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As a nation we need to understand why the UK
has appears to have such inequalities in
cancer survival rates compared to other

developed countries and determine how to address
this national dilemma [1,2,3]. The Department of
Health (DoH) has implemented many initiatives over
recent years to improve cancer survival. The Cancer
Plan [4] outlined the importance of a seamless
patient journey for those with suspected cancer. The
Cancer Reform Strategy [5] built on the cancer plan
and set out a clear programme for action to be
achieved by the year 2012. This established a 62 day
pathway rule for all patients with suspected cancer,
which implied all patients with cancer must be
diagnosed and have commenced treatment within 62
days of being referred to secondary care [5].
However, despite such policies, there still appears to
be problems with delayed diagnosis. And as a result
of this there is a concern that patients with cancer in
the UK present with more advanced disease, which
translates into lower survival rates compared to other
European countries [6,7]. EUROCARE and
CONCORD, two of the largest population based
studies carried out on survivors of cancer, together
with cancer statistics worldwide appear to support
this presumption [1,2,3,8]. 

Delay to diagnosis
The key to understanding early diagnosis and delayed
treatment is to focus on every part of the patient’s
diagnostic pathway including: their initial symptoms,
patient and GP knowledge of the disease, experience
and risk factors that may have contributed to their
delayed diagnosis.  It is suggested that there are three
key stages in a pathway that contribute to a delay in
the patient’s diagnosis: late presentation to GPs

(patient delay); late referral by GPs to secondary care
(GP delay); and delays in diagnostic tests being
carried out (diagnostic delay) [9]. 

Primary Care is usually the first contact patients
have with the health system regarding a problem that
may be an indication of cancer. The GPs are the gate-
keepers who initiate the referral to secondary care. It
is evident that patients need to present to their GPs
with potential symptoms early, unfortunately we are
aware from previous research that public awareness
on cancer signs and symptoms are low [10,11]. The
role of the GP in referring the patient cannot be under-
estimated and it is important that the patient journey
is seamless. Delayed referrals equate to delayed diag-
noses and therefore, preventing delayed referrals to a
specialist will minimise time to diagnosis of cancer.
In 2005, The National Institute for Health and Clinical
Excellence (NICE), published a document ’Referral
guidelines for suspected cancer’ aiming to ensure the
prompt referral of a patient with possible signs or
symptoms of cancer by the GP to secondary care.

In order to facilitate the earlier presentation and
diagnosis of cancer The Cancer Reform Strategy [5]
announced collaboration between the DoH, National
Cancer Action Team and Cancer Research UK to form
the National Awareness and Early Diagnosis Initiative
(NAEDI). In 2009 NAEDI was launched, the key aims
were to support projects and initiatives that were
promoting the importance of earlier diagnosis of
cancer. In 2011, NAEDI co-ordinated a national
campaign, ‘Be Clear on Cancer’. So far the campaign
has raised awareness of the signs and symptoms of
bowel, lung and breast cancer. The government are
targeting diseases that currently have inequalities in
early diagnosis and treatment. The concept is to
increase public awareness of the signs and symptoms
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Figure 1: Categorisation of delay.
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of cancer and to encourage people to seek
advice from their GPs early, leading to early
diagnosis. This initiative has been promoted
through the media, with a targeted audience
of men and women over the age of 50 of
lower socio-economic backgrounds that
may otherwise delay going to their GP for
advice [12,13].  
To support ‘Be Clear on Cancer’ in

January 2011 the DoH published a white
paper [14] outlining a framework on
improving health outcomes. Particular focus
was placed on the importance of early diag-
nosis, screening programmes and ensuring
all patients have access to all treatment
options. The objective of this innovation is
to improve survival rates and early diagnosis
of cancer patients. The white paper declared
that, by the year 2014/15 cancer survival
rates must increase, by an extra 5000 lives a
year [15] and the National Health Service
(NHS) Commissioning Board are to be held
accountable if the targets are not met.

