancer referrals and cancer treatment. 

•   Evidence from various settings indicates that 
people are more likely to engage with smoking 
cessation services and subsequently quit if it 
is presented as a comprehensive package with 
another medical appointment. 

•   For example, evidence from the Yorkshire 
Enhanced Stop Smoking study shows that 
providing opt-out, co-located smoking cessation 
services within the same appointment as lung 
screening is highly effective and results in high 
quit rates. 

Sustained innovation within  
screening programmes

  Screening programmes must be properly 
funded and continually evaluated and improved 
to increase uptake, effectiveness and impact 
on health inequalities.

•   The National Cancer Plan must deliver sustained 
funding, innovation and evaluation for screening 
programmes. There is clear evidence that 
screening is a highly effective way of increasing 
rates of early diagnosis; however, screening 
participation varies between groups and has 
recently declined for some screening programmes. 

•   As demonstrated by the Charity’s Yorkshire 
Lung Screening Trial, a forerunner to the NHS 
Lung Cancer Screening Programme, a targeted 
approach can increase the proportion of lung 
cancers caught at an early stage and integrating 
new approaches into existing programmes can 
remove barriers to participation. 

Yorkshire Cancer Research tries and tests research and innovation in the real world, making the most of the 
diverse region in which the Charity operates to gather genuine insight. The following recommendations have 
been drawn directly from research funded by the Charity, considered alongside current data, to provide a 
compelling evidence base. Each recommendation is explored in detail in the following chapters.
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•   Proper funding and innovative approaches are  
key to improving early diagnosis and addressing 
health inequalities. The National Cancer Plan 
should address the funding challenges facing 
the NHS Lung Cancer Screening Programme 
which could hinder rollout and conflict with the 
Government’s prevention goals. 

•   The National Cancer Plan should provide clear 
accountability for integrating successful innovative 
interventions into screening programmes in a 
timely manner. 

Multi-modal prehabilitation and 
rehabilitation embedded as part of 
standard NHS cancer care pathways

  Everyone with cancer should be offered 
exercise, nutrition and wellbeing support 
before, during and after treatment.

•   Entering cancer treatment in poor health can 
severely impact survival rates and quality of life. 
Comprehensive, evidence-based prehabilitation 
improves fitness and strength, reducing the 
side-effects of treatment and increasing people’s 
treatment tolerance. Rehabilitation is also key for 
improving recovery and quality of life, rebuilding 
fitness and confidence after treatment. 

•   The National Cancer Plan should embed  
multi-modal prehabilitation and rehabilitation 
into cancer care pathways. This should combine 
exercise, nutrition and wellbeing support before, 
during and after treatment.

•   Yorkshire Cancer Research’s Active Together 
programme provides a strong evidence base for 
how this can be effectively embedded into cancer 
pathways to shift care from hospitals into the 
community and improve cancer outcomes. 

•   The combination of the three elements in  
Active Together has recently been associated 
with 10% higher one-year survival rates, shorter 
hospital stays, improvements in health and 
wellbeing, clinically significant improvements  
in cardio-respiratory fitness and strength and  
cost savings of £366 per patient to the NHS.

Adopt the ROSE model for  
health research funding

  The National Cancer Plan should take a 
comprehensive view of health research 
and adopt the Charity's ROSE model, so 
that funding allocations incorporate Rapid 
implementation of research in the NHS, 
Optimise research implementation to address 
health inequalities, include Systematic 
evaluation of research findings in real-life 
settings and ensure Equitable funding within 
the clinical research environment. 

•   The National Cancer Plan should increase the 
diversity both in clinical trial recruitment and of 
clinical academics. A national clinical research 
career framework can provide a clear, financially 
secure pathway to becoming a clinical academic 
and improve the career security and research 
environment within the NHS.

•   The benefits of participating in health research  
are substantial and those who receive care 
in research-active hospitals, even those not 
participating in trials, have been shown to have 
improved outcomes. The National Cancer Plan 
should expand research capacity in areas with 
lower output so that, no matter where people  
live, they can access these benefits. 

•   The National Cancer Plan should take a 
comprehensive view of health research, ensuring 
that funding for research, clinical trials and 
infrastructure is distributed equitably, prioritising 
areas with the highest levels of need. 

•   The National Cancer Plan should accelerate 
implementation of life-saving treatments and 
technologies by addressing the imbalance 
between clinical research investment and 
implementation funding.

•   Research findings cannot always be rolled out first 
in areas with existing infrastructure; the National 
Cancer Plan should ensure that everywhere has the 
capacity to implement innovative treatments and 
diagnostics. Safe and effective interventions should 
be rolled out first in areas with highest need. 

•   The National Cancer Plan should support Health 
Innovation Networks in evaluating the impact of 
research innovations to ensure real-life application 
is safe, effective, cost-effective and avoids 
exacerbating existing health inequalities. 
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Chapter One: 
Introduction

Through the Charity’s 100-year history, investment 
in world-leading research and pioneering services 
across Yorkshire and day-to-day interactions with 
people with cancer, Yorkshire Cancer Research has a 
unique and acute understanding of what is needed 
to improve cancer outcomes and reduce health 
inequalities for people in Yorkshire. 

The Charity currently funds £64 million of cancer 
research and services with the aims of improving the 
prevention, early diagnosis and treatment of cancer as 
well as tackling health inequalities across the region. 
Since 2015, funding from Yorkshire Cancer Research 
has delivered one of the world’s largest lung 
cancer screening clinical trials, contributing to the 
evidence base for a recommendation of a national 
lung screening programme. The Charity has also 
enabled the roll out of integrated in-patient smoking 
cessation across an Integrated Care Board (ICB) 
ahead of the NHS Long Term Plan target date and 
set out a path to exploring genetic screening in the 
general population, which could revolutionise how 
families find out they are at high risk of cancer. 

Yorkshire Cancer Research
The Charity’s size means that Yorkshire Cancer 
Research is neither so large that we cannot work  
in partnership with local hospital trusts and ICBs,  
nor so small that we are restricted to interacting 
with just one - people from every local authority 
in Yorkshirei  take part in research and services 
funded by the Charity. The Charity’s regional 
approach therefore enables an in-depth and wide-
reaching knowledge of the needs of people with 
cancer across the whole of Yorkshire and strong 
relationships with NHS partners. 

Yorkshire Cancer Research is focused upon pragmatic 
testing of research and innovation in the real world, 
making the most of the diverse region in which the 
Charity operates to gather genuine insight whilst 
creating equally genuine impact upon a region which 
needs support. Much of the work the Charity funds 
brings care out of hospitals and into the community, 
improving access to those who need it most.

The Charity’s day-to-day work is built around 
ensuring people in Yorkshire not only have equal 
cancer outcomes to those in the rest of the country 

but also ensuring cancer outcomes are equal across 
the region. Yorkshire’s diverse geography and 
population, spanning urban and rural areas as well 
as pockets of some of the most affluent and most 
deprived populations in the country, means there 
is significant variation in access to and availability 
of services - and therefore variation in cancer 
outcomes and prevalence of risk factors across 
the region. Thus, expertise in cancer in Yorkshire is 
fundamentally expertise in health inequalities. 

Yorkshire Cancer Research looks around the world 
to see what works, bringing together national and 
international experts to support and lead new 
research and service programmes in Yorkshire, 
adapting them for Yorkshire’s local populations and 
the NHS. Using this expertise as well as looking at 
local health data and seeking public and patient 
insight, Yorkshire Cancer Research has developed 
four specific, evidence-based recommendations for 
the National Cancer Plan, which are key to improving 
cancer outcomes for people in Yorkshire and beyond.

i   Our definition of Yorkshire is aligned with the Yorkshire and the Humber boundary, with the exception of North and North East Lincolnshire, which are excluded from these 
calculations. Data for Yorkshire and the Humber may be used for indicators where smaller geographical breakdowns are not available and are labelled as such. Note that Bassetlaw 
is not included in the Charity’s Yorkshire boundary although it is included in one of Yorkshire and The Humber’s Integrated Care Systems (South Yorkshire and Bassetlaw ICS).
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The Government has set out their mission to build  
an NHS fit for the future, to take the strain off the 
NHS and to tackle health inequalities.1, 2 

This involves three key shifts:

•   Hospitals to community 

•   Analogue to digital 

•   Sickness to prevention 

The first shift aims to move care from hospitals to 
communities so people can more independently 
access services which are closer to their homes and 
personalised to their needs. It also aims to ensure 
that people are healthier so they do not have to 
spend as much time in hospital, reducing costs 
and waiting times. The second shift aims to make 
better use of technology to improve treatments and 
potentially staff retention. The third shift focuses on 
preventing sickness through catching illness earlier 
and tackling the causes of ill health as well as the 
symptoms. This should take pressure off the NHS 
and allow people to live longer, healthier lives. 

As part of this mission delivery, the Government 
has set out its plan to reform elective care.3 This 
outlines the aims for the NHS to ensure that people 
are prepared for surgery. Providing prehabilitation 
for people with cancer before surgery can ensure 
they are able to better tolerate treatment, reducing 
the number of cancellations and reducing the time 
people stay in hospital after surgery. 

The Charity understands that the current financial 
pressures mean recommendations with high levels 
of upfront costs are likely to be long-term aims. 
However, this should not limit the ambition of 
recommendations. As experts in cancer prevention, 
early diagnosis, treatment, research and health 
inequalities, Yorkshire Cancer Research has a clear 
vision for Yorkshire and beyond. The Charity’s 
recommendations range from long-term ambitions 
to shorter-term fixes. They are ambitious yet 
realistic, with robust evidence for their impact  
on health inequalities and economics. 

The current landscape
Cancer data 
The recommendations made throughout  
this report are strongly aligned with the aims 
of the Government, developed to help build 
an NHS which is fit for the future through 
these three shifts. However, for more care 
to be provided in the community, there 
is a need for improved quality of publicly 
available data. High-quality and timely data 
is critical to understanding and addressing 
issues related to cancer care in Yorkshire. 

There are currently limitations with access 
to the timely and high-quality data required. 
Cancer data releases are more infrequent 
since the pandemic, the availability of data 
by local areas is diminishing and data in 
subjects such as cancer recurrence is not 
equally available for all cancer sites. There are 
also limited levels of data released by ethnic 
group or deprivation nationally and regionally. 
The lack of up to date, publicly available 
data inhibits the ability of the NHS and 
other organisations to implement targeted 
initiatives to improve health outcomes. 

To move care from hospitals to community, 
organisations require an accurate 
understanding of the needs of the areas 
they serve. Without this, organisations must 
plan services and aim to fix problems in their 
local areas based on data that may be over 
five years old. 
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Where someone lives should not determine whether 
they survive cancer or whether they develop cancer 
in the first place. However, within England, there are 
vast disparities in cancer outcomes, prevalence of risk 
factors, rates of early diagnosis and the availability of 
high-quality treatment options. This variation often 
leaves the most vulnerable groups worse off, with 
people in areas of high deprivation and ethnic minority 
populations often having their needs left unmet.

Yorkshire’s large and diverse population and 
geography means there are stark inequalities both 
within the region and between Yorkshire and the 
rest of the country. Yorkshire consistently has worse 
cancer outcomes than the national average. There 
is also significant variation in cancer outcomes 
between different areas of Yorkshire. 

Poor cancer outcomes are caused by many factors, 
including late diagnosis and a high prevalence of 
risk factors associated with cancer such as tobacco 
use, alcohol consumption and excess body weight. 
Other factors such as high levels of deprivation and 
Yorkshire’s industrial past also play a significant 
role. In addition, there are disparities in terms of the 
treatment offered in Yorkshire hospitals compared 
to others across the country, and between hospitals 
within Yorkshire.

Yorkshire is large and diverse 
Yorkshire is home to over five million people and 
makes up 9.1% of England’s population.4 As such a 
large and heterogeneous region, it is vital that the 
needs of Yorkshire are not overlooked. The diverse 
population and deep-rooted inequalities within 
Yorkshire make the region an ideal case study for 
understanding and tackling health inequalities within 
cancer and healthcare more generally.

