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Background 
 
When COVID-19 started in December 2019, most health sy-
stems were unprepared for the pressure and chaos it presen-
ted. The speed at which it devastated nations required a high 
level of responsiveness from health systems to ensure they 
were not overwhelmed by its impact while also continuing to 
provide care for other health conditions. The NHS services 
were significantly disrupted, raising the need to make unpre-
cedented decisions relating to health service delivery: most 
services shifted to remote/virtual delivery and face-to-face 
consultations when clinically necessary. 
 
Objective(s) 
 
The objective of this study is to assess the effects of COVID-19 
on the use of health care services in mental health, cancer and 
sexual and reproductive services (SRHs)

Methods 
 
Our study design is mixed methods comprising an in-depth 
assessment of clinical guidelines and reviewing service use 
within three disease areas mental health, cancer and sexual 
and reproductive services (SRHs). Guidelines issued by the NHS 
and other health authorities were reviewed to assess if they 
accounted for key health systems goals such as access, equity, 
efficiency, quality, and communication to the general public. 
Aggregated health service use data for mental health, cancer 
and sexual and reproductive services (SRHs) were used in a 
time series analysis to uncover traceable patterns, trends and 
differences in service use before and after the first national 
lockdown in March 2020. We also assessed the number of ser-
vices used against the number of COVID-19 cases and deaths 
to assess trends during the pandemic. 
 
Results 
 
In total, we accessed twenty publicly available guidelines which 
were primarily directed towards clinicians, with a few excep-
tions. The majority of guidelines focused heavily on the acces-
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sibility of health services. A national lockdown and increasing 
hospital admissions for COVID-19 patients forced a reduction 
in face-to-face contacts and increased remote consultations or 
online service delivery via telemedicine. This was especially the 
case at the onset of the pandemic, when services were being 
re- organised: measures were needed to ensure continuity of 
the care given. As the pandemic progressed, other essential 
factors such as equity were considered. In all guidance docu-
ments for mental health, quality and efficiency often overlap-
ped with equity and access. The three main documents re-
commended that all populations should have access to quality 
care. While the guidelines recommended limiting face-to-face 
appointments, considerations needed to be made for vulne-
rable populations. Equity was covered in all mental health gui-
delines, it came later for the other two, recognising that there 
was value in a tailored approach due to specific vulnerabilities 
of patients. 
 
Although communication was highlighted in most guidelines, 
little detail was provided on how professionals should inform 
patients and families on how to access services during lock-
down. For cancer, however, both the NHS and NICE focused 
a lot on the importance of sharing information with patients, 
family members and caregivers. Much attention was placed  
on communication between clinicians and patients regarding 
the status, risks and benefits of starting or continuing the 
oncological treatment. Further, the involvement of patients’ 
relatives was highly recommended to address the complexity 
of their potential needs. Nevertheless, there is no specific indi-
cation on the means through which official communications to 
patients needed to be done regarding treatments delays  
or cancellations. 
 
Comparing health service use before and after the March 
lockdown reveals that the 2020 health service use figures were 
lower compared to the year prior to lockdown, and these diffe-
rences were statistically significant. Overall, referrals for talking 
therapies decreased during the pandemic, from almost 15000 
in March 2019 to approximately 12000 in November 2020. Re-
ferrals reached their lowest point in April 2020; simultaneously, 
COVID-19 related deaths peaked (Figure 6). Referrals dropped 
to around 6000 during this month, slightly less than half of 



those made the previous month and far less than the approxi-
mately 16000 made in January 2020 (Ibid). The trend in the ave-
rage number of IAPT sessions completed shows reduced use 
in March, April and May of 2020 compared to the rest of the 
duration under study, with 6.7 sessions on average in March 
2020. The number of sessions gradually increased again as 
COVID-19 related deaths and cases decreased, reaching 7.6 in 
August. It then decreased in September and October as deaths 
increased again, only reaching 7.5 in November. The difference 
was statistically significant with a chi-square of 5.15 (p-value 
=0.02) based on the McNemar Chi-squared test. 
 
For cancer, we observed that the number of people who had 
been in contact with a specialist within two weeks since being 
urgently referred for suspected cancer had fallen by 3,9% in 
April 2020 compared to the previous month and compared to 
the same month in 2019 and 2018 where it was around 90%. 
The sharp decrease of the two-week wait referrals in April 
2020 matches the highest peak of COVID-19 deaths in England, 
which had reached 29,436 in April. Looking at the one-mon-
th- wait referrals variable, which takes into account the time 
from diagnosis to the start of the first definitive treatment, the 
trend seems to be similar to the two-week wait referral. In May 
and June 2020 when just around 90% of people were able to 
start their first definitive treatment within one month from the 
diagnosis, compared to previous months, when the average 
was about 96%. In this case, even if a partial recovery can be 
seen between July and December 2020, this hardly reached 
and maintained pre-pandemic standards. Results for the total 
number of cancer referrals indicate that the lowest peak of re-
ferrals and the highest peak of COVID-19 deaths took place at 
the same time in April 2020. The amount of referrals remained 
quite low until June and started recovering from July onwards. 
Cancer diagnostics activity was heavily impacted after the 
lockdown started on March 23, dropping by 60% in April 2020 
compared to the previous month, to then recover to a pre-pan-
demic level only from July. 
 
In contrast with other services, overall access to abortion 
increased by about 4% in April 2020, compared to the same 
time in 2019. In disaggregating the data, it appears that medi-
cal abortion had a sharper increase (5%) in April 2020 compa-
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red to an increase of about 2% for surgical abortion. Looking 
at other services for which data was available, between April 
and September 2020, there appeared to be a reduction in GP 
prescription of long-acting reversible contraception per 1000 
female population in England compared to the period prior 
to lockdown. This gap was reduced between September and 
November 2020. In November 2020, the gap was completely 
closed with the trend matching previous years. 
 
Conclusion 
 
Earlier guidelines focused on access to health services, while 
follow-up guidance addressed other key elements such as 
equity, communication, and service quality. Despite all the 
guidelines provided to support delivery and access to health 
services, the time series analyses revealed a sharp reduction 
at the beginning of lockdown, especially in April 2020, for all 
services except medical abortion.
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When COVID-19 started in December 2019, 
most health systems were unprepared for the 
pressure and chaos it presented. The speed at 
which it devastated nations, required a high level 
of responsiveness from health systems to ensure 
they were not overwhelmed by its impact, while 
also continuing to provide care for other health 
conditions.

