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Background & Introduction
In England and Wales, half of people diagnosed with 
cancer are expected to live at least 10 years, compared 
with a quarter in the early 1970s1. In the UK, prevalence 
is predicted to increase to four million by 20302. The 
aim of this project is to explore variation in outcomes 
by cancer site in order to inform models for service 
provision for different cancer populations.

Materials & Methods
Data on the prevalence, incidence and survival in the UK 
are reviewed alongside clinically led assumptions about 
needs and outcomes to categorise people with different 
cancer sites. 

Where official statistics exist we use these to categorise 
and quantify the cancer types. Where official statistics are 
not available we draw on the wider literature to provide 
estimates. There is little historical data split by stage so 
prevalence by stage is crudely described from estimated 
total prevalence and stage at diagnosis. Therefore, we 
have created three categories of data according to quality.

This analysis identified that cancers can be classified into 
three groups based on cancer type and five year survival. 
These groups are: 

1. ‘Do well’     2. ‘Intermediate group’     3. ‘Poor health’

Patient self-reported data from Macmillan’s Electronic 
Holistic Needs Assessment (eHNA) programme was 
reviewed to gain insight into the needs of cancer patients 
within each group3.

Results
Figure 1 shows the cancers included in each of the three 
groups and the five-year survival. The ‘do well’ group 
includes cancers where more than 80% live five years 
or more after a cancer diagnosis. Many of these people 
go on to live at least a further decade. Often these long-
term survivors live with the consequences of cancer and 
its treatment. Long-term survivors can often self manage 
with appropriate support. Around 40% of new cancer 
diagnoses are in the ‘do well’ group, and over half of 
people living with cancer (figure 2).

The ‘poor health’ group includes  cancers where fewer 
than 20% of people survive five years. Prognosis is 
typically poor with less than half of people still alive one-
year post diagnosis. Typical needs may include complex 
case management, treatment and supportive palliative 
care. Around 30% of new cancer diagnoses are in this 
group, however due to low survival rates less than 10% 
of people living with cancer are in the ‘poor health’ 
group (figure 2).

The intermediate group experience moderate survival 
(five-year survival between 20% and 80%). People with 

these cancers often experience relapse or recurrence. 
They may require ongoing treatment or care most of the 
time. Initial insight from Macmillan’s eHNA programme 
indicates that people in this group have similar levels 
of physical concerns as those in the ‘poor health’ 
group3. Reed and Corner (2013)4, use the example 
of metastatic breast cancer, to predict that a model of 
care used to manage chronic illness could lead to more 
appropriate use of analgesics, anti-cancer treatments 
and hospital visits. The management of long-term 
conditions can include personalised treatment, care 
planning and supported self management. eHNA 
analysis indicates that despite having similar levels of 
physical concerns as those in the ‘poor health’ group 
they have a higher level of information needs on self 
management (e.g. complementary therapies, exercise 
and activity and informal support groups). This level of 
need for information on self management is similar or 
slightly higher than those in the ‘do well’ group3. This set 
of requirements could apply to one in five people newly 
diagnosed with cancer and one in five people living with 
cancer (figure 2).

We have excluded leukaemia, head and neck cancer, ill-
defined and some rarer cancers in the categories as they 
are difficult to stratify as the cancer pathways are highly 
diverse. These excluded cancers made up 12% of new 
cancer cases and 13% of people living with cancer.

Conclusion
Modelling the broad outcomes of people with cancer is 
limited by data availability especially in understanding 
the prevalence of people living with early-stage cancer. 
Therefore we encourage the increase in data capture 
and analysis by stage to continue so future work can 
quantify the groups more rigorously. 

Every individual cancer journey is different and treatment 
and support should be personalised to individual needs. 
However, in order to demonstrate the need for support 
and service configuration, establishing the demand for 
different levels of ongoing support in crude groups is 
essential. Our provisional estimates suggest that around 
one in five cancer patients are in the ‘intermediate 
group’ and so have similar needs to those with a long 
term condition. For this group a model of care used 
in long term conditions incorporating supported self 
management may be appropriate. People in the ‘do well’ 
group living with the consequences of their treatment 
or other long term conditions alongside their cancer 
as well the monitory in ‘poor health’ group who survive 
for a few years post diagnosis may also benefit from 
elements of care taken from the management of long 
term conditions.

Key to survival colours:
 �England-wide data based on patients diagnosed  
after 2005
 �England-wide data based on patients diagnosed 
before 2005
 ��Regional data, non-UK data or review articles. For this 
category we have not provided data labels as the data 
is not of sufficient quality to report the number 

 

Where cancer is not split by stage ONS and the London School of Hygiene  
and Tropical Medicine data is used. The stage specific data sources include  
the NCIN, now part of Public Health England, Northern Ireland Cancer 
Registry, South West Public Health Observatory, the National Cancer Institute  
(SEER in the USA), estimates by Cancer Research UK and Amant et al. (2005).  
Full references are available from the authors on request.

Key to incidence colours:
 �UK incidence or UK incidence multiplied by stage 
at diagnosis in England based on analysis that uses 
multiple imputations to assign unknown stage for less 
than 20% of patients
 �UK incidence multiplied by stage at diagnosis.  
The stage at diagnosis data excludes 20% to 60%  
with unknown stage

Incidence is based on Cancer Research UK’s collation of UK figures. Incidence 
by stage is calculated by applying incidence to stage at diagnosis. Stage is 
taken from Public Health England (NCIN). Full references are available from 
the authors on request.

Key to prevalence colours:
 �Estimated based on scaling up 20 year prevalence to 
total prevalence or applying the assumptions used in 
McConnell et al. 2014
 �Indicative based on estimated prevalence and 
distribution by stage at diagnosis. Data on stage at 
diagnosis is of varying quality. For is category we have 
not provided data labels as the data is not of sufficient 
quality to report the number

For Breast, prostate and colorectal cancer total prevalence is taken from 
Maddams et al. (2012) and McConnell et al. (2014). For all other cancers 
total prevalence has been estimated based on the total prevalence at the end 
of 2010 and the 20-year prevalence rates in England by cancer type from the 
NCIN. Prevalence by stage is crudely estimated based applying prevalence 
to stage at diagnosis. This is likely to create an over estimate on late stage 
cancers. Full references are available from the authors on request.
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Figure 1. Relative five-year survival by cancer type
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	 Figure 2. Cancer population, by cancer type 
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