Yorkshire and the Humber is the third most deprived 
region in England, and Yorkshire is home to some of 
the most deprived local authorities in the country.5 
Within Yorkshire, 8 of the 13 (62%) local authority 
areas fall within the most deprived in the country. 
The 2021 Census found that 19.8% of the Yorkshire 
population reported their ethnicity to be within an 
ethnic minority category, this was lower than the 
overall England figure (26.5%).6 Finally, 16.1% of 
Yorkshire’s population live in a rural area.7

As can be seen in Figure 1, Yorkshire is home to 
pockets of both high and low levels of rurality, 
deprivation and ethnic minority populations.ii 

Yorkshire’s heterogeneity means one size does not 
fit all. There are a large number of people living 
in Yorkshire who encounter significant and varied 
difficulties accessing care.

Variation between Yorkshire  
and England and within Yorkshire

Deprivation
Deprivation is associated with several poor  
health and cancer-related factors including higher 
rates of cancer incidence, later stage diagnosis, 
emergency presentation, cancer mortality,  
alcohol-related cancers, low screening participation 
and greater prevalence of risk factors such as 
smoking and excess body weight.iii This could be due 
to a number of factors. People in deprived areas 
may face poorer quality of care and limited access 
to healthcare, influenced by factors like income, 
housing, environment, transport, education and 
work.8 They may also have caring responsibilities or 
struggle to take time off work, making it harder to 
attend appointments. Deprivation is also linked to 
variation in treatment provision. Research funded by 
Yorkshire Cancer Research revealed that women in 
disadvantaged areas were 32% less likely to receive 
surgery and chemotherapy for ovarian cancer 
compared to those in affluent areas.9 Surgery and 
chemotherapy are the main treatments for ovarian 
cancer, increasing survival rates.

ii  Different geographies are used throughout this report due to  
data availability.

iii  Excess body weight is defined as when a person's Body Mass Index 
is overweight and above. when excess body weight is used in this 
report it refers to both overweight and obesity.

https://www.yorkshirecancerresearch.org.uk/news/inequalities-in-ovarian-cancer-treatment-revealed-in-new-study
https://www.yorkshirecancerresearch.org.uk/news/inequalities-in-ovarian-cancer-treatment-revealed-in-new-study
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Ethnic minority populations
Yorkshire’s ethnic minority populations also 
face challenges accessing healthcare. Language 
barriers and cultural norms may prevent people 
from ethnic minority groups from reporting 
symptoms, especially gynaecological symptoms 
in women. The system also presents diagnostic 
barriers not faced by the White ethnic group.  
For instance, 8% of the White ethnic group 
needed to speak to a professional five or more 
times before diagnosis, compared to 16% of the 
Other ethnic minority group and 15% of the  
Black and Asian ethnic groups.10

Cancer incidence and mortality vary by ethnic 
group, with the White and Black ethnic groups 
having the highest incidence of cancer and the 
White group having the highest mortality rate. 
Variation also exists for specific cancers. For 
example, Black men are twice as likely to be 
diagnosed with and up to twice as likely to die 
from prostate cancers than men from the White 
ethnic group.11 Some ethnic minority groups also 
have higher rates of external risk factors such 
as smoking, smokeless tobacco product use and 
excess body weight. 

Figure 1: Map of Yorkshire highlighting the areas  
with the highest and lowest levels of deprivation,  
ethnic minority population and rurality. 5-7

17YorkshireCancerResearch.org.uk

Hambleton is the area in  
Yorkshire with the lowest ethnic 
minority population (4.4%).

Hambleton

Bradford is the area in  
Yorkshire with the highest ethnic 
minority population (43.3%). 

Bradford

Hull is the 4th most deprived 
area in England.5 Within Hull 
nearly half of areas fall within 
England’s 10% most deprived. 
Hull is also the least rural area 
in Yorkshire, 100% of its areas 
being classed as urban. 

Hull

Harrogate is Yorkshire’s 
least deprived local authority.  
Even in Harrogate, 1% of areas  
are within the 10% most  
deprived areas in England. 

Harrogate

In Ryedale in North Yorkshire,  
73.0% of the population live in  
a rural area. 

Ryedale
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There is a strong body of evidence to suggest that 
ethnicity and deprivation are interlinked. Within the 
most deprived quintile in England, more than one in 
four people in the population report their ethnicity 
to be within an ethnic minority group (28.9%) 
compared to 11.5% of the least deprived decile.6, 12 
In Yorkshire, the ethnic minority population makes 
up 19.8% of the overall population, yet nearly one in 
three people (29.8%) living in the eight Yorkshire local 
authorities that fall within the 20% most deprived in 
the country are within an ethnic minority group. 

People in ethnic minority groups may also encounter 
the barriers faced by deprived populations, in 
addition to the more unique barriers faced by ethnic 
minority populations. For example, deprived areas, 
coastal communities and areas with high ethnic 
minority populations have the lowest levels of 
health literacy in the country.13 Health literacy is the 
ability to access and interpret information to make 
informed health decisions. The areas in Yorkshire 
with the highest levels of low health literacy are 
Bradford and Hull (51.8% and 50.5% respectively), 
these are the areas of Yorkshire with the highest 
ethnic minority and most deprived populations. 

Rurality
People living in rural areas are less likely to survive 
cancer than those living in urban towns and cities. 
RURALLY, a study funded by Yorkshire Cancer 
Research, highlights the difficulties faced by 
people living in rural areas of North Yorkshire when 
experiencing early symptoms of cancer.14 Longer 
travel times for those living in rural areas, combined 
with high levels of self-employment and employment 
in industries with seasonal work pressures, such as 
farming and tourism, meant people often delayed 
visiting their doctor to avoid losing working time  
and income.

Cancer diagnosis
Yorkshire has a higher rate of cancers diagnosed 
each year than England on average. In Yorkshire, 
627 per 100,000 people are diagnosed with cancer 
each year compared to the national average of 
614 per 100,000 people.15 In Yorkshire, 7 out of 13 
areas have higher cancer incidence rates than the 
national average. Cancer incidence rates also vary 
significantly across Yorkshire.

Cancers that are diagnosed sooner are often easier 
to treat. However, just half of cancers in Yorkshire 
and England are diagnosed at an early stage and, 
within Yorkshire, there are pockets with both high 

and low rates of early diagnosis. GPs play a key 
role in early diagnosis as they are often the first 
point of contact for people presenting with cancer 
symptoms. However, there is significant variation 
in the number of patients per GP within Yorkshire 
with some areas having some of the highest number 
of patients per GP in the country.16 GPs in Kingston 
Upon Hull East care for an average of 3,664 patients 
each which is more than twice the number compared 
to Sheffield South East at 1,428.17 Kingston Upon 
Hull East is the 20th most deprived constituency in 
England (of 543) and Sheffield South East the 122nd.18 

Emergency presentation is associated with a higher 
proportion of late stage diagnosis and reduces 
the likelihood of positive treatment outcomes.19 
People in Yorkshire are consistently more likely to 
be diagnosed through an emergency route than 
the national average. All three Yorkshire ICBs sit 
within the five ICBs with the highest emergency 
presentation rates of all 42 English ICBs. 

Figure 2 illustrates the variation across Yorkshire  
in cancer diagnosis, highlighting areas with the 
highest and lowest diagnosis rates and differences  
in early diagnosis and cancers diagnosed through  
an emergency route.
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Bradford is the area with  
the lowest cancer incidence  
rate in Yorkshire at 584 per 
100,000 people. 

Bradford

Hull has the highest percentage 
of cancers diagnosed through 
an emergency route in Yorkshire 
with more than one in four people 
with cancer diagnosed through  
an emergency route (26.0%). 

Hull

Figure 2: Map of Yorkshire highlighting the areas with the highest 
and lowest rates of cancer incidence and proportions of cancers 
diagnosed at an early stage or through an emergency route. 15, 19, 20
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Calderdale has the second 
lowest percentage of early 
diagnosis in England at 49.4%.

Calderdale

Doncaster has the 8th highest 
percentage of early diagnosis in 
England, at 57.4%.

Doncaster

Rotherham has the lowest percentage of 
cancers diagnosed through an emergency 
route in Yorkshire with less than one in five 
diagnosed through an emergency route (18.8%). 

Rotherham

Leeds has the highest cancer 
incidence rate in Yorkshire at  
715 per 100,000 of people. 

Leeds
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Cancer outcomes 
People in Yorkshire are less likely to survive their 
cancer as measured through one-year and five-year 
survival compared to the national average and rates 
of cancer deaths are typically higher in Yorkshire 
than in England.19 9 out of 13 areas in Yorkshire have 
higher mortality rates than the national average.19 
Some areas of Yorkshire have some of the lowest 
cancer survival rates and highest mortality rates in 
the country. Figure 3 highlights the areas with the 
best and worst cancer outcomes in Yorkshire.

Figure 3: Map of Yorkshire highlighting the 
areas with the highest and lowest rates of 
cancer mortality and one-year survival. 19

North Yorkshire has the lowest rate  
of mortality for all cancers combined 
in Yorkshire (236.2 per 100,000 people). 
North Yorkshire also has the lowest cancer 
mortality rate for those under the age of 
75 in Yorkshire (110.9 per 100,000 people). 

North Yorkshire

Hull has the highest rate of mortality 
(337.1 per 100,000 people) and lowest 
one-year survival rate (70.6%) for all 
cancers combined in Yorkshire. Hull 
also has the highest cancer mortality 
rate for those under the age of 75 in 
Yorkshire (161.3 per 100,000 people). 

Hull

Leeds has the highest one-year 
survival rate for all cancers 
combined in Yorkshire at 75.5%.

Leeds

20 Evidence from Yorkshire to inform a National Cancer Plan and save lives across the region and beyond



21YorkshireCancerResearch.org.uk

Hull has some  
of the worst cancer 
outcomes in  
Yorkshire.
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Preventable risk factors
Yorkshire has high prevalence of many preventable 
risk factors such as smoking, excess body weight and 
alcohol. For example, Yorkshire has the 2nd highest 
smoking rate in England (out of nine regions) with 
12.4% of the adult population smoking in 2023.21 
This is higher than the national average of 11.6%. 
Yorkshire also consistently has a higher proportion 
of adults who are living with excess body weight, 
the second largest cause of preventable cancer.22 

Yorkshire has a similar percentage of people who  
are physically inactive (engaging in less than  
30 minutes of physical activity per week) to England 
at 22.5% and 22.6% respectively.23 However, 9 of 13 
areas in Yorkshire have a higher percentage of the 
population who are physically inactive compared 
with the England average. 

Figure 4 demonstrates the significant variation in 
levels of preventable risk factors within Yorkshire. 
Some of these areas have some of the highest 
prevalences of preventable risk factors and rates  
of death from a preventable cancer in England.

As well as the cancer risks incurred by preventable 
risk factors which are covered in the next section, 
high levels of preventable risk factors can reduce  
the likelihood of seeking help. Symptoms of 
comorbidities may mask cancer signs and symptoms, 
leading people to misattribute the symptoms to 

existing comorbidities. Delayed presentation to 
healthcare increases the risk of cancer spreading, 
making treatment harder and costlier. For example, 
smoking is linked to lung cancer, but symptoms like 
coughing and chest infections are also associated 
with COPD, causing diagnostic delays.26 Additionally, 
embarrassment or shame, especially related to 
smoking, can delay seeking help and lung cancer 
diagnosis.27 Masking of symptoms by comorbidities 
and internalised stigmas have both been linked to 
delays in lung cancer diagnosis.