In March 2020, after the WHO declared the outbreak 
a pandemic (Cucinotta and Vanelli 2020) and with 
the burden of illness growing in overwhelming 
numbers, proactive health systems swiftly adapted 
to the challenges posed by COVID-19 in various 
ways. NHS services were faced with significant 
disruption raising the need to make unprecedented 
decisions relating to health service delivery: most 
services shifted to remote/virtual delivery and face-
to-face consultations when clinically necessary (ref). 
This became even more apparent when measures 
(i.e. social distancing, lockdown and restricted 
movement) to curb COVID-19 transmissions were 
implemented due to challenges in access to health 
care in many areas, including delay in elective 
surgeries (Meredith, High et al. 2020).

Proactive health systems swiftly adapted to the 
challenges posed by COVID, in this case, the 
lockdown, which meant access to face-to-face care 
was limited, and the community needed to identify 
adaptive changes to unprecedented circumstances. 
With the cessation and changes in the delivery of 
health services, patients were forced to adapt to the 
mix of service provision but leaning more to virtual 
contacts.
This strategy required adjustments in numerous 
resources, including digital platforms, health care 
workers and infrastructure, which ultimately forced 
a national budget review leading to an additional 
injection in the 2020 budget. As a result, in July 
2020, an additional £31.9 billion was allocated to 
health and social care (Treasury 2020), and a further 
£16.4billion allocated in September (Treasury 2020).

Naturally, the NHS needed to balance the trade-
off placed on the health system by COVID-19 and 
ensuring equitable and efficient access to quality 
health care, to mitigate the impact of the pandemic. 
Balancing and optimising these key health systems 
goals is a continuous process due to developments 
both within and outside of the health care domain.

This study aims to assess the impact of COVID-19 
on the use of health care services in mental health, 
cancer and sexual and reproductive services (SRHs).

1.1 Selected therapeutic (disease) areas and 
Justification for inclusion

1.1.1 Mental health

The Five Year Forward View, a 2014 guidance 
document setting up NHS goals, mentioned mental 
healthcare should be a national priority (NHS 2014). 
Indeed, mental health had until then received 
relatively little attention compared to physical health 
(Ibid). Nonetheless, the burden of mental illness 
is very high, as one in four adults in the UK will 
experience mental health issues over their lifetime 
(Mind 2020).
Mental health services are likely to be under 
immense strain by COVID-19. In May 2020, over 79% 
of respondents to Rethink Mental Illness’s survey 
said their mental health had gone ‘worse’ or ‘much 
worse’ during the pandemic (BMA 2020). Depressive 
and anxious symptoms peaked among UK adults 
during the first lockdown in March 2020 (Fancourt 
et al. 2020). The psychological consequences of 
COVID-19 have even been considered comparable 
to those of terrorist attacks and natural disasters (Le 
and NGuyen 2020). More than ever, mental health 
is thus a long-term challenge to be addressed in a 
post-COVID-19 world.

Therefore, it is imperative to assess mental health 
needs and how the pandemic might have impacted 

1. BACKGROUND



1111

service delivery because possibly online therapy and 
potentially longer waiting times during lockdown 
may have affected healthcare provision. The diverse 
conditions covered by mental health services - from 
neurodevelopmental conditions to mental illnesses 
- also calls for targeted interventions. Inpatient and 
outpatient care, NHS-provided and community 
services, require robust monitoring.

1.1.2 Cancer

The UK counts for about 367,167 new cancer cases 
a year. Of this number, it is estimated that every 
year about 4 cases out of 10 could be preventable 
(Cancer Research UK, 2021). This probably explains 
why since the beginning of the spread of the SARS-
CoV-2 virus, which necessitated the redistribution 
of health resources and a hard stop of multiple 
health activities to fight the virus, one of the biggest 
question marks concerned cancer patients and their 
fate. This is not only because of the characteristics 
of the disease that rely a lot on the time of action 
to identify and counter it but also because patients 
with cancer are more vulnerable and would have 
been more at risk if infected with the new SARS-CoV- 
2 (ESMO, Virtual Congress 2020).

Continuity of cancer care depends on several 
aspects including, clinical activities and technical 
assistance capacity (Lauria MM., 1991).

1.1.3 Sexual and reproductive health services

In March 2020, the WHO1 recognised Sexual and 
Reproductive Health (SHR) as one of the essential 
healthcare areas whose services should be 
maintained during the COVID-19 pandemic.  

The same approach was also recognised by the 
Royal College of Obstetrician and Gynaecologists 
since their earliest COVID-19 guidelines2: SHR was 
indeed recognised as an essential service in England. 
Prompted by the key relevance attributed to SHR, 
this reflection aims to explore to what extent this 
has been achieved in the domestic context and if 
standards of good medical care have been attained. 
This reflection focuses firstly on the status quo 
during the COVID-19 pandemic. It highlights in this 
respect the difficulty in having an accurate picture of 
how COVID-19 impacts SHR services.

1  World Health Organization, COVID-19 operational guidance for maintaining 
essential health services during an outbreak, interim guidance, 25th March 2020, online 
available at: https://apps.who.int/iris/bitstream/handle/10665/331561/WHO-2019-nCo-
V-essential_health_services- 2020.1-eng.pdf?sequence=1&isAllowed=y , 4
2  See below ft n*
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2. METHODOLOGY

2.1 Study design

We used mixed methods through a triangulation 
of both in-depth qualitative review of disease 
guidelines issued by the UK major health institutions 
and quantitative analysis of health service use data 
for three disease areas: mental health, cancer and 
sexual and reproductive health services (SRHs).

2.2 Data sources and collection

2.2.1 Qualitative review of guidelines

For this component of the study, we searched 
institutional websites and relevant public and 
professional bodies for professional guidelines 
issued during the pandemic (i.e. after March 2020), 
for COVID-19, specific to the three included disease 
areas. These provided strategies to be employed for 
service delivery and access during the pandemic. 
Identified guidelines were assessed against key 
health systems objectives (access, equity, efficiency 
and quality of health services) and communication 
to the public. In England, the NHS England and NICE 
are the two institutions responsible for producing 
clinical guidelines. Indeed, they both responded 
immediately to the pandemic, providing advice to 
all NHS trusts and issuing guidelines on managing 
health care delivery during the emergency.