Bladder Cancer
Worldwide statistics for 2008 established an
estimated 382,660 new bladder cancer cases
were diagnosed per year. These statistics
make bladder cancer the sixth most
common cancer worldwide [6,8]. In the UK
there were 10,500 new bladder cancers diag-
nosed in 2008. In males, bladder cancer is
the fourth most common cancer, with 7,390
new cases being diagnosed. For females it is
the twelfth most common cancer, with 2,945
new cases diagnosed per year. This repre-
sents a ratio of 5:2 (male:female) [16].
Survival rates in the UK for bladder cancer
have improved since the late 1970s however,
there are still concerns, particularly in

females (Figure 2: England and UK Mortality
Rates) who have shown very little change in
mortality rates over the years [17,7].
Statistically Caucasian men are most likely

to develop bladder cancer, with Asian and
African men classified as a lower risk group
[18]. The mortality rates for men have been
consistently falling, with a 35% reduction
overall over the past six years.  However,
females have demonstrated very little
change in their mortality rate [7].  Women
often have more advanced tumours than
men at the time of their diagnosis [19].  Like
all cancers, if bladder cancer is diagnosed in
its early stages survival rates are improved.
For example, Ta (superficial cancer) patients
are usually cured or the disease is controlled.
Fifty percent of patients diagnosed with a
stage T2 (intermediate bladder cancer) will
live for more than three years post treatment,
and of patients diagnosed with a stage T3
disease (advanced bladder cancer) only 1:4
(25%) of patients will survive longer than
three years [20].
Patients that present with advanced

cancer have limited treatment options avail-
able to them, for example, patients would
not necessarily have the option of curative
surgery. This may suggest why survival
rates in the UK are lower.  The key principle
is earlier diagnosis initiating optimum treat-
ment options, with an overall outcome of
improved survival. We know if bladder
cancer is diagnosed in the early stages of the
disease the likelihood of progression to
death is a minimal risk [21,20]. Low-grade
bladder cancer is usually treated conserva-
tively to observe for recurrences [21],
whereas, high-grade bladder cancer is
treated with intravesical therapy, major

pelvic surgery and has a lower survival rate
long term [20].
Early diagnosis and prevention of bladder

cancer and its recurrence is probably one of
the most cost efficient as bladder cancer is
one of the most expensive malignancies to
treat because it has the highest recurrence
rate of any malignancy and surveillance
programs are long [22]. High grade bladder
cancer patients who proceed to radical pelvic
surgery stay in hospital for an average of two
weeks and the rehabilitation programme will
invariably outweigh the income tariff for the
hospital from the surgery, and the real cost is
substantially higher.  
Earlier diagnosis will increase national

survival rates [9], and allow adherence to
organisational targets like the sixty-two day
pathway treatment rule [5]. More impor-
tantly, patients themselves will benefit from
a reduction in psychological stress as well as
an improvement in the overall experience of
being diagnosed with bladder cancer earlier
[23] and potentially having a greater
survival benefit.

Future Suggestions
The government is trying nationally to
address the dilemma of low cancer survival
rates in the UK, which will help address the
inequalities we exhibit nationally in bladder
cancer (Figure 2: England and UK Mortality
Rates).  In the UK we need to do more work
around potential barriers to late presenta-
tion to improve our overall survival rates for
patients being diagnosed with bladder
cancer. Education is paramount and recently
Action on Bladder Cancer, primarily a
patient focused charity, formed to raise the
profile of bladder cancer to the public and
improve information available on the web to
patients and carers in the UK. Their excel-
lent website has high quality readable pages
(www.actiononbladdercancer.org) and has
real stories of patients’ transition through
the diagnostic pathway. Also a new organi-
sation Nurse Against Bladder Cancer
(NaBC) has been formed as a forum for
bladder cancer nurses throughout the UK to
share good practice and support education
on bladder cancer.
Whilst it appears that a great number of

initiatives have been taken to improve
cancer survival and more are planned for
the near future, strategic innovation needs
to be implemented to promote and raise
public awareness of signs and symptoms of
bladder cancer.  In 2013 the national
campaign ‘Be Clear on Cancer’ will be
trying to address these inequalities by
launching their next campaign ‘Blood in
pee’ [24]. ■

patients themselves will benefit from a reduction in psychological stress as well as an improvement 
in the overall experience of being diagnosed with bladder cancer earlier and potentially having a 

greater survival benefit.

Figure 2: bladder cancer age-standardised mortality rates between 1971 and 2008 for the UK [7].
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