Preventable risk factors are also often associated 
with late stage and life-threatening cancers.  
Lung, bowel, bladder and liver cancers are all 
strongly associated with preventable risk factors 
with 78.8% of lung cancers, 54.1% of bowel cancers, 
48.6% of bladder cancers and 48.3% of liver cancers 
considered preventable.28 Furthermore, in Yorkshire, 
46% of stageable lung cancers, for example, are 
diagnosed at stage four and only 46.8% of people 
diagnosed with lung cancer survive after a year.29, 30  
Therefore, people in areas with high levels of 
preventable risk factors may be more likely to both 
be diagnosed with and die from cancer than areas 
with lower levels of preventable risk factors. Areas 
of deprivation often have a higher prevalence of 
smoking, alcohol use, excess body weight and 
physical inactivity, meaning these risk factors are 
likely to widen health inequalities. 
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Figure 4: Map of Yorkshire highlighting 
the areas with the highest and lowest 
levels of preventable risk factors and 
rates of preventable cancer death. 21-25

Hull has the lowest proportion 
of the population who drink 
more than 14 units of alcohol a 
week in Yorkshire at 11.4%.  
Hull also has the highest rate of 
death from a preventable cancer 
(for those under 75) in Yorkshire 
(75.3 per 100,000 people). 

Hull

North Yorkshire has the lowest rate 
of death from a preventable cancer 
(for those under 75) in Yorkshire 
(43.6 per 100,000 people). 

North Yorkshire

York has the lowest percentage 
of people who are physically 
inactive in Yorkshire, at 16.3%.

York

Sheffield has the lowest proportion of 
adults living with excess body weight in 
Yorkshire at 62.0%.

Sheffield

Doncaster has the highest smoking 
prevalence in Yorkshire at 17.8%.

Doncaster

Selby has the lowest smoking 
prevalence in Yorkshire at 5.5%.

Selby

Barnsley has the highest percentage 
of people who are physically inactive 
in Yorkshire at 32.5%.

Barnsley

Rotherham has the highest proportion of adults 
living with excess body weight in Yorkshire at 
73.7%. Rotherham also has the highest proportion 
of the population who drink more than 14 units  
of alcohol a week in Yorkshire at 31.1%.

Rotherham
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Four in ten cancers could be prevented by  
changing behaviours that can cause cancer. 

Yorkshire Cancer Research estimates that 
preventable cancers cost 6,000 lives in 
Yorkshire and 59,000 lives nationally a 
year.31, 32 It is therefore vital that action is 
taken to reduce the preventable risk factors 
associated with cancer such as tobacco and 
alcohol use as well as excess body weight. 

Table 1 demonstrates the substantial costs  
of these risk factors in Yorkshire. 

Background

14.7% 4,650 £4.5bn15 3,000

6.3% 2,000 £6.3bn iv13 700

3.3% 1,040 £2.5bn7 540

1.5% 460 £570.8m3 v 260
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Tobacco

Excess body weight

Alcohol

Physical inactivity

Table 1: Preventable risk factors and their impact on people and society in Yorkshire. 21, 28, 31-38

Risk factors

iv  This estimate is for the cost of obesity alone in Yorkshire. Excess body weight is defined as when a person’s  
Body Mass Index is overweight and above. 

v  The American College of Sports Medicine Roundtable concluded that there was moderate evidence to link physical 
inactivity with increased risk of bowel, endometrial and lung cancers. The percentage of cancers caused along with 
the number of cancer cases and deaths in Yorkshire are estimated from data for breast and bowel cancers only. 
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As the largest cause of preventable cancer in the 
country, it is unsurprising that much has been 
done to reduce tobacco use. Since 2011, smoking 
prevalence has decreased by a relative 41% in 
England and 43% in Yorkshire.21 However, more 
needs to be done, especially for Yorkshire. 

Smoking prevalence in Yorkshire is decreasing 
at a slower pace than the national average. 
Between 2022 and 2023, Yorkshire saw the second 
smallest decrease in the percentage of smokers, 
consequently widening the gap between the 
Yorkshire and England average smoking rates. 
Neither Yorkshire nor England are on track to 
meet the 5% smoking prevalence target for 2030, 
which would require 308,363 people in Yorkshire to 
stop smoking.4, 21 The Charity estimates that if the 
trajectory of the decline in smoking rates remain 
consistent with current progress, Yorkshire and 
England will only meet the 5% target in 2043. 

Stop smoking services in Yorkshire have the highest 
successful quit rates in England, with 65% of people 
seeking support successfully quitting compared to 
the national average of 54%. However, Yorkshire 
has one of the lowest uptake rates of stop smoking 
support in the country.39 Low uptake rates could 
be due to a variety of reasons including lack of 
awareness, time, willingness or desire to quit and 
mean people do not receive the support they need. 

A 2025 YouGov survey commissioned by  
Yorkshire Cancer Research involving 2,006 people 
found 45% of people living in Yorkshire think that 
funding for smoking cessation services should be 
weighted so that areas with higher smoking rates 
receive more funding than areas with lower smoking 
rates. This is slightly higher than the proportion of 
people in Yorkshire who think that funding should 
be distributed equally across the country (40%).40

Smoking is the single biggest cause of health 
inequalities and is associated with almost every 
indicator of deprivation and marginalisation. The 
more disadvantaged someone is, the more likely 
they are to smoke and suffer from smoking-related 
disease and premature death. In Yorkshire, 69.6% of 
people who smoke live in local authorities that fall 
within the most deprived 20% in England.21

“High-quality stop smoking 
support significantly increases 
people’s chances of successfully 
quitting smoking and can be life 
changing. Every day I see the 
impact that stopping smoking 
support can have - improving 
people’s health and wealth and 
allowing people to take back 
control of their lives. It is so 
important that people are given 
every opportunity to access this 
support and boost their chances 
of quitting for good.” 
Tori Douthwaite
Stop Smoking Specialist, Yorkshire Cancer Research

Smoking

Spotlight
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Automatic enrolment into  
smoking cessation support at  
more touchpoints within the NHS
  The National Cancer Plan should integrate 

smoking cessation into more touchpoints 
within the NHS, so that whenever someone 
who smokes interacts with the NHS, they are 
offered gold standard smoking cessation 
support as many times as possible. This should 
be set up so that within these touchpoints, 
people who smoke are automatically enrolled 
and must then actively opt-out of the scheme. 

Stop smoking support is the most effective method 
of quitting and is three times more effective than 
quitting without support.41 Additionally to cancer, 
smoking is linked to long-term health conditions 
including coronary artery calcification, emphysema 
and premature deaths due to COPD, heart disease  
and stroke.42 Quitting smoking reduces these risks, 
making it vital for smoking cessation services to be 
well-funded, high-quality and widely used.

The NHS Long Term Plan outlined that smoking 
cessation services should be provided for all inpatients, 
pregnant women and their partners, and those 
in long-term mental health and learning disability 

Prevention policy recommendation
services by 2023/24.43 Yorkshire Cancer Research has 
assisted with the delivery of this service in our region 
by providing funding for multiple smoking cessation 
programmes, including the QUIT Programme, 
delivered by South Yorkshire and Bassetlaw Integrated 
Care System in partnership with five local authorities 
and local Stop Smoking Services. The Charity has also 
funded stop smoking services for hospital patients 
in Leeds, delivered by five Stop Smoking Advisors 
working across Leeds Teaching Hospitals Trust. 

The provisions in the NHS Long Term Plan should be 
expanded so every person who smokes is offered 
stop smoking support at as many touchpoints within 
the NHS as possible. For example:

•   within lung screening appointments 

•   whilst people are waiting in  
Accident and Emergency (A&E)

•   within all mental health appointments

•   when people have been urgently referred  
with suspected cancer symptoms 

•   when people are awaiting or undergoing  
cancer treatment.

People in Yorkshire are largely supportive of offering 
smoking cessation services in a number of different 
settings.40 For example, 74% of people in Yorkshire 

consider it acceptable to offer smoking cessation 
services as part of a lung screening appointment and 
65% as part of any cancer screening appointment. 
The proportion of those who thought it would be 
acceptable for people who smoke to be offered 
smoking cessation services was higher among those 
who either personally smoked or who had family or 
friends who smoke, for almost all touchpoints which 
the Charity asked about in the survey.  

Automatically enrolling people who smoke into 
smoking cessation support as part of existing 
appointments or waiting time means people who 
otherwise may not have engaged with the service 
due to lack of time, awareness or self-belief are 
more likely to engage with smoking cessation 
services. Smoking cessation interventions should 
not be delivered by the clinician of the original 
appointment, but, wherever possible, time should 
be built into the appointment so that whilst people 
who smoke are already present, they are given the 
opportunity to sit down with a qualified smoking 
cessation advisor. For many people who smoke, 
especially those who have smoked for a considerable 
amount of time and may have tried quitting before 
without success, simply handing them a leaflet or 
giving them brief advice to quit is not enough to 
encourage them to quit. Smoking cessation services 
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must adapt to capture attention in diverse settings. 
The majority of people in Yorkshire (58%) think that 
smoking cessation support should be provided “in 
person as part of another health appointment”, 
increasing to 61% amongst those who smoked or 
who had close family or friends who smoked.40 This 
was followed by “in person but as a separate, follow 
up appointment” (48%) and “through the NHS app” 
(39%). People under the age of 70 were more in 
favour of using the NHS app.

In England, over 50% of people who smoke intend 
to quit and yet uptake rates for smoking cessation 
services remain low, especially in Yorkshire.44 
Engaging people who smoke at optimal moments, 
like while waiting for health appointments, provides 
an opportunity to quit without them needing to be 
proactive. Below are examples of touchpoints  
within the NHS to engage people who smoke, 
though many more could be effective.

Lung screening 
There is strong evidence for providing opt-out, 
co-located smoking cessation support within 
lung screening appointments. Evidence from the 
Yorkshire Enhanced Stop Smoking study (YESS), 
funded by Yorkshire Cancer Research, shows that 
providing opt-out, co-located smoking cessation 
services within the same appointment as lung 
screening is highly effective and results in high quit 
rates.45 Yorkshire Cancer Research estimates that  
co-locating stop smoking support within the NHS 

Lung Cancer Screening Programme national roll-out 
could support around 15,400 people who are newly  
eligible for lung screening each year to quit smoking 
and save up to 5,500 years of lifevi, by preventing 
lung cancer and increasing life expectancy.46

Of eligible participants in the YESS study, 89.0% 
agreed to see an advisor on the unit and 15.0% of 
all eligible people self-reported quitting after four 
weeks. This is a higher quit rate than is seen in lung 
screening units that do not provide such intensive 
intervention. For example, the UK Lung Screening 
Pilot provided standard smoking cessation  
advice leaflets and signposted participants to 
existing services. At a similar time-point to the 
4-week quit rate measured in the YESS study,  
9.9% self-reported quitting.47 

The co-location of the support is important and 
viewed by researchers as vital for maximising uptake 
rates as it means the additional burden of booking 
and attending a separate appointment is not placed 
on participants.42 Trials which did not provide on-site 
support did not have as high levels of engagement 
with smoking cessation services. However, if  
co-location is physically impossible due to space 
limitations, a same-day telephone appointment is 
the next best option. Automatic enrolment helps 
smoking cessation services to capture those who 
may have otherwise passed up the opportunity 
to quit by presenting smoking cessation and lung 
screening as a comprehensive package rather  
than an optional add on. 

The principles from the lung screening example  
can be applied to a range of settings. People are 
likely to accept support and subsequently quit if  
it is presented as a comprehensive package with 
another medical appointment. 

Accident and Emergency
The current target waiting time in A&E is four 
hours and, for patients who require an admission 
to hospital, the median A&E waiting time is nearly 
six hours.48 The Charity estimates that every month 
around 300,000 people attending A&E in England 
smoke.49 People attending A&E are more likely to 
be from deprived communities and more likely to 
smoke than the general population, making A&E 
based smoking cessation interventions an important 
opportunity not only to reduce smoking prevalence 
but also to tackle health inequalities.50

Research shows that offering smoking cessation 
services in A&E is effective and well-received. 
Participants in trials found it a welcome distraction 
during their wait. The CoSTED trial found that it was 
highly effective to provide advice (e.g. a 15-minute 
session with a stop smoking advisor), an e-cigarette 
starter kit and an onward referral to stop smoking 
services to people who smoke whilst they are 
waiting in A&E.51 At six months, 23.4% of those 
receiving this intervention had achieved sustained 
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vi  The number of life years gained estimated here is based on lung cancer 
alone. It is likely that the life years gained are higher than this due to the 
preventative benefits of smoking cessation for other life-threatening 
diseases such as COPD, heart disease and stroke.

https://www.yorkshirecancerresearch.org.uk/news/stop-smoking-support-alongside-lung-screening-could-save-lives
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smoking abstinence, statistically significantly higher 
than the 12.9% of the control group who were simply 
signposted on without providing onsite support.  
Half of those who attended A&E and currently 
smoked agreed to take part, indicating the 
intervention is acceptable and provides a valuable 
opportunity to engage people who smoke who  
may not intend to quit.