2.2.2 Quantitative review of service use for selected 
disease areas

Aggregated health service use data for mental 
health, cancer and sexual and reproductive services 
(SRHs) were accessed through NHS digital and used 
for this component. In some instances, a freedom of 
information request was forwarded to NHS Digital 
and Public Health England, requesting the latest 
data. However, individual-level data on the utilisation 
of health services was not available/accessible to use 
for this analysis.

Mental health
Data was extracted from two datasets, both publicly 
available online and collected by the NHS. The 
first dataset from Mental Health Services Monthly 
Statistics (NHS 2021a) reports on the referrals for 
a First Episode of Psychosis (FEP) during nineteen 
months.

The second was retrieved from monthly Reports on 
the Use IAPT Services (NHS 2021b) and focuses on 
talking therapies. It was collected directly from NHS 
Digital Mental Health Hub’s website. The dataset 
offers a monthly insight into the number of referrals 
for talking therapy, waiting times (more or less than 
six weeks) after referral, and the average number of 
completed sessions until the end of treatment (NHS 
2021b).

Cancer
Specific data on provider cancer waiting time, cancer 
referrals, diagnostics activity and radiotherapy, were 
retrieved from both the NHS Digital website and the 
National Cancer Registration and Analysis Service 
(NCRAS).

Sexual and reproductive health services
SRHs data on abortion and contraception were 
accessed from the Department of Health and Social 
Care (DHSC) and Public Health England, respectively.

2.3 Analysis and reporting

2.3.1 Review of guidelines

Clinical guidelines issued in the UK from March 
2020 onwards were assessed against the main 
objectives of the health system, mainly access, 
equity and efficiency, with a particular look at 
the communication given to patients in this 
unprecedented time. The first three are key 
health system objectives, but communication 
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enables us to analyse the extent to which these 
guidelines delivered a clear message both towards 
clinicians and patients. Based on findings, policy 
recommendations were provided accordingly.

Clinical guidelines assessed based on key health 
system goals responsiveness, specific to access, 
equity, efficiency/quality and communication;

Equity - According to the WHO, “Equity in health 
implies that ideally, everyone should have a fair 
opportunity to attain their full health potential 
and that no one should be disadvantaged from 
achieving this potential”. In that regard, we 
reviewed the impact of the changes in service 
delivery or treatment on the health of vulnerable or 
marginalised populations.

Access - Adjustments of access to selected health 
services were evaluated through guidance relating 
to service use or contacts for both in-person and 
through telemedicine.

Efficiency and quality - Guidelines were assessed 
to determine if changes made mention of available 
health care resources being used in the best 
possible way to ensure quality service was provided.

Communication - We reviewed specific instructions 
on how the guidelines or changes to service delivery 
was communicated to the general public.

2.3.2 Service use

This analysis primarily involved interrupted time 
series analysis to uncover traceable patterns 
and trends of selected health service use in the 
three included diseases before and after the first 
lockdown. Although the lockdown was effected 
on March 23, our analysis comparing service use 
treats April 1 2020, as the beginning of lockdown 
during the pandemic starts on. We analysed data 
for numerous services. Across all datasets, April 

2020 was used as cut-off point, as the first national 
lockdown was implemented on March 23, 2020, and 
data was measured until December 2020.

A McNemar test was used across all service areas 
to evaluate the significance of differences in service 
use. This test was chosen since it provides a reliable 
measure of the statistical significance of differences 
between dichotomous variables across time series 
(Kavzoglu 2017). The difference in service use was 
evaluated over 2019 and 2020 and before and after 
the first national lockdown, which began on March 
23, 2020. As data was collected monthly across 
all service areas, the significance of differences in 
service use was measured from April 2020 until 
December 2020. The significance level chosen for 
this analysis is a p-value inferior to 0.05, alongside a 
degree of freedom of 1, to ensure the correlation is 
statistically significant and differences in service use 
are not random.

Variables used in the service use analyses

2.3.2.1 Mental health services use

First Episode of Psychosis (FEP) Waiting times

Reduced waiting times are generally associated 
with better outcomes for patients referred for 
patients with FEP and a priority for service providers 
(Reichert and Jacobs 2018). Data on waiting times 
after referral, before and after the pandemic, was 
collected quarterly by the NHS (NHS 2021a). The 
dataset featured both the average percentage of 
patients waiting more than two weeks and a detailed 
percentage by age range (Ibid). Waiting times were 
measured for the following age groups: 0-17 years 
old, 18-34 years old, and more than 35 years old 
(Ibid).

Improving Access to Psychological Therapies  
(IAPT) Referrals



IAPT programmes were designed as a reaction to 
the increasing prevalence of anxiety and depressive 
disorders in England (Clark 2011). As a result, 
the number of patients being referred for IAPT 
therapies has been increasing since 2018 (Saunders 
et al. 2020). Data on the number of IAPT referrals 
were collected monthly by the NHS and are not 
categorised by mental health disorder (NHS 2021b).

Improving Access to Psychological Therapies (IAPT) 
Waiting times

IAPT programmes were designed to have short 
waiting times, to ensure patients had sufficient 
contact with therapists (Marshall et al. 2016). 
Maintaining fast and accessible therapies was 
thus essential during the pandemic. Data on IAPT 
waiting times were collected monthly by the NHS 
and measured by the percentage of patients waiting 
more than six weeks after referral before beginning 
treatment (NHS 2021b). NICE national standards 
recommend that at least 75% of patients should be 
able to start IAPT treatment within six weeks (NHS 
2021c).

Improving Access to Psychological Therapies (IAPT) 
Number of sessions

NHS guidelines recommend, on average , 14 to 20 
sessions of talking therapy unless recovery happens 
faster (NCCMH 2020). Guidance mentions explicitly 
the number of sessions should never be less than 
necessary (Ibid). IAPT sessions should thus remain 
accessible during the pandemic. Data on the 
average number of treatment sessions completed 
were collected monthly by the NHS (2021b). Higher 
numbers of sessions are associated with increased 
recovery rates; therefore, any variations during the 
pandemic are vital for determining clinical outcomes 
(Gyani et al. 2013).

2.3.2.2 Cancer service use

To evaluate what the impact of Covid-19 has been 
on the use of cancer services, pre-pandemic and 
pandemic period data on Provider Cancer Waiting 
Time, Cancer Referrals, Diagnostics Activity and 
Radiotherapy Episodes Count, freely available at the 
NHS Digital website and NCRAS, have been collected 
and compared. The data were subsequently 
analysed also against the number of Covid-19 deaths 
in England.