Mental health appointments
People with mental illnesses are equally motivated 
to quit, yet the odds of achieving abstinence after a 
quit attempt are 19% lower for people with mental 
illnesses compared to those without.52 While many 
people feel smoking offers temporary relief of some 
mental health symptoms, evidence shows that 
quitting smoking can improve mental health.53

The 2025 ESCAPE trial compared two groups 
receiving cognitive behavioural therapy (CBT) for 
depression or anxiety.52 The intervention group also 
received 12 sessions of integrated smoking cessation 
support, and the control group was signposted to 
external smoking cessation services after their CBT 
treatment. This study found that offering smoking 
cessation alongside treatment did not affect the 
completion rates of the mental health intervention 
or harm mental health and it increased both the 
proportion of people who attempted to quit 
smoking during their treatment and the number of 
people who successfully quit. Uptake of services 
increased from 6.0% in the control group, where 
they were signposted on to smoking cessation 

services, to 20.6% in the intervention group who 
were provided with integrated support. Smoking 
abstinence rates at 6 months were 2.5 times higher 
than for the control group. Integrating smoking 
cessation support into CBT was also considered to 
be widely acceptable with 90% of participants who 
completed the intervention reporting that they were 
satisfied. This trial indicates that integrating smoking 
cessation support into cognitive behavioural therapy 
is feasible and acceptable, but small sample size and 
lack of key measures limit conclusions. Larger trials 
are needed to demonstrate effectiveness.

Urgent suspected cancer referral 
The Faster Diagnosis Standard is an NHS target 
which states people should be diagnosed or have 
cancer ruled out within 28 days of an urgent referral 
for suspected symptoms of cancer or being referred 
through a screening programme. People who have 
suspected symptoms of cancer will most likely not be 
diagnosed with cancer, but this remains an important 
teachable moment. People waiting to be seen by 
a specialist are likely to be concerned about their 
health and potentially more likely to engage with 
stop smoking advisors than ordinarily. Whilst waiting 
to be seen by a specialist after seeing their GP with 
symptoms or as part of the initial appointment with 
a hospital specialist, people who smoke should be 
automatically enrolled for smoking cessation support 
with a qualified smoking cessation advisor. 

Whilst awaiting or undergoing  
cancer treatment
While stopping smoking is extremely important  
for cancer prevention, it remains crucial once 
diagnosed with cancer.

Numerous studies have found a link between 
smoking status and the efficacy of cancer 
treatment.54 For chemotherapy and radiotherapy, 
there is a significant amount of evidence that people 
who do not smoke respond best. Additionally, there 
is sufficient evidence to infer a causal relationship 
between continued cigarette smoking and the risk 
of developing a secondary cancer and increased 
all-cause and cancer-specific mortality.55 This 
means continuing to smoke after a diagnosis of 
cancer could reduce the effectiveness of treatment, 
increase the risk of a second primary cancer 
developing and increase the risk of dying. It is 
paramount that smoking cessation services are 
integrated into cancer pathways so whilst waiting  
for treatment as well as alongside it, people who 
smoke are given the support they need to quit. 

In Yorkshire, 57% of people think it would be 
acceptable to offer smoking cessation services 
whilst on the waiting list for cancer treatment 
and 56% would find it acceptable to be offered 
smoking cessation services before starting cancer 
treatment.40 For both, this was higher (61%) amongst 
those who had either personally been diagnosed 
with cancer, or had a close friend or family member 
diagnosed with cancer. 

Chapter Two: 
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Economic case
There is a strong economic case for integrating 
smoking cessation into as many touchpoints  
within the NHS as possible, due to the likelihood 
that this will increase uptake for smoking cessation 
services by engaging people who smoke who are 
otherwise disengaged. 

Investing in smoking cessation services is one of the 
most cost-effective interventions that the NHS can 
provide. Tackling tobacco use could save England 
£43.7 billion a year, through increased productivity 
and reduced costs to the NHS and social care.56 
Revenue from cigarette and hand rolled tobacco 
taxation is about £6.77 billion a year nationally, 
significantly less than smoking costs the economy.

NHS Lung Cancer Screening Programme
York Health Economics Consortium compared 
the cost effectiveness of providing any smoking 
cessation intervention within the NHS Lung Cancer 
Screening Programme compared to no intervention 
or behavioural support alone and found all 
smoking cessation interventions appeared to be 
cost-effective.57 They estimated that for smoking 
cessation initiated within the screening appointment, 

there is net monetary benefit to the NHS of  
£2,198 per person compared to onward referral 
to smoking cessation services. This is due to an 
additional 80 quality-adjusted life years (value 
applied to the intrinsic value of life) per 1,000 
smokers and reduced workplace absenteeism. 
Maximising the uptake and effectiveness of smoking 
cessation services can both improve individual health 
and boost local economies, enabling people to 
improve their health so they can return to work. 

As recommended by the Khan independent  
review, Action on Smoking and Health (ASH) and  
the All-Party Parliamentary Group (APPG) for 
Smoking and Health, additional funding for stop 
smoking services should be raised via a polluter 
pays levy, which would cap tobacco manufacturers’ 
profits at 10%, in line with the manufacturing 
average.42, 58 It is estimated that this could raise  
£700 million a year which could comfortably finance 
the model of integrated smoking cessation within 
the NHS Lung Cancer Screening Programme 
recommended by Yorkshire Cancer Research.  
The majority of the public are supportive of this 
measure (68%).59
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Health inequalities case
In England, the difference in life expectancy between 
the most and least deprived deciles is as high as ten 
years. Smoking accounts for approximately half of 
this difference.5 Research from 2021 found that after 
accounting for tobacco expenditure, 500,000 extra 
households were below the poverty line in the UK. 
Of all regions in England, Yorkshire and the Humber 
has the largest difference between the proportion 
of households below the poverty line before and 
after spending on tobacco is taken into account. It is 
therefore important that effective smoking cessation 
strategies are in place to tackle health inequalities for 
people in Yorkshire and beyond. 

In Yorkshire, adults working in routine and manual 
occupations have a smoking prevalence of 21.4%, 
this is nearly double the regional average of 12.4%.21 
Although the quit rate for this group is slightly 
higher than the Yorkshire average (66.6% vs 64.6%), 
there is still a third of those in routine and manual 
occupations who do not quit smoking following  
an attempt.39 

Taking every opportunity to engage with people 
who smoke is key to reducing smoking rates and 
therefore tackling health inequalities. Integrating 
smoking cessation into existing pathways and 
appointments reduces the burden on individuals, 
eliminating the need for extra time or initiative 
to make first contact with a smoking cessation 
advisor. This is particularly key for adults working 
in routine and manual occupations compared to 
other occupational groups as they may have less 
workplace flexibility than those in managerial roles, 
so may find it harder to take time out of work  
for appointments.60 
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Geoff’s experience
 Geoff Rodley
Yorkshire Enhanced Stop Smoking  
study participant

“When it comes to Yorkshire Cancer Research, 
it’s because of their initial idea and their 
commitment I’m sat here in my home, healthy, 
full of motivation and confidence, I can’t 
thank them enough.”

A perfect opportunity

“I am pleased to see that Yorkshire Cancer Research are calling for the 
National Cancer Plan to provide dedicated funding for stop smoking support  
to be integrated into the NHS Lung Cancer Screening Programme. The National  
Cancer Plan is a perfect opportunity for the Government to commit to giving 
people who smoke the support that they need to quit at a time where they  
are likely most receptive to improving their health.  
“The NHS Lung Cancer Screening Programme is an important opportunity to 
engage with a large number of people who smoke; therefore, we should not waste 
it. We know from the Yorkshire Enhanced Stop Smoking study that integrating 
stop smoking support into lung screening can provide high levels of uptake for 
stop smoking support and promising quit rates. To help tackle tobacco use and 
the significant costs associated with it, opt-out stop smoking support should be 
provided within lung screening appointments to everyone who smokes.”

Professor Rachael Murray
Professor of Population Health,  
University of Nottingham

“The National Cancer Plan is a perfect opportunity 
for the Government to commit to giving people who 
smoke the support that they need to quit at a time 
when they are likely most receptive to improving 
their health.”

Geoff started smoking in his thirties and within months realised that 
he was addicted. The Yorkshire Enhanced Stop Smoking study gave 
him the opportunity to do something about it. Before participating 
in this study, Geoff had tried to quit but found that the one-to-one, 
ongoing support from the team was what he needed to successfully 
stop smoking. The smoking cessation advisors made him feel at ease, 
supporting and encouraging him so that he did not feel alone, and 
being shown the damage that had been done to his heart gave him 
the motivation that he needed. 
Since quitting smoking with the support of the Yorkshire Enhanced Stop 
Smoking study, Geoff feels one hundred times better. He is no longer as 
tired, his cough has almost disappeared and he is saving money. 
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Background
Early stage cancer diagnoses offer more treatment 
options and higher survival rates compared to late 
stage diagnoses. For example, when lung cancer is 
diagnosed at an early stage, five-year survival is  
62.6% and when diagnosed at a late stage is 13.5%.61 

The Charity estimates that if the 75% early diagnosis 
target was met for lung cancer in Yorkshire, then  
each year 900 additional people would survive at  
least five years. 

Cancers diagnosed through screening and managed 
routes are more likely to be caught at an early stage 
than those diagnosed through emergency routes:

•   25.6% of cancers diagnosed through an emergency 
route are early stage cancer, compared to 57.2% of 
those diagnosed through a managed route.vii, 62 

•   Yorkshire has a higher proportion of cancers 
diagnosed through an emergency route (21.2%) 
than England (19.4%).19 

•   Additionally, in England, 16.4% of cancers in the 
least deprived quintile are diagnosed through 
emergency routes, compared to 24.0% in the most 
deprived quintile, a 7.6% difference.19 

35YorkshireCancerResearch.org.uk

vii  Cancers diagnosed through a managed route to diagnosis are detected via 
urgent and non-urgent GP referrals as well as other outpatient and inpatient 
elective routes.
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Yorkshire has a higher screening coverage for  
cervical, breast and bowel screening than the  
national average. However, in recent years the 
proportion of people up to date with breast and 
cervical cancer screening has declined, leading 
to more than 570,000 breast and cervical cancer 
screens missing.63 There are also areas and  
groups within Yorkshire that have particularly  
low rates of screening coverage for certain 
screening programmes. 

For most screening programmes, lower coverage 
rates are seen in areas that have a higher 
proportion of the population belonging to a 
minority ethnic group.6, 63 For example, there is 
a strong relationship between cervical cancer 
screening coverage rates in the 25 to 49 age 
group and the proportion of minority ethnic group 
residents in the population. The sub-ICB with the 
lowest screening coverage (Bradford District and 
Craven, 65.1%) also has the highest minority ethnic 
population percentage (39.7%); the sub-ICB with 
the highest screening coverage (East Riding of 
Yorkshire, 76.9%) has the lowest minority ethnic 
group population percentage (5.4%). 

Additionally, in England for cervical, breast and 
bowel cancer screening programmes, the least 
deprived quintile has continuously had higher 
screening coverage rates than the most deprived 
quintile.63, 64 The difference is currently largest  
for cervical screening (between ages 25 to 49),  
where the coverage in the least deprived quintile  
is an absolute 9.4% higher than the most deprived. 

As of March 2024, more than 800,000 cancer 
screens were missed in Yorkshire across cervical, 
breast and bowel screening and neither Yorkshire 
nor England were meeting all efficiency or optimal 
targets. The Charity estimates that achieving 
optimal targets in Yorkshire across the remaining 
programmes would lead to more than 150 lives 
saved, more than 250 cancers prevented and 
thousands more years of life to live. 

Reasons for variation in screening access are 
complex. Cultural factors such as stigma and 
religious belief may impact someone’s likelihood 
of attending screening.65 Other personal factors 
also apply, such as levels of knowledge, fear or 
embarrassment which may lead to variation in how 
much people prioritise screening. Moreover, the 

screening appointment itself may not be accessible 
for certain groups, it may be too far away to access 
without a car, or there may be communication 
barriers discouraging people from attending. 

Screening access is a priority for a large proportion 
of people in Yorkshire.40 50% of people living 
in Yorkshire who had been invited for cancer 
screening think that access to cancer screening 
services in Yorkshire needs to be improved,  
40% are not sure and just 10% think that screening 
access in Yorkshire does not need to improve. 
Younger people are more likely to think that 
access to screening services in Yorkshire needs 
to be improved at 66% in the 18 to 29 age group 
compared to 50% in the 70+ age group. A slightly 
larger proportion of people living in Yorkshire think 
that access to screening services in rural areas 
needs to be improved (54%). 

Spotlight

Screening
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Sustained innovation within  
screening programmes
  Screening is the route to diagnosis which 

catches the highest proportion of early stage 
cancers, but it diagnoses the fewest overall. 
This is especially concerning for bowel cancer, 
which has a long-established screening 
programme yet only 11% of bowel cancers are 
found through screening and still more than 
20% are found through an emergency route.19 
Simply introducing a screening programme 
for a cancer site is therefore insufficient. 
The National Cancer Plan should ensure that 
screening programmes are (a) properly funded 
and (b) continually evaluated and improved, 
integrating innovative developments which 
improve the uptake, effectiveness and impact 
on health inequalities. 

Funding for innovative  
screening programmes  
Innovative screening interventions can increase 
participation in screening programmes across 
different groups. For example, the NHS Lung 
Cancer Screening Programme takes the innovative 
approach of providing targeted lung screens for 

people with a history of smoking on mobile units, 
bringing screening into communities to reduce the 
burden on individuals by reducing how far people 
have to travel. Just 11% of people in Yorkshire are 
willing to travel more than 60 minutes for a cancer 
screening appointment.40 46% of people were only 
willing to travel up to 30 minutes. People from an 
ethnic minority group are less likely to be willing 
to travel more than 30 minutes to attend a cancer 
screening appointment than those in the white 
ethnic group. 63% of respondents from an ethnic 
minority group said that they were willing to travel 
30 minutes or less compared to 52% of white 
respondents. Bringing screening into communities 
could therefore be key for people living in Yorkshire, 
especially those in ethnic minority groups. 

Evidence from the Yorkshire Lung Screening Trial 
(YLST), funded by Yorkshire Cancer Research, 
contributed to the National Screening Committee’s 
recommendation for a NHS Lung Cancer Screening 
Programme.66 Of the lung cancers detected in the 
YLST, 80% were found at an early stage, rising to 
88% in the trial’s second round of screening. When 
detected at stage one, 68% of people with lung 
cancer live beyond five years, compared to  
9% of those diagnosed at stage four. 

The National Lung Cancer Audit State of the 
Nation 2025 report indicates that this innovative 
approach has been effective.67 In 2023, rates of 
diagnosis through an emergency presentation 
were lower (30.9%) than the previous year (33.5%) 
and rates of early diagnosis were higher at 36.7% 
compared to 30.5% in 2021. The National Lung 
Cancer Audit suggests that the improvement in 
early diagnosis rates is likely to reflect the roll out of 
the NHS Targeted Lung Health Check Programme 
and subsequent introduction of the NHS Lung 
Cancer Screening Programme as well as other early 
diagnosis initiatives and recommends services 
maximise the uptake of lung screening for people 
aged 55 to 74 who are at high risk of lung cancer. 

However, the NHS Lung Cancer Screening 
Programme has not received sufficient funding 
for the next year of rollout, cutting the number 
of people who can participate. This conflicts with 
the Government’s prevention goals. The Charity 
estimates that if rolled out across the eligible 
population in the next five years, 144,000 people in 
Yorkshire would receive their first lung scan, with 
the potential to find thousands of lung cancers at 
an early stage, saving many lives. However, without 
sufficient funding to hit planned trajectories, it is 
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unclear whether the NHS Lung Cancer Screening 
Programme can be rolled out everywhere by 2029. 
Clarity on the future of lung cancer screening 
beyond 2029 is required and must be set out in 
the National Cancer Plan. The Charity understands 
that funding is stretched but holds that allocations 
should be prioritised according to local need and 
that the programme requires multi-year funding 
commitments to ensure planned trajectories can 
be achieved.

Continued innovation 
Researchers and the National Screening Committee 
can work together to ensure that new screening 
programmes are adopted as soon as possible.  
When developing IMProVE, a prostate cancer 
screening trial funded by Yorkshire Cancer Research, 
researchers engaged with the National Screening 
Committee to ensure the trial design was 
appropriate to inform future evidence gathering 
and related recommendations on prostate cancer 
screening. The National Screening Committee 
should proactively seek to work with researchers at 
the development stages of trials so once evidence 
is presented to the committee, all the information 
required is readily available. 

The National Screening Committee should continue 
to regularly evaluate research developments to 
ensure innovation within screening programmes 
can be incorporated in a timely manner. However, 
to allow for the swift implementation of innovation 
within screening programmes, the National 
Screening Committee may need to innovate itself, 
ensuring system constraints do not hold back 
innovation. The National Screening Committee 
must have the power to be reactive to new 
information and open to evidence. 

Since the announcement of the NHS Lung 
Cancer Screening Programme, there have been 
several research developments which could be 
incorporated into the programme to enhance 
its effectiveness. For example, ongoing research 
should seek to optimise the eligibility criteria for 
lung cancer screening to maximise the clinical 
benefit of screening. This might include iterations 
to the current risk prediction models and should 
also consider the implications of altering the 
current thresholds based on cost-effectiveness 
analysis. It may be cost-effective to screen at  
a lower risk threshold thus increasing the number 
of cancers diagnosed and lives saved. 

Additionally, evidence from the Charity’s Yorkshire 
Kidney Screening Trial confirmed that combining 
screening for lung and kidney cancers, for both of 
which smoking is a risk factor, could help identify 
undiagnosed cases of kidney cancer. Of the kidney 
cancers identified in this trial, 90% were found 

to be Stage 1. If treated at an early stage, the 
cancer is often treatable, however around six in 
ten people in Yorkshire will have no symptoms. 
As evidence is developed, it should be promptly 
considered and, if found to be effective, safe and 
cost-effective, integrated as swiftly as possible into 
programmes. 

Continued innovation within the cervical cancer 
screening programme is needed to help the 
Government achieve its commitment to eradicating 
cervical cancer by 2040. Cervical screening varies 
significantly between different socioeconomic 
groups and coverage has recently declined.  
At-home human papillomavirus (HPV) tests 
can boost participation by allowing women to 
self-sample with swab or urine tests at home, 
addressing barriers like inconvenience and 
embarrassment. The YouScreen trial demonstrates 
this could increase participation by up to 7.4%.68 

Additionally, the Catch-up Screen clinical trial 
funded by Yorkshire Cancer Research suggests that 
offering women aged 60 to 79 at-home urine tests 
(to find HPV) could increase screening coverage.69 
The trial includes people who are likely to have 
missed out on HPV testing if they attended their 
last screening before 2019, or if they did not attend 
their last test after 2019. Preliminary findings 
indicate that half of the women aged 60 to 64 who 
missed their last screening accepted the at-home 
test offer.

38 Evidence from Yorkshire to inform a National Cancer Plan and save lives across the region and beyond

https://www.yorkshirecancerresearch.org.uk/research-story/screening-for-prostate-cancer#:~:text=IMProVE%20-%20Screening%20for%20prostate%20cancer%20content,organised%20to%20reduce%20health%20inequalities.
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https://www.yorkshirecancerresearch.org.uk/news/thousands-of-hull-women-to-receive-at-home-hpv-tests-in-new-study
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Economic case
Adequate funding and innovation in screening 
programmes are crucial for improving coverage 
and early diagnosis rates, which saves lives and 
reduces costs. Research shows that treatment 
for people with cancer who are diagnosed at an 
early stage is two to four times less expensive 
than those who are diagnosed at later stages.70 
Specifically, increasing screening participation 
saves money. According to a 2024 report 
supported by Breast Cancer Now, increasing breast 
cancer screening uptake to 80% from 2019 rates 
would save between £96 million and £111 million 
by 2034; this figure will likely be higher considering 

breast screening participation has declined in 
recent years.71 Although screening has large initial 
costs, there are still net savings despite increasing 
the number of people who are diagnosed with 
cancer. This is largely due to more people being 
diagnosed at an early stage which often requires 
less complicated and costly treatment. 

Cutting the funding for the NHS Lung Cancer 
Screening Programme could incur higher costs due 
to additional late stage diagnosis in those who 
miss out on screening. Lung cancer is estimated 
to account for 15% of all cancer costs in Europe, 
this is a higher proportion than any other cancer 

site.72 This is largely because lung cancer causes 
significant productivity losses through premature 
deaths and lost working days, accounting for  
32% of all cancer-related productivity losses in 
Europe. These costs could be significantly reduced 
by shifting the staging profile of lung cancer. If 
more lung cancers were found at an early stage, 
it would enable more people to remain in work 
and return to work earlier. Given its effectiveness 
in early cancer detection, the NHS Lung Cancer 
Screening Programme should be a key priority.

Health inequalities case
Innovation within screening programmes is vital 
for reducing health inequalities. Currently, people 
in the most deprived decile are more likely to be 
diagnosed at a late stage than those in the least 
deprived decile and there is significant variation in 
screening coverage between different groups. 

Innovation can potentially reduce these 
inequalities by evaluating the impact of 
interventions on different groups and ensuring 
screening programmes are continuously improved, 
so they are as accessible and widely available as 
possible. At-home testing for cervical cancer, for 
example, reduces the burden on the individual, 
meaning women can take part without needing 
time away from work or caring responsibilities.

The Charity estimates that if the entire eligible 
cohort in England had the same screening 
coverages as the least deprived population, this 
would result in an additional 1.5 million screens 
across all programmes.5 In turn, this could mean an 
additional 3,547 cancers could be diagnosed early, 
1,588 cancers prevented and 1,181 lives saved.73  
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Important data
 Professor Mat Callister
Consultant in Respiratory Medicine, 
Leeds Teaching Hospitals NHS Trust

“Without the involvement of thousands of 
people across Leeds who signed up to be part 
of the trial, we would not have been able to 
share this important data. It’s because of their 
willingness to be involved in research that we 
have been able to contribute to a clear model 
for how lung screening should be introduced 
across the country.” 

David’s experience

Retired milkman David Sutcliffe from Leeds had always lived an active 
lifestyle. From his twenties, he frequently played golf, cycled and hiked  
with his friends in the Yorkshire Dales.

Despite leading an active lifestyle, David had smoked in his youth. In July 
2019, he participated in the Yorkshire Lung Screening Trial. His initial scan was 
clear, but a subsequent scan in 2022 revealed a small nodule in his left lung. 
Although potentially harmless, David opted for keyhole surgery to remove 
the nodule, which turned out to be stage-one lung cancer. However, the 
surgery had been a success and fortunately, there was no spread of cancer  
in the lymph nodes. Thanks to early detection and prompt treatment,  
David is cancer-free. 

David Sutcliffe
Yorkshire Lung Screening  
Trial participant

“I was completely recovered in a matter of weeks. 
Thanks to my cancer screening, I was there for my 
granddaughter’s first day of school and got to 
drop her off in her new uniform.  I am so grateful 
for the Yorkshire Lung Screening Trial gifting me 
the opportunity to see my grandchildren grow up 
and experience those precious, priceless moments.”