Cancer Waiting Times (CWT)

The Cancer Waiting Times system was first 
introduced in September 2000 by the NHS Cancer 
Plan. Having been updated over the years, in 
order to improve NHS cancer care strategy and 
performance further, the metric aims to set up 
standards to monitor the time of care pathways for 
cancer patients. The standards are set on three main 
metrics:

 - Two weeks wait referral; represents the 
number of people who were urgently referred by 
their GP for suspected cancer and have attended an 
appointment within 14 days

 - One month wait from diagnosis to first 
definitive treatment; represents the number of people 
who began therapy within 31 days from the decision 
to treat

 - Two months wait from an urgent referral to 
the first definitive treatment; represents the number 
of people who started the first treatment within 62 
days from their urgent referral

Diagnostics Activity

Early diagnosis is one of the key prevention methods 
to identify cancers in the early stages, contributing to 
a better result in cancer care (WHO, 2007).  

1414



Provider monthly diagnostics activity gives a 
summary of indicative waiting time and activity for 
diagnostics tests.

Radiotherapy Episodes Count

Studies from the Department of Health suggest that 
cancer can be cured by radiotherapy, which is one 
of the most effective treatments for cancer, given 
that 4 out of 10 patients who cured cancer had 
radiotherapy treatments (Department of Health, 
2012). A radiotherapy episode is identified as a 
persistent time of care for radiotherapy, including 
from the preparation and arrangement of the care 
to its effective delivery.

2.3.2.3 Sexual and reproductive health services

This section uses data for abortion and 
contraception in England between January-June 
2020 retrieved from the DHSC website (DHSC, 2021). 
However, these data were provisional, and official 
data will only be released in June 2021.
The data concerning contraception was retrieved 
from Public Health England’s website and concerns 
a broader time frame (January 2017-January 2021). 
However, the focus is limited to only one form of 
contraception, namely GP prescribed reversible 
contraception.

1515
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3.1 Qualitative review of guidelines

3.1.1 Mental Health

Five guidance documents were retrieved and 
reviewed for this analysis. All were publicly available 
on the NHS website (NHS 2020a; NHS 2020b; NHS 
2020c; NHS 2020d; NHS 2020e) and have been 
authored by the organisation. These reports, 
directly addressing service providers, were of two 
types. Three publications from March, August and 
November 2020, aimed to inform professionals 
of the newest developments regarding mental 
healthcare services during the pandemic. The other 
two had a narrower focus, and respectively covered 
the modifications of the Mental Health Act during 
lockdown and the allocation of an extra £50 million 
budget to mental healthcare for 2020 (NHS 2020d; 
NHS 2020e).

Access
Guidance documents were heavily focused on the 
accessibility of services. They aimed at ensuring 
access to assessment and support would continue 
despite disruptions because of COVID-19. Access 
was thus mentioned by all documents, indicating 
its high priority for NHS services. The first two 
guidance documents from March and August were 
more focused on day-to-day organisation of service 
provision and inpatient discharges (NHS 2020a; 
NHS 2020b). From August onwards, online care was 
regularly mentioned as an alternative to face-to-face 
assessment and support (Ibid). November guidelines 
eventually recommended blending both online and 
face-to-face care (NHS 2020c). Accessibility issues, 
mentioned in the two latest documents, mostly 
concern delays in service provision and longer 
waiting times for inpatient and outpatient treatment 
(NHS 2020b; Ibid).

Equity
Equity was another theme covered by all documents, 
except for the one on legal guidance. Considerable 

overlap exists with access, as the main three 
guidance documents focus on providing services 
to vulnerable populations (NHS 2020a; NHS 2020b; 
NHS 2020c). These included BAME populations, 
elderly patients and those with eating disorders, 
as the latter were more at risk in inpatient wards 
(NHS 2020b). The second guidance document, 
published in August, is entirely dedicated to 
providing equitable care to all patients (Ibid). In 
March, guidance already suggested service providers 
should keep a register of patients most at risk, but 
subsequent documents did not follow up on this 
recommendation (NHS 2020a).

Quality and Efficiency
In all guidance documents, quality and efficiency 
frequently overlapped with equity and access. 
The three main documents recommended that 
all populations should have access to quality 
care (NHS 2020a; NHS 2020b; NHS 2020c). From 
August onwards, maintaining the quality of online 
care became a preoccupation (NHS 2020b). By 
November, some concerns had arisen about the 
efficiency of online Care, Education and Treatment 
Reviews (CERTs) (NHS 2020c). However, no guidance 
document offered direct recommendations on how 
to ensure online service quality. The consequences 
of this move to online care were not explored by any 
document either.

Communication
Communication was mentioned in all three main 
documents: service providers were recommended 
to reach out to Voluntary and Community Services 
(VCS) and organise discharges and follow-ups 
with their help (NHS 2020a; NHS 2020b; NHS 
2020c). However, little detail was given on how 
professionals should inform patients and families 
on how to access services during lockdown. This 
communication gap becomes more problematic as 
the move to online care has modified relationships 
with patients, carers and external organisations. 
While the importance of meeting families and carers 

3. FINDINGS



is discussed at length in the November guidance 
document, it was only briefly mentioned in March, 
which may have led to a lack of advice on good 
communication practices (NHS 2020a; NHS 2020c).

Conclusion

Throughout the crisis, five documents have been 
published to ensure mental healthcare would 
remain accessible, equitable, efficient and well-
communicated. While these documents give 
little practical details on how to implement good 
care practices, they offer a framework to service 
providers. The first publication, from March 25, 
focused on immediate responses to the crisis (NHS 
2020a). 

Yet from August onwards, guidelines were more 
future-oriented, indicating that the quality of services 
should stay in line with 2023-2024 objectives: by 
then, mental health services are expected to offer 
high- quality care to an extra 2 million people (NHS 
2019).