“I strongly commend this comprehensive document from  
Yorkshire Cancer Research highlighting key recommendations from 
the Charity for inclusion in the National Cancer Plan. Yorkshire 
Cancer Research has provided huge funding support for research 
into cancer prevention and early diagnosis within the region, and I am 
delighted that they have made a strong case for prioritising these two 
components at a national level. Whilst recent advances in systemic 
treatment are to be welcomed, it is through cancer prevention and 
earlier diagnosis that we will achieve the greatest impact on reducing 
cancer deaths and increasing life years gained as a result.”
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Cancer treatment has significantly improved in the 
last 20 years. The development of more targeted 
chemotherapy treatments and the increased 
understanding of immunotherapy has significantly 
improved survival for some cancers. However, cancer 
treatment still puts a huge burden on people with 
cancer and their families, physically, emotionally  
and financially.

Despite improvements in treatment options, 
where you live often determines the quality and 
variety of treatment options available to you. For 
example, Yorkshire Cancer Research funds the Bowel 
Cancer Improvement Programme (BCIP) which has 
found variation in both the provision and practice 
of perioperative care for colorectal cancer in 
Yorkshire.74 97% of people in Yorkshire think that no 
matter where in Yorkshire people live, they should 
receive the same healthcare options if they have  
the same healthcare needs.40 

There is also significant variation across the country 
in travel distances for cancer treatment such as 
radiotherapy. Yorkshire has three radiotherapy 
centres serving over one million people each, 
requiring many to travel over an hour for treatment. 
Despite making up 8% of the UK population, 
Yorkshire has only 5% of the UK’s radiotherapy 
centres. Furthermore, in Yorkshire a larger 

proportion of people with cancer are treated  
with radiotherapy than nationally.75 

There are also delays in receiving radiotherapy  
in Yorkshire. In 2024, only 71% of people began  
their radiotherapy treatment within 31 days of 
diagnosis.76 This is much lower than the national 
average of 88% and Hull (one of the lowest 
performing areas in the country) fell even further 
behind with 59% of people beginning radiotherapy 
within 31 days of diagnosis in 2024. 

Figure 5 shows the three radiotherapy sites in 
Yorkshire. In Yorkshire, just 34% of people are 
willing to travel more than 60 minutes to attend 
cancer treatment (e.g. surgery, radiotherapy or 
chemotherapy) meaning 66% of people in Yorkshire 
are only willing to travel 60 minutes or less to attend 
cancer treatment. Of these, 30% were only willing  
to travel less than 30 minutes.40 Longer travel times 
for cancer treatment could be a particular issue  
for people from lower socioeconomic backgrounds,  
33% of the C2DE socioeconomic group are only 
willing to travel 30 minutes or less for cancer 
treatment compared to 28% of the ABC1 group.viii  

Whilst the Charity recognises it is not feasible for  
every centre to be specialist in every area of treatment, 
it is important that innovative treatments are not all 
condensed in certain areas. Otherwise, the burden 
of travelling for high quality and varied treatment 
options persistently falls on the same people, resulting 
in pockets of the country which are isolated from 
accessible, high-quality treatment options. 

Figure 5: Map of Yorkshire showing  
the three radiotherapy sites in the region.
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viii ABC1 and C2DE are classifications of social grade or socioeconomic status. The ABC1 group combines the groups AB, higher and intermediate managerial, 
administrative and professional occupations and C1, supervisory, clerical, and junior managerial, administrative and professional occupations. The C2DE group 
combines the groups C2, skilled manual occupations, and DE, semi-skilled and unskilled manual occupations; unemployed and lowest grade occupations.77
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https://www.yorkshirecancerresearch.org.uk/research-story/bowel-cancer-improvement-programme
https://www.yorkshirecancerresearch.org.uk/research-story/bowel-cancer-improvement-programme
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Traditionally people with cancer were told they 
should rest up. However, there is growing evidence 
highlighting the substantial benefits of exercising 
before, during and after cancer treatment. 

Exercise after a diagnosis of cancer is safe and 
can reduce the risk of death by up to 44% and 
recurrence by up to 66%, as well as providing a 
range of wider benefits.78, 79 Exercising before 
cancer treatment (prehabilitation) can help people 
prepare for treatment, improving fitness and 
expanding treatment options.80 During treatment, 
exercise can help alleviate common side effects 
such as anxiety and fatigue, help people tolerate 
higher doses of treatment and complete treatment 
cycles.81 Exercise after treatment (rehabilitation) 
aids recovery, improves people’s ability to do  
day-to-day activities and enhances quality of 
life as well as helping to instil life-long healthy 
behaviours.81 

Despite the clear benefits of exercise for people 
with cancer, specialist exercise services are not 
routinely available for people with cancer, with just 
9% of hospitals in the UK offering exercise-based 
cancer rehabilitation services.82 A 2023 YouGov 
survey commissioned by Yorkshire Cancer Research 
involving 500 people living with and beyond 
cancer in Yorkshire found 5% reported taking 
part in a specialised cancer exercise programme 
following their cancer diagnosis and 74% said their 
healthcare team did not discuss exercise with them 
following diagnosis.83

The 2025/2026 Cancer Alliance planning packs 
state that Cancer Alliances should plan for the 
delivery of prehabilitation interventions and 
increase the levels of physical activity across 
cancer pathways, and the Government’s elective 
reform plan has made it clear that prehabilitation 
for people with cancer is a key priority. However, 
the benefits of exercise are strengthened if 
rehabilitation is offered too, aiding recovery and 
reducing the side effects of treatment. 

The inclusion in the Cancer Alliance planning packs 
and the elective reform plan are welcomed by the 
Charity. However, there remain significant gaps 
in delivery across the country. There is a need for 
more comprehensive provision so that everyone 
who receives a cancer diagnosis can access a 
specialist exercise service not only before cancer 
treatment but also during and after. 

Spotlight

Prehabilitation and rehabilitation 

ix Active Together is funded by Yorkshire Cancer Research, designed  
by Sheffield Hallam University's Advanced Wellbeing Research Centre, 
and delivered in partnership with the NHS across Yorkshire.
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Multi-modal prehabilitation  
and rehabilitation embedded  
as part of standard NHS  
cancer care pathways
  The National Cancer Plan should embed 

prehabilitation and rehabilitation into cancer 
care pathways. This should be comprehensive,  
evidence-based and aligned to best practice. 

Multi-modal prehabilitation and rehabilitation 
combines evidence-based exercise, nutrition and 
wellbeing support both before, during and after 
treatment. All three elements are essential and 
should be provided by qualified professionals who 
are trained to deliver services for people with cancer. 

The exercise component improves fitness and 
strength levels to reduce the side effects of 
treatment and rebuild strength and confidence 
after treatment. Sending a link to an exercise 
video or signposting to gym classes is not enough; 
exercise services for people with cancer should be 
personalised to individual needs and delivered by 
cancer exercise specialists. 

The nutritional component helps to stabilise 
the individual so they are better able to tolerate 
treatment, and psychological support enables 

Treatment policy recommendation
people who are struggling due to their  
psychological distress to engage with the  
service and/or their treatment.84 

Each element complements the other to ensure 
participants feel the full benefit of the service and that 
healthy behaviours developed in the programme are 
long-term and sustainable. Multi-modal prehabilitation 
and rehabilitation provides tailored behaviour  
change techniques across all three components,  
each reinforcing the efficacy of the other. 

Yorkshire Cancer Research’s pioneering Active 
Together ix service has provided evidence-based 
exercise, nutrition and psychological support for 
more than 2,000 people with cancer, both before 
treatment (prehabilitation) and after (rehabilitation). 
The Charity is in the process of expanding Active 
Together to thousands more people with cancer 
across Yorkshire, focusing on areas of greatest 
need. In collaboration with Sheffield Hallam 
University, NHS trusts and local leisure providers, 
Active Together services are operating in Sheffield, 
Barnsley, Doncaster, Rotherham, Wakefield, 
Pontefract and Dewsbury, while a new service 
around Airedale is currently in the planning phase.  
A brand-new centre in Hull will provide a hub for 
Active Together in East Yorkshire within this business 
year and the Charity also runs a service from its head 

office centre in Harrogate. This growing region-wide 
approach is bringing this vital cancer treatment 
directly into as many communities as possible.

Research from the service in Sheffield (the first 
Active Together site) demonstrates the vital role of 
prehabilitation and rehabilitation when integrated 
into cancer care pathways. Evaluation results from 
the first two years of operating demonstrate Active 
Together Sheffield is associated with an overall 10% 
improvement in survival for people with bowel, lung 
and upper gastrointestinal cancers.84 Researchers 
recorded a one-year survival rate of 95% for people 
taking part in the programme, compared to 85% for 
people who did not. In addition, 97% of participants 
reported improvements in their health and wellbeing, 
feeling more empowered and in control of their health. 

Active Together participants entered treatment 
stronger and fitter. This meant they had a better 
chance of tolerating surgery, spent less time in 
hospital, had reduced side effects of treatment and 
recovered more quickly, reducing the physical and 
emotional toll of cancer treatment. Additionally, Active 
Together’s psychological support was found to have 
a beneficial impact on anxiety levels. The multi-modal 
approach therefore not only reduces the emotional 
and physical toll of cancer treatment but also shifts 
care from the hospital into community settings. 

45YorkshireCancerResearch.org.uk
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Economic case
Investing in multi-modal prehabilitation and 
rehabilitation provides good value for taxpayers’ 
money as it can save NHS resources. The 
evaluation of Active Together Sheffield found that 
the programme saved the NHS £366.36 per patient 
by reducing the amount of time they needed to 
spend recovering in hospital after surgery, with 
upper gastrointestinal patients who participated in 
Active Together spending half a day less in critical 
care than those who did not take part in the 
programme.84 The Charity estimates that if Active 
Together was rolled out to everyone in England 
with bowel, lung and upper gastrointestinal cancer 
this would free up 12,600 bed days annually. It is 
also estimated that providing exercise, nutritional 
advice and psychological support to all people 
diagnosed with cancer before, during and after 
treatment could save the NHS more than £100 
million over five years if implemented nationwide. 

There are also likely to be wider cost-saving 
effects of the service, including earlier return to 
work and reduced demand on primary care for 
co-morbidities, although these were not explored 
in the Active Together Sheffield evaluation. 
Furthermore, Active Together has now rolled out 
to more cancer sites and future evaluations will 
continue to assess the benefits. Enabling people to 
recover from their cancer treatment more quickly 
can strengthen the local economy, especially 
in the most deprived areas. It is therefore vital 
that barriers to effective recovery from cancer 
treatment are removed. Areas of deprivation often 
have more people who are out of work due to long-
term illness than more affluent areas. For example, 
Hull and Doncaster, two of the most deprived areas 
in Yorkshire, have particularly high proportions 
of people who are out of work due to long-term 
illness (39.8% and 35.4% respectively) compared to 
York which is relatively affluent (21.5%).85
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Health inequalities case
Health services should remove barriers to care, 
ensuring everyone can access and benefit from 
services. Active Together has been developed so 
as many people as possible can access the vital 
benefits of the service.

Whilst different Trusts across Yorkshire are at 
different stages of rolling out Active Together, 
the service is now embedded within tumour site 
pathways of high need based on local data. Once 
diagnosed with cancer, people are referred to 
Active Together. To avoid unconscious referral 
bias, Active Together operates under the policy of 
universal referrals. Clinicians refer all those who are 
eligible, rather than just those who clinicians think 
would benefit from the service. 

Active Together also takes a strong personalised 
care approach. The service aims to be as flexible 
to individual needs as possible, centring care 
around participants' lives rather than the other way 
around, providing support online or face-to-face, 
and with interpreters if needed. 

Evaluation found that despite having higher  
levels of referrals from deprived areas, acceptance 
rates in Sheffield were around 10 to 15% lower in 
the most deprived areas compared to the least 
deprived areas.84 Therefore, Active Together 
continually tries to improve access for different 
groups, operating in various settings, including 
community venues to bring the service as close  
to those who need it as possible. 

Education on the value of exercise and nutritional 
support alongside psychological support fosters 
long-term behavioural change. This is particularly 
important for people in deprived areas. Access to 
regular exercise is a privilege as it requires time 
and often money. Gym memberships and sports 
attire can be costly and opening hours for gyms 
and sports classes may be difficult to attend if you 
work long hours or have caring responsibilities. 