17

Table 1 Mental health - Summary of guidelines with respect to key health system goals
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3.1.2 Cancer

We accessed publicly available guidelines issued 
by NHS England and National Institute for Health 
and Care Excellence (NICE) on the management of 
cancer services during the COVID-19 emergency 
and we analysed each guideline against the major 
health system objectives, mainly access, quality, 
efficiency, equity and communication. The NHS 
produced four main guidelines since the start of the 
pandemic ranging from the management of cancer 
patients and the delivery of cancer treatments to 
the management of essential cancer surgery. At the 
same time, the National Institute for Health and Care 
Excellence (NICE) provided instructions to clinicians 
on prioritising and managing cancer patients and on 
how to carry out the delivery of systemic anti-cancer 
treatments and radiotherapy specifically.

Access
Access to services was a key concern and one of the 
first tackled by the guidelines in re-organising cancer 
patients and services during the pandemic. Both 
the NHS England and NICE firstly set as the main 
objective the minimisation of face-to-face contact 
to reduce the risk of spreading of the Coronavirus 
infection, while ensuring that other systems were 
in place to allow for no disruption in the delivery of 
cancer services to patients.
Indeed, while it is highlighted that the chance of a 
reduction in services due to the contingent situation 
is possible and that plans need to be in place, 
whether this happens, an alternative solution to 
diverse situations is always suggested.

Accordingly, NHS has provided to reduce, where 
possible, contacts with patients that can be satisfied 
remotely through telephone consultations and 
medicines delivery at home, as well as to cut non- 
essential follow-ups appointments.

Alongside, NICE also defined ways of accessing 
hospitals for people with cancer, suggesting 

telephone triage, unaccompanied visits and 
reduction of waiting time.
Further, to minimise cross-infection, it is suggested 
to first set up and audit facilities and therapy plans 
with the aim of scheduling based on patients’ 
COVID-19 status to grant access to everyone who 
needs it.

Quality and efficiency
Treatment pathways for patients with oncological 
pathologies have been drastically re-organised to 
make them as safe as possible, while maintaining 
the quality of care, considering nonetheless that the 
requests for human and instrumental resources to 
respond to the care burden may have been greater 
than the real possibilities of structures and health 
personnel. In addition, an attempt was made to 
maintain the same number of first visits, although 
the majority was switched online or via phone. 
However, at the most critical moment, rationing 
choices were made that favoured some therapeutic 
approaches among the others, and many structural 
and clinical reorganisation initiatives allowed 
patients to move as little as possible to avoid the risk 
of contagion as much as possible.
Especially, the NHS outlines that the start of a 
systemic anti-cancer treatment is recommended 
to be evaluated case by case and based on a risk-
benefit ratio, where possible, substituted by other 
feasible oral or alternative therapies. However, 
particular attention has been put on the assurance 
of fair therapy of patients with perilous malignancy 
who needed admittance to surgical and critical care 
capacity.

Also, within the guidelines, there are considerations 
for elective oncological surgery to be delayed 
where the final outcome is not likely to be impacted 
negatively. Equally, guidelines recommend the 
use of shorter radiotherapy cycles, based on a 
case-by-case decision, where possible to reduce 
immunosuppression and a higher risk for a patient 
to become seriously ill by COVID-19.



Alongside, NICE has introduced a scale of priority 
concerning the treatment to which the patient must 
undergo, on which doctors’ choices should be based, 
prioritising treatments with curative purposes with 
more than 50% chance of success.
In conclusion, as the regulation on delivery of 
systemic anti-cancer treatments has had the 
ultimate scope of boosting cancer patients’ 
protection who needed those treatments while 

making the most of NHS resources, simultaneously 
the provision of interim cancer treatment 
alternatives has had the purpose of enhancing 
flexibility in an unexpected situation3.

Equity
As the pandemic progressed, other essential factors 
such as equity were taken into account. Guidelines 
issued by both NHS and NICE tackle the importance 
of equity in the delivery of cancer services by 
providing multiple suggestions on how to deliver 
the service in order to reach as many groups of 
people as possible, even in the constrained situation 
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Table 2 Cancer - summary of guidelines with respect to key health system goals

3  https://www.nice.org.uk/guidance/conditions-and-diseases/infections/co-
vid19
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communications to patients needs to be done 
regarding treatments delays or cancellations.

3.1.3 Sexual and reproductive health services

Professional guidelines were extracted from 
websites of relevant public and professional bodies 
suchas Faculty of Sexual and Reproductive Health, 
Royal College of Obstetrician and Gynaecologists
(RCOG), Public Health England (PHE).

 

dictated by COVID-19.

Indeed, while the guidelines recommend limiting 
the risk of infection by limiting face-to-face 
appointments and switching them mainly online, 
it was stressed how telephone consultations are 
available as well, taking into consideration that not 
everyone would be comfortable with online services. 
Equally, when face-to-face consultations are needed, 
where the guidelines strongly suggest that patients 
should come alone and unaccompanied visits 
are welcomed, it is still granted that patients who 
need support are allowed to be accompanied by a 
caregiver.

Further, where home delivery of alternative 
therapies had been ruled out, drive and pick up 
points were established instead to ensure everyone 
had access to any required medicines (NICE, 2021).

Communication
Communication has been a big theme throughout 
the different guidelines issued by both the NHS 
and NICE, which focused a lot on the importance of 
sharing information with patients, family members 
and caregivers. Indeed, the main attention has been 
put on fair communication between clinicians and 
patients regarding the status, risks and benefits of 
starting or continuing the oncological treatment. 
Further, it is highly recommended the involvement 
of patients’ relatives to address the complexity of 
their potential needs. However, there is no specific 
indication on the means through which official 
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Table 3. Chronological summary of Royal College of Obstetricians and Gynaecologists(RCOG)4 guidelines

4  RCOG, CORONAVIRUS (covid-19) infection and abortion care, 2020, 31st July 
2020, available at
https://www.rcog.org.uk/globalassets/documents/guidelines/2020-07-31-coronavi-
rus-covid-19-infection-and- abortion-care.pdf (accessed 11th February 2021). Previous 
versions , i.e. 31st March and 30th June, are no longer accessible online.
5  Here abortion is provided as an example of the RCOG approach, but a 
similar pattern is recognizable also in the field of contraception. See on this point: 
RCOG, Guidance for the provision of contraception by maternity services after childbirth 
during the covid-19 pandemic, 3rd February 2021, available at: https://www.rcog.org.uk/
globalassets/documents/guidelines/2021-02-guidance-on-the-provision-of- contracep-
tion-by-maternity-services-after-childbirth-during-the-covid-19-pandemic.pdf (accessed 
11th February 2020).

The Royal College of Obstetrician and Gynaecologists 
(RCOG) promptly responded to the COVID-19 
pandemic, working since the early stages to 
safeguard access to SHR services via telemedicine 
and ‘home services’ where possible (e.g. early-term 
medical abortion). This was especially evident in 
its March and June PG, where the key priority was 
access, and little space was devoted to the other 
three key elements (equity/equality, quality of care, 
communication). A slight change in approach is 
evident in the subsequent guidelines produced on 
July 31 2020, where the greater focus was given 
to delivering good quality of care with a broader 
patient-centred approach. An example of this is the 
focus on specifications for treating different category 
of patients (particularly those with a suspected/
or positive to COVID-19)5.
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Table 4. Chronological analysis of relevant professional guidelines (FSHR,6 BAHSS, BHIVA,7 PH England8 )

7  FSRH, BAHSS,BHIVA, Contingency planning for out-patient Genitourinary 
Medicine, Contraception and Sexual Health Services (including online) and HIV services, 
26TH March 2020.
8  PH England, Guided discussion to support evaluation of sexual health 
during COVID-19, 26TH November 2020.

6  FHSR, Essential services in sexual and reproductive healthcare, 24th March 
2020; FHSR, Ensuring provision of sexual and reproductive healthcare services during 
the second covid-19 wave and beyond in UK, 16TH October 2020; FHSR, Advice for 
women seeking contraception, abortion and other sexual and reproductive healthcare 
services during the covid-19 pandemic, latest update 9th February 2021, available at 
https://www.fsrh.org/documents/february-2021-advice-for-women-seeking- contracep-
tion-abortion/ (accessed 11th February 2021); FHSR, Teletriage for Sexual and Repro-
ductive Healthcare Services in Response to COVID-19: Triage Integration Considerations 
to Prioritise Vulnerable Groups, 26th July 2020, available at: https://www.fsrh.org/
documents/teletriage-for-sexual-and-reproductive-healthcare-services-1/ (accessed 11th 
February 2020). FHSR, Ensuring provision of Sexual and Reproductive Healthcare servi-
ces during the third COVID-19 lockdown and beyond in UK, 22nd January 2021, available 
at: https://www.fsrh.org/documents/fsrh-guidance-essential-srh-services--third-covid-
19-lockdown/ (accessed 11th February 2021);



Similar to the guidelines by RCOG above, FHSR 
placed more weight on access to SHR by stressing 
the critical value of continuity of services through 
online service delivery via telemedicine. This was 
particularly evident in their earliest guidelines and 
remained a constant throughout. Notably, FSHR 
(particularly in the January and February 2021 
updated guidelines) concentrated on safeguarding 
vulnerable patients and recommended a tailored 
approach for them (e.g. victims of domestic abuse). 
The latter was also mentioned in the PH guideline in 
October 2020.

Table 1. and 1.1., show that the greatest majority 
of PG are directed towards clinicians, except FSHR 
February 2021. The approach brought forward is 
consistent when it comes to access to SHR. However, 
differences in approaches concerning the other 
three elements are evident (such as the relevance of 
a patient-tailored approach).
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Table 5. Findings on professional guidelines
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3.2 Quantitative review of guidelines

3.2.1 Mental Health

Figure 1: Overall trend in FEP waiting times after referral April 2019 – April 2021

Figure 2: Percentage of patients waiting more than two weeks after referral for FEP against number of 
COVID-19 deaths
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Figure 4: Percentage of patients waiting more than two weeks after referral for FEP against number of 
COVID-19 cases

Figure 3: Percentage of patients waiting more than two weeks after referral for FEP by age range April 
2019 – April 2021
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Figure 1 presents waiting times after FEP referral in 
England between April 2019 and April 2021. They 
have decreased overall, with the percentage of 
patients waiting more than two weeks after referral 
dropping from 33% to 28% between April 2019 
and April 2021 (Ibid). The data nonetheless reveals 
a slight increase in waiting times during the early 
stages of the COVID-19 pandemic. Between February 
and April 2020, the percentage of patients waiting 
more than two weeks reached 30%, compared to 
the preceding quarter of the year when it was 26% 
(Ibid). COVID-19 cases were also increasing between 
February and April 2020, reaching approximately 
15000 (figure 4).

Waiting times continued to increase between March 
and May when 29% of patients could not be treated 
within two weeks, and during this same period, 
COVID-19 related deaths peaked in England at 
around 16000 (figure 2). Minors, between 0 and 17 
years old, were the most affected by the disruption 
in service, as between April and June 2020, 34% of 
them waited more than two weeks after referral, and 
they were 40% between November 2020 and Jaunary 
2021 (figure 3). The Chi-square test value for FEP 
waiting times was 3.83, with an alpha value of 0.05 
and a p-value of 0.05. This indicates that the positive 
correlation between the first lockdown in April 2020 
and increased waiting times after an FEP referral is 
not random. The null hypothesis can be rejected, 
hence, this result is statistically significant.

Figure 5: Trend in IAPT referrals - March 2019 – March 2021
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Figure 5 shows how referrals for talking therapies 
have decreased during the pandemic, from almost 
15000 in March 2019 to approximately 12000 in 
November 2020, before increasing to 16000 in 
March 2021. Referrals reached their lowest point in 
April 2020; simultaneously, COVID-19 related deaths 
peaked (Figure 6). Referrals dropped to around 6000 
during this month, slightly less than half of those 
made the previous month and far less than the 
approximately 16000 made in January 2020 (Ibid). It 
is also clear that they started increasing somewhat 
from June but did not reach the highest peak of 
January 2020. During the same period, it is evident 
that the number of deaths was also decreasing, 
save for October and November, revealing a slight 
peak. Figure 5 depicts the overall trend in referrals 
between March 2019 and March 2021. It outlines 
a decreasing trend over the period of study, with 
referrals going from approximately 14000 at the 
beginning of data collection to less than 12000 in 
November 2020, during the second lockdown (Ibid).