In Yorkshire, some of the most deprived areas are 
those with the highest levels of physical inactivity 
and the most affluent areas have much lower 
levels of physical inactivity.23 For example, in York, 
16.3% of adults are physically inactive compared to 
32.5% in Barnsley and 30.1% in Hull. In York 1% of 
people live within the most deprived 10% nationally 
compared to 22% in Barnsley and 45% in Hull. It is 
therefore important that all efforts are made to 
ensure people from deprived areas can attend.

Chapter Four: 
Treatment
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Karen’s experience
Karen Nile
Active Together member

“What makes this programme so special is how it creates a 
complete support network - physical, nutritional and emotional. 
When you’ve had such massive surgery, you’re thinking on 
an hour-by-hour basis. Having a team that truly sees you as 
an individual and understands exactly where you are in your 
recovery journey is invaluable.

“The collaboration between the NHS, Yorkshire Cancer Research 
and Sheffield Hallam University is brilliant - it feels like something 
you’d have to pay for privately in other countries. I want to do 
everything I can to raise awareness so others can benefit from 
this incredible programme.”

Karen Nile, 50, from Sheffield, was diagnosed with bowel 
cancer in March 2023. Up to that point she led a busy life, 
working full time and filling her free time with woodland 
walks, visits to art galleries and museums, and regular 
walks along the beaches of North Wales. Within days of 
her diagnosis, she was referred to Active Together to 
prepare for major surgery scheduled for two months later. 

Karen received comprehensive support tailored 
specifically to her lifestyle and work commitments. 
Karen’s recovery programme was highly personalised to 
suit her preferences and needs. Instead of gym workouts, 
she was provided with an exercise plan around her love of 
woodland walking, combining cardio with gentler activity 
in an environment where she felt comfortable.

Throughout her six months of chemotherapy, the Active 
Together team provided continuous support through 
regular contact, face-to-face assessments, and practical 
help. They also monitored her mental wellbeing and 
referred her for talking therapy when she needed it.
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Best possible outcomes

“The National Cancer Plan should aim for the best possible outcomes for 
people with cancer. I am therefore delighted that Yorkshire Cancer Research 
are calling for multi-modal prehabilitation and rehabilitation to be included 
in the National Cancer Plan as a model of best practice. Integrating specialist 
exercise, nutritional and wellbeing support into cancer pathways, through 
services like Active Together, can help increase treatment tolerance, reduce 
side effects of treatment and contribute to improvements in quality of life 
and survival. Active Together also demonstrates that these interventions  
save the NHS money. To transform outcomes for people with a cancer 
diagnosis, including interventions like Active Together in the National  
Cancer Plan is essential.”

Professor Rob Copeland
Director of the Advanced Wellbeing  
Research Centre, Sheffield Hallam University

“Integrating specialist exercise, nutritional and 
wellbeing support into cancer pathways can help 
increase treatment tolerance, reduce side effects 
of treatment and contribute to improvements in 
quality of life and survival.”

49YorkshireCancerResearch.org.uk
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Chapter Five: 
Research

Background
Taking part in research allows people to access 
innovative treatments, technologies and 
techniques and can positively impact patient 
outcomes. For example, bowel cancer patients 
treated in NHS hospital trusts with high levels 
of research participation had improved survival 
outcomes in the first year after diagnosis.86 
Moreover, research-active hospitals show benefits 
for others receiving care there, regardless of if 
they are taking part in research.87 This is thought 
to be due to benefits arising from a research-
active environment such as better access to 
new treatments, improved diagnostic tools and 
enhanced levels of patient care. When research 
participation was sustained over a longer period, 
there was an in improvement in five-year survival 
outcomes of 3.8%. Furthermore, hospitals that 
conduct medical research have better staff 
retention, which is crucial at a time when the  
NHS is chronically understaffed.

However, there are significant discrepancies in 
the regional distribution of wider health research 
funding, meaning the benefits of taking part in 
research are not equitably distributed. According 
to a report published by the Medical Research 
Council in 2023, London receives the highest 
proportion of UK funding (32%), followed by the 

South East (16%) and East of England (13%), while 
Yorkshire receives 5%.88 This is despite Yorkshire 
making up 8% of the UK population and London 
making up 13%. A 2025 YouGov survey of people 
living in Yorkshire found those from the ABC1 
socioeconomic group are both more likely to be 
aware of the benefits of participating in research 
and clinical trials and more willing to travel further 
to access clinical trials than the C2DE group.40 
This, combined with the lack of local research 
opportunities, means that potentially people in the 
ABC1 socioeconomic group in Yorkshire are more 
likely to have the knowledge, understanding and 
knowledge as well as the time and means to travel 
required to access research and clinical trials.

The outstanding quality of clinical trials conducted 
in Yorkshire is evidenced by the success rate 
of Yorkshire-based research applications to UK 
Research and Innovation. In 2023/24, 24% of 
applications were successful compared to 18% in 
London.89 However, the value of Yorkshire-based 
applications in 2023/24 was £320 million, compared 
with over £1 billion in London.19 The Northern 
Health Science Alliance argue this is a result of a 
lack of infrastructure funding to support a wider 
research ecosystem in the north, which deepens 
existing regional inequalities.90
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Yorkshire Cancer Research brings together national 
and international experts to lead pioneering 
research which makes a lasting impact in Yorkshire 
and beyond. The Charity funds the world-leading 
clinical trials FOxTROT 2 and FOxTROT 3, which 
test the effect of chemotherapy before surgery 
for bowel cancer. They follow FOxTROT 1, the 
pioneering international study which successfully 
demonstrated that six weeks of neoadjuvant 
chemotherapy (chemotherapy before surgery)  
was associated with a 28% reduction in bowel 
cancer recurrence within two years, compared  
with immediate progression to cancer surgery. 
This is now a standard treatment option for some 
people with bowel cancer.91 

FOxTROT 2 and 3 develop this successful 
treatment approach further, by optimising the 
use of neoadjuvant chemotherapy for specific 
populations. FOxTROT 2 will evaluate if gentler 
neoadjuvant chemotherapy is effective in frailer 

adults with bowel cancer.92 FOxTROT 3 will assess 
if more intensive neoadjuvant chemotherapy is 
more effective in fitter adults. By building upon a 
proven, evidence-based approach to treatment, 
the research findings can quickly be incorporated 
into clinical practice and further advance the 
treatment of bowel cancer. 

Funding large-scale clinical trials in Yorkshire 
brings expert researchers to the region. The 
trial is led by Professor Jenny Seligmann at the 
University of Leeds, whilst Co-Chief Investigator 
Professor Dion Morton is based at the University of 
Birmingham. They are leading clinical academics on 
the subject of bowel cancer who manage a large 
and established team of expert researchers from 
across the UK. Recruitment to FOxTROT 2 and 3 
is being led out of Yorkshire, with additional trial 
sites across England, Scotland and Wales. FOxTROT 
2 is an international clinical trial with recruitment 
sites now open in France and India, illustrating the 
potential for research based in Yorkshire to have a 
global impact. 

Yorkshire Cancer Research’s funding of FOxTROT 2 
and 3 has acted as a catalyst for the expansion of 
the FOxTROT research platform, which currently 
spans five clinical trials. The platform has now 
attracted significant industry investment from 
major pharmaceutical companies including 
GlaxoSmithKline. Investing in the advancement of 
a proven, evidence-based treatment approach has 
therefore supported the development of a wider 
research ecosystem based in Yorkshire. 

Spotlight

FOxTROT 2 and 3  

https://www.yorkshirecancerresearch.org.uk/research-story/foxtrot-enhancing-bowel-cancer-treatment
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By building upon a proven, evidence-based 
approach to treatment, the research findings 
can quickly be incorporated into clinical 
practice and further advance the treatment 
of bowel cancer.

Chapter Five: 
Research
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Adopt the ROSE model for  
health research funding
  The National Cancer Plan should take a 

comprehensive view of health research 
and adopt the Charity's ROSE model, so 
that funding allocations incorporate Rapid 
implementation of research in the NHS, 
Optimise research implementation to address 
health inequalities, include Systematic 
evaluation of research findings in real-life 
settings and ensure Equitable funding  
within the clinical research environment. 

A reformed health research  
funding system
63% of people in Yorkshire think that health research 
funding should be distributed across the country 
according to population, compared to 19% of people 
in Yorkshire who think that health research should 
be concentrated in certain areas to create centres of 
academic excellence, with the remaining (18%) not 
agreeing with either statement.40 

To maximise the impact of health research, the 
Government should reform the research funding 
system, to improve patient access to clinical trials 
nationwide and increase the diversity of clinical trial 

Research policy recommendation
recruitment. To facilitate the expansion of research 
capacity in areas with lower levels of research 
output, increased infrastructure investment  
and a reformed clinical academic career pathway  
are essential.

A recent report by UK Research and Innovation 
(UKRI) proposes the establishment of a national 
clinical research career framework.93 This would 
provide a clear, financially secure pathway to 
becoming a clinical academic from the beginning of 
a clinical career. This approach would help to address 
the challenges facing clinical research, improving 
career security whilst developing a more supportive 
and flexible research environment within the NHS.

The National Cancer Plan should support the 
establishment of a national clinical research career 
framework. Within this framework, there should be 
a commitment to increase the number of clinical 
academic posts within Yorkshire, across the clinical 
research career pathway.

The National Cancer Plan should also commit 
to balancing regional investment in research 
infrastructure funding, so that the Yorkshire research 
environment has the capacity to deliver high-quality 
clinical research on a greater scale. Despite generally 
having lower levels of local need, southern Combined 
Authorities are awarded significantly more in 

research infrastructure funding. This includes 
buildings, equipment and the research support 
staff required to deliver clinical trials. In 2022, the 
Greater London Authority was awarded £302,925,217 
in research infrastructure funding, whereas the 
three combined authorities in Yorkshire received 
£15,601,964.90 The Greater London Authority 
received £34.42 per person in research infrastructure 
funding, compared to £2.68 per person in the West 
Yorkshire Combined Authority. Of the combined 
authorities that had research infrastructure funding, 
West Yorkshire had the lowest level of research 
infrastructure funding per head. 

The creation of new life sciences institutes in the 
North would attract further research expertise and 
external investment to the region. For example, 
the Northern Health Science Alliance is proposing 
the establishment of the Institute for Preventative 
Health Research, which would identify and scale 
research innovation in the North, to improve health 
outcomes and drive economic growth.94 

Swifter implementation
Innovation is needed to bring care from hospital to 
community and to modernise treatments and services 
to shift the NHS from analogue to digital. Whilst  
the findings of some trials are implemented at a 

54 Evidence from Yorkshire to inform a National Cancer Plan and save lives across the region and beyond



55YorkshireCancerResearch.org.uk

significantly faster pace, on average it currently takes 
17 years for research findings to be implemented 
in clinical practice.95, 96 Life-saving treatments and 
technologies should be made available to those who 
need them as soon as possible.

There is a significant imbalance between the 
investment in clinical research by Government 
bodies such as the National Institute for Health and 
Care Research (NIHR), and the formal funding for the 
implementation of research findings within the NHS. 
The NHS Health Innovation Network supports the 
implementation of research in the NHS at pace and 
scale, by connecting healthcare providers, academia 
and industry. In the fiscal year 2025/26, the fifteen 
regional Health Innovation Networks will collectively 
receive approximately £52 million as core funding.

This imbalance between the investment in clinical 
research and funding for research implementation 
should be addressed to ensure innovative research 
reaches as many people with cancer as possible. To 
do this, the National Cancer Plan should establish 
clear responsibility and accountability for the 
delivery of innovative treatments and diagnostics in 
the NHS. The NHS should prioritise implementation 
funding around the three strategic shifts in the  
10-Year Health Plan.97 To deliver upon these priorities, 
there should be alignment of implementation 

funding between key Government organisations. 
Implementation funding should be committed to for 
multiple years, to maximise return on investment. 