Figure 6: Total number of IAPT referrals against number of COVID-19 related deaths - March 2019 – March 
2021
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IAPT Waiting times

Figure 7: Trend in percentage of patients who started treatment within six weeks of referral – April 2018 
– March 2021

Figure 8: Percentage of patients who started treatment within six weeks of referral – April 2018 – 
November 2020 – against number of monthly COVID-19 deaths in England
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Figure 9: Percentage of patients who started treatment within six weeks of referral – April 2018 – March 
2021 – against number of monthly COVID-19 cases in England

Figure 7 outlines the IAPT waiting times between 
April 2018 and March 2021. The percentage 
of patients treated within six weeks of referral 
decreased slightly from 89% to 88% between 
April 2018 and March 2021 (Ibid). This percentage 
also decreased throughout the pandemic (Ibid). 
It dropped from 89% to 88% in March 2020, as 
COVID-19 deaths increased. When deaths peaked 
in April and May, it oscillated slightly to reach 87% 
(Figure 8). Figure 9 depicts IAPT waiting times against 
the number of COVID-19 cases in England. As cases 
increased in December 2020 and January 2021, 
waiting times reached their peak at 92% and 93% 
(Ibid).
The Chi-square test value for IAPT waiting times 
was 5.14, with an alpha value of 0.05 and a p-value 
of 0.02. This indicates that the strong positive 
correlation between the first lockdown in April 2020 
and increased waiting times after IAPT referrals is 
statistically significant.
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IAPT Number of sessions

Figure 10: Trend in number of completed IAPT sessions – March 2019 – March 2021

Figure 11: Average number of completed sessions 2019 – 2020 against number of monthly COVID-19 
deaths in England
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Figure 12: Average number of completed sessions 2019 – 2020 against number of monthly COVID-19 cases 
in England

Figure 10 depicts the trend in the average number 
of IAPT sessions completed. Our findings reveal 
decreased use in March, April and May of 2020 
compared to the rest of the duration under study, 
with 6.7 sessions on average in March 2020. The 
number of sessions gradually increased again as 
COVID- 19 related deaths and cases decreased, 
reaching 7.6 in August (Ibid; Figure 12). It then 
decreased in September and October as deaths 
increased again, only reaching 7.5 in November and 
7.7 in December (Figure 11).
The Chi-square test value for IAPT completed 
sessions was of 5.14, with an alpha value of 0.05 
and a p-value of 0.02. This indicates that the strong 
positive correlation between the first lockdown 
in April 2020 and an increase in completed IAPT 
sessions is statistically significant.
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3.2.2 Cancer

Figure 13: Trend in the percentage of patients seen by a specialist within two weeks of GP referral for 
suspected cancer

It can be observed that the number of people who 
were seen by a specialist within two weeks since 
being urgently referred for suspected cancer fell 
consistently by 3,9% in April 2020 compared to the 
previous month and by around two percentage 
points compared to the same month in 2019 
and 2018 when it was around 90%. Nonetheless, 
the number of people seen within two-weeks-
time increased, reaching values higher than 
previous years until September, when it decreased 
considerably again to 86,10%. The value remained 
stable until January 2021, when it decreased and 
reached the lowest peak of the considered period of 
83,40% (Fig.13).
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Fig. 14: Linear trend of percentage of patients seen within two weeks of a GP referral for suspected 
cancer against the number of COVID-19 deaths in England

Figure 14 shows a declining trend overall in two-
week wait referrals, and the sharp decrease matches 
exactly the highest peak of COVID-19 deaths in 
England, which in April reached the number of 
29,436. Overall, however, the NHS states that the 
operational standard for people who need to visit a 
specialist within two weeks from an urgent referral 
should sit at 93%. This standard has not been 
met during the pandemic, having been below the 
standard with an average of just 89,31% of people 
being able to see a specialist within 14 days of being 
urgently referred.
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One month wait from diagnosis to first definitive treatment (operational standard 96%)

Figure 15: Trend in the percentage of patients treated within a month of cancer diagnosis – 2018 - 2021

Looking at the one-month-wait referrals variable, 
which considers the time from diagnosis to the start 
of the first definitive treatment, the trend seems 
to be similar to the two-weeks-wait referral. A 
significant drop can be observed between May and 
June 2020 when just around 90% of people started 
their first definitive treatment within one month 
from the diagnosis, compared to previous months 
where the average was about 96%. In this case, even 
if a sustained recovery can be seen between July and 
December 2020, this hardly reached and maintained 
pre-pandemic standards (Fig 15).
The NHS set for this performance metric an 
operational standard at 96%. While it can be seen 
that this target was perfectly achieved and met 
during 2018 and 2019, people who have waited just 
one month to start their first definitive treatment 
from their cancer diagnosis has been remarkably 
low in 2020 compared to previous years.
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Figure 16: Linear trend of percentage of patients treated within a month of cancer diagnosis against the 
number of COVID-19 deaths in England– 2018 - 2021

Figure 16 presents COVID-19 deaths in England 
together with 1-month-wait referrals. The results 
show that exactly one month after the highest peak 
of C0VID-19 deaths in England, the lowest peak in 
referrals took place.
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Two months wait from referral to first definitive treatment (operational standard 85%)

Figure 17: Trend in the percentage of patients treated within two months of cancer diagnosis – 2018 - 
2021

Figure 17 shows a declining trend also for people 
who began their first treatment within two months 
from their first urgent referral. However in this case, 
changes within 2020, and in comparison with 2018 
and 2019, appear less disruptive as it seems that this 
metric has in some cases lowered even in months 
preceding the pandemic (Fig. 17).
Specifically, a drop of 4,5% happened between April 
and May 2020, compared to March of the same year, 
which recovered starting from June, reaching pre-
pandemic levels to then falling again in January 2021 
at the start of the second wave.
The NHS set the operational standard for this metric 
at 85%, meaning that 85% of people need to begin 
the first treatment within 62 days from the urgent 
referral. It can be seen that even if in 2019 the 
target was not achieved and only 77,98% of people 
overall were able to begin their first treatment 
after two months of waiting time, this number had 
further lowered in 2020. The pandemic, indeed, has 
decreased to 75,45% of people on average who went 
under their first treatment within 62 days.
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Figure 18: Percentage of patients treated within two months of cancer diagnosis against the number of 
COVID-19 deaths in England– 2018 – 2021

In figure 18, the 2-months wait referrals variable has 
been plotted against the number of Covid-19 deaths 
and even, in this case, it is visible that the lowest 
peak takes place a month after the highest peak in 
deaths.
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Fig 19: Total number of cancer referrals

Figure 19 summarises the total number of cancer 
referrals for the years 2018, 2019 and 2020. It is 
apparent how the trend is stable for the first two 
years analysed, while 2020 shows a significant 
disruption in April with a rapid increase during the 
months later to reach even higher pre-pandemic 
levels in September. The overall trend for 2020 
looks, indeed, increasing throughout the year.
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Figure 20: Total number of cancer referrals against the number of COVID-19 deaths in England in 2020