For the benefits of clinical research to reach those 
that need it most, interventions which have been 
demonstrated by research to be safe and effective 
should be rolled out in a timely manner, prioritising 
the areas with the highest levels of patient need. 
Currently, the areas with existing capacity and 
equipment are generally those where innovations 
are first implemented but this approach can 
exacerbate existing health inequalities with some 
areas falling behind. 69% of people in Yorkshire 
agree that research findings should be first rolled 
out in areas which have the highest patient need, 
even when this may need investment in new 
equipment or capacity compared to 12% of people 
in Yorkshire who think that research findings should 
be first rolled out in areas that already have the right 
equipment and capacity, but the patient need might 
be lower.40 The remaining (19%) did not agree with 
either statement.

Continuous evaluation
As emphasised by the APPG on Medical Research, 
research findings should be continuously evaluated, 
to ensure their real-life application is safe, effective, 
cost-effective and does not exacerbate existing 
health inequalities.98

One of the key strategic goals of Health Innovation 
Networks is to coordinate and deliver evaluation 
of innovations, to be used by National Institute for 
Health and Care Excellence (NICE), regulators and 
commissioners in decision making and guidance. 
Increased funding of organisations with evaluative 
functions could increase the capacity to deliver 
high-quality evaluations of interventions at pace, 
particularly in areas with higher levels of ill-health. 
The National Cancer Plan must support relevant 
organisations including Health Innovation Networks 
to evaluate the impact of the latest research 
innovations in real-world settings. 

To improve the impact of research on cancer 
outcomes and health inequalities, Yorkshire Cancer 
Research recommends the following model for 
health research funding is applied:

   Rapid implementation of  
research in the NHS

    Optimise research implementation  
to address health inequalities 

   Systematic evaluation of research  
findings in real-life settings  

    Equitable funding within the  
clinical research environment. 

Chapter Five: 
Research
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Economic case
Investing in health research has significant 
benefits for the regional and national economy, 
as well as people’s health. Between 2016 and 
2019, clinical research supported by the NIHR 
generated an estimated £8 billion in gross value 
added to the economy and approximately 47,000 
full time equivalent jobs.99 Research also positively 
impacts the NHS, generating £355 million for the 
NHS in 2018/19. Health research can support the 
Government to deliver upon its national mission  
for economic growth. 

Cancer research has significant benefits for the 
regional and national economy as well as people’s 
health. Every £1 invested in cancer research 
generates £2.80 of economic benefit.100 In 2020/21, 
£1.8 billion investment in cancer research resulted 
in over £5 billion of total economic impact, with 

47,000 jobs in cancer research resulting in  
£3.6 billion of gross value added to the UK 
economy. The health benefits which result from 
cancer research investment also positively impact 
the economy. Research investment in 2020/21 
resulted in an estimated 22,730 additional quality 
adjusted life years, which has a societal value  
of approximately £1.4 billion. 

An equitable health research funding system could 
drive regional economic growth. In Yorkshire, 
29.8% of people are economically inactive and 
are out of work due to long-term sickness.85 
Increased research activity in Yorkshire could 
result in a healthier, more productive workforce 
and in turn attracting additional investment in 
research and innovation. The Northern Health 
Science Alliance has found that reducing the gap in 
health outcomes between North and South could 
generate an additional £13.2 billion in gross value 
added to the UK economy.101 Health research can 
play a pivotal role in this process. 

Investment in cancer research creates highly 
skilled roles in research and development, adding 
significant value to regional economies, including 
Yorkshire. In 2020/21, the UK average full time 
salary in cancer research and development was 
approximately 52% higher than the average 
salary for the Yorkshire and the Humber region.100 

Increased investment in cancer research can 
therefore drive economic growth in Yorkshire  
and across the regions of the UK. 
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Health inequalities case
Addressing regional disparities in research 
funding can help to reduce health inequalities 
in Yorkshire and beyond. Health research which 
involves under-served groups can support the 
development of tailored policy interventions 
which reduce health inequalities. 

Yorkshire Cancer Research funds clinical 
research which seeks to address health 
inequalities, through targeted interventions  
in groups which are known to have worse 
cancer outcomes. 

It is important that recruitment to clinical 
trials is representative of the population who 
experiences that cancer, to ensure interventions 
are effective across diverse groups. Research 
shows that there are significant inequalities 
in trial participation for people from an ethnic 
minority background and for those who live in 
more deprived areas.102, 103 

A scientific workforce from diverse backgrounds 
can more effectively research and address  
health inequalities. The University of York 
programme GenerationResearch offers paid 
research experience to students, with the  
aim of widening access to research careers.  
At least 50% of participants are from 

backgrounds which are underrepresented  
in science. The programme supports students 
to gain valuable experience in research, whilst 
also enabling them to develop significant 
experience and connections within academia, 
ahead of further academic study. Crucially, 
the paid element of the programme provides 
students who could not otherwise afford 
to complete a research internship with the 
opportunity to do so. 

For research to have the greatest impact,  
its findings must be implemented in areas of 
the greatest need. Often, clinical research is 
delivered and implemented in areas where the 
required infrastructure is already established. 
These areas tend to be more affluent. As a 
result, this can lead to trial populations not 
being representative of our diverse society and 
the findings of research not reaching those 
who live in communities where cancer rates are 
higher. Research findings must be accessible to 
all, including those from under-served groups. 

Following implementation, interventions require 
continuous evaluation. This can help to ensure 
new interventions are not exacerbating existing 
health inequalities. 

Chapter Five: 
Research

“Early and authentic exposure of 
undergraduate clinicians and healthcare 
professionals to clinical research is crucial 
to building the science workforce of 
the future. However, these experiences 
are often less accessible to UK home 
students from underrepresented and 
diverse backgrounds, leading to loss 
of potential talent. The Yorkshire-led 
GenerationResearch programme is an 
exemplar in tackling these issues by 
breaking down financial and social 
barriers, making paid opportunities 
accessible to students regardless of 
background. The timely implementation 
of the findings of this report is essential 
to drive momentum and stop the loss of 
talent that is currently being faced.”  

  Dr Jillian Barlow
 Founder and Director, GenerationResearch
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Substantial benefits

“It is crucial that research investment is not concentrated in certain areas. 
Regional research investment brings researchers into the region and acts as a 
catalyst for further investment. The FOxTROT trials are an excellent example 
of this. There are people on the trial team who would not otherwise have 
brought their skills to the region and the initial investment has led to substantial 
investment from the pharmaceutical industry. Additionally, participating in 
clinical trials can have substantial benefits to the individual. It shouldn’t be the 
case that only those who live near or can afford to travel to centralised centres 
of research excellence should be able to participate.

“I therefore am thankful that Yorkshire Cancer Research are calling for action on 
this issue, so that the economic and health benefits of regional research can be 
felt across the country.”

Professor Jenny Seligmann
Consultant Medical Oncologist and 
Senior Lecturer, University of Leeds

“It is crucial that research investment is not 
concentrated in certain areas. It shouldn’t be the 
case that only those who live near or can afford to 
travel to centralised centres of research excellence 
should be able to participate.”

Bill’s experience
Bill Hall
FOxTROT 3 participant

“The developments in surgical technique and 
chemotherapy since I started my career have 
been quite extraordinary.”

Bill Hall, a 72-year-old locum doctor from York, was diagnosed with 
stage 3 bowel cancer in January 2024. Bill didn’t want his nearly 50-year 
medical career to come to an end just yet, but knew he had to pause 
work to focus on his cancer treatment.

He chose to participate in the FOxTROT 3 clinical trial, funded by 
Yorkshire Cancer Research, which involved receiving chemotherapy 
before and after surgery. This approach significantly reduced the size of 
his tumour, allowing for a less invasive surgery with no complications.

Bill is now having six-monthly appointments to hopefully confirm the 
cancer has not returned. Having recently been deemed fit for work, he is 
looking forward to supporting people with their health for a couple more 
years before he retires. Bill's experience highlights the importance of 
clinical trials in advancing cancer treatment and helping future patients. 
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“The chemotherapy before my surgery made 
the tumour much smaller and the surrounding 
tissue easier to remove. As a result, the 
procedure was done through keyhole surgery, 
assisted by a robot, leaving minimal damage 
and no complications. The post-surgery 
chemotherapy was very successful, and I was 
surprised at how quickly I was able to focus  
on getting back to normal life.”  
Bill Hall 
FOxTROT 3 participant
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Chapter Six:  
Impact of 
recommendations 
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Chapter Six: 
Impact of recommendations

The Charity estimates that for the 
recommendations outlined in Chapters  
Two to Four, the impact shown to the left 
will be seen annually across England. 

This includes an estimate of the potential  
life years gained that could be seen if  
the recommendations were implemented.  
The life years gained reflect cancer-related 
benefits only, and in some cases, such as 
for prevented cancers through smoking 
cessation which accounts for only lung 
cancers prevented, the full cancer-related 
benefits are not included, largely due to 
evidence and data availability. Therefore, 
the potential number of life years gained 
would be much larger if other health-related 
benefits were taken into consideration.

 Recommendation  People  Life years 
  supported x  gained xi

Prevention Automatic enrolment into smoking 
cessation at lung screening

Automatic enrolment into smoking 
cessation at A&E

Automatic enrolment into smoking 
cessation within CBT (mental health)

Automatic enrolment into smoking 
cessation through urgent suspected 
referral for cancer

Automatic enrolment into smoking 
cessation while awaiting cancer treatment

Total prevention

15,400 5,500 

15,750 4,500 

6,480 1,851 

18,556 5,301 
 

3,726 1,064

 
59,912 18,217

Early  
diagnosis

Funding for innovative programmes

Continued innovation (adding  
kidney screening to lung screening)

Continued innovation  
(at-home cervical screening) 

Total early diagnosis

101,550 17,581

145,918 595 

325,540 6,135

 
573,008 24,311

Treatment Everyone offered exercise  
following a cancer diagnosis

Total early diagnosis

73,788 65,435

 
73,788 65,435

Total 706,709 107,962

x  For prevention this reflects those who quit smoking, for early 
diagnosis it is the additional number who have a screen, for 
treatment this is the estimated number of people who would 
complete an exercise programme following a cancer diagnosis.

xi  Life years gained is how the Charity measures the impact of 
projects across all areas of strategic focus. It refers to the number 
of estimated additional years lived by an individual as a result of  
a health intervention.
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Conclusion
The National Cancer Plan is a critical moment for people with 
cancer in Yorkshire and beyond. It is a vital opportunity for 
organisations and individuals to have their voices heard, united 
by the cause of developing a cancer strategy that makes a 
meaningful difference to outcomes and experiences now and 
making the hope of a future free from cancer happen. 

The recommendations made in this report outline a big and bold 
vision, setting out specific ways in which cancer prevention, early 
diagnosis, treatment and research can be improved significantly. 
The Charity understands that not all our recommendations are 
quick fixes, but it is important the Government invests in long-term 
solutions. The recommendations presented in this report embrace 
innovation, have longevity, embed addressing health inequalities 
throughout and are economically strong, making them crucial 
steps on the road to building an NHS fit for the future. 

A key theme throughout this report has been the need for 
continuous evaluation so that interventions benefit people 
with cancer as effectively as possible. It is also important 
that once the National Cancer Plan itself is developed, the 
recommendations are regularly evaluated in the context of  
a changing national and international cancer landscape. 

Yorkshire Cancer Research holds that if these four evidence-based 
recommendations are implemented in full, they will be significant in 
ensuring that England becomes a global leader in cancer outcomes. 
Ultimately, they will give people living in Yorkshire and beyond 
more life to live, and work towards the Charity's ambition of a 
Yorkshire free from cancer. 

Commit to automatically enrolling people 
who smoke into smoking cessation support 
within as many touchpoints in the NHS  
as possible.

Enable sustained innovation within  
screening programmes. 

Embed multi-modal prehabilitation and 
rehabilitation as part of standard cancer 
care pathways. 

Adopt the ROSE model for health  
research funding. 

The National Cancer Plan should:

62 Evidence from Yorkshire to inform a National Cancer Plan and save lives across the region and beyond



63YorkshireCancerResearch.org.uk 63

The recommendations presented 
in this report embrace innovation, 
have longevity, embed addressing 
health inequalities throughout and 
are economically strong, making 
them crucial steps on the road to 
building an NHS fit for the future. 
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