In Figure 20, we then analysed the overall number 
of 2020 cancer referrals and plotted that against 
Covid-19 deaths. It is clear from the graph that the 
lowest peak of referrals and the highest peak of 
COVID-19 deaths took place at the same time in April 
2020. The number of referrals remained quite low 
until June and started recovering from July onwards 
when it reached higher pre-pandemic levels.
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Fig. 21: Cancer diagnostics activity in 2019 and 2020

Figure 21 shows the diagnostics activity in a March-
November timeframe between 2019 and 2020. The 
graph shows that in 2020 the activity was constantly 
low compared to 2019, and this happened especially 
from March to August.
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Figure 22: Cancer diagnostics activity against number of COVID-19 deaths in England – March - November 
2020

To see the extent of the impact of the pandemic 
on the diagnostics activity, we plotted it against the 
number of COVID-19 deaths. The graph shows that 
diagnostics activity was heavily impacted after the 
lockdown started on March 23, dropping by 60% in 
April 2020 compared to the previous month, to then 
recover to a pre-pandemic level starting from July.
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Two months wait from referral to first definitive treatment (operational standard 85%)

Fig 23: Radiotherapy episodes count in March – February 2019 and 2020

Radiotherapy has been used to represent the 
category of cancer treatment, to check for the 
impact of Covid-19 on this sphere of cancer care.
In figure 23, radiotherapy episode count has been 
compared between 2019 and 2020, while January 
and February 2021 are not present has data is 
not available yet. The graph shows that from April 
onwards, in 2020, while maintaining a constant 
trend, values have never reached the previous years’ 
one.
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Fig 24: Radiotherapy episodes count and Covid-19 deaths

Looking at the radiotherapy episode count against 
the number of Covid-19 deaths, figure 24 reveals 
that the lowest value in radiotherapy episodes 
equaled the month when Covid-19 deaths reached 
their highest peak.
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3.1.4 Sexual and reproductive health services

Data on abortion 2019-20209

Figure 25: Numbers of overall abortions in England 2019 – 2020

Figure 25 compares the percentages of overall 
abortions in England in 2019-2020. A strong increase 
in abortion numbers is registered in April 2020, as 
compared to 2019. The overall number of abortions 
is the highest ever registered since 1967 (when 
abortion was legalized)

9  DHSC, Abortion statistics in England and Wales during the COVID-19 pande-
mic, (2021), online available at:
https://www.gov.uk/government/statistics/abortion-statistics-during-the-coronavi-
rus-pandemic-january-to- june-2020/abortion-statistics-for-england-and-wales-du-
ring-the-covid-19-pandemic
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Figure 26: Number of overall abortions in England against the number of COVID-19 deaths January - June 
2020

Figure 26 reports the number of overall abortions 
in England, together with COVID-19 cases. It shows 
that April, the time when the number of abortions 
increased also registered a peak in COVID- 19 cases.
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Figure 27: Number of abortions in England 2019-2020 per method

Figure 27: reports the number of abortion divided 
per method (surgical, medical) and compares it 
to COVID-19 deaths. Medical abortion strongly 
increased when a peak of COVID-19 cases was 
registered.
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Figure 28: Number of medical abortions in England 2019-2020

Figure 28 compares numbers of medical abortion 
in 2020 and 2019. A peak in medical abortions 
is registered in April (n 4 in the graph) 2020. The 
numbers were constantly higher as compared to 
2019.
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Figure 29: Numbers of surgical abortions in England 2019 – 2020

Figure 29 compares the percentages of surgical 
abortions in England in 2019-2020. An increase in 
surgical abortion is registered from April onwards, 
although numbers are significatively smaller 
compared to medical abortions.
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Figure 30

Figure 30: Trend in GP prescription of long-acting 
reversible contraception per 1000 female population 
in England 2017-2021 The timeframe April-
November 2020 showed a decrease in access to GP 
prescribed long-acting reversible contraception as 
compared to the 2017-2020 period. This gap was 
reduced between September and November 2020. 
In November 2020, it was noticeable that the gap is 
completely closed with the trend matching previous 
years.

According to the PHE (2021), this ‘shows changes 
in the rate of GP prescribing of LARC per 1,000 
population up to the latest available month 
compared to pre-Covid19 levels of activity. The 
comparison ‘baseline’ is the average level of activity 
in the previous three years (2017/18 – 2019/20) 
during the same months of the year.GP prescribing 
data is prescription-item rather than person- based. 
Therefore it is not possible to use this data to 

Data on GP prescribing long-acting reversible contraception 2017-202110

derive an exact measure of the number of women 
prescribed implants, IUS and IUDs in general 
practice. Women may also seek to use Sexual 
and Reproductive Health Services instead of GP 
services. Thus patterns of use may vary according 
to population characteristics and access to such 
services. Data from Sexual and Reproductive Health
Services is not yet available for the Covid period. 
Confidence intervals have been added to the trend 
charts as a ribbon effect. Where confidence intervals 
are narrow, it may be necessary to zoom in to see 
the ribbons. Confidence intervals are also included 
in the Data Table.’12

10  PHE, Access to care, (2021), online available at: ps://analytics.phe.gov.uk/
apps/covid-19-indirect-effects/ 
11  Table retrieved from PHE, see above ft n 9
12  PHE, above ft n 9

11
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4. DISCUSSION

4.1 Summary of findings

This study set out to assess the effects of the 
COVID-19 pandemic on the delivery of health 
services in three different disease areas within 
the NHS; mental health, cancer and sexual and 
reproductive health services. We started by 
reviewing guidelines issued by numerous UK 
health institutions as a response to the pandemic 
and providing a direction of how services would 
be accessed. These were evaluated against key 
health system goals; access, equity, efficiency and 
communication. The second part of the study 
reviewed the health service utilisation of selected 
services, comparing the period before and during 
the pandemic.

4.1.1 Mental health

This study aimed at analysing the differences in 
NHS service use before and after the pandemic. Our 
project used mixed methods to study the variations 
in waiting times after referral to specialist mental 
health services and the number of sessions needed 
to complete talking therapy.
Mental health remained a priority during the crisis 
in the UK, with the NHS publishing five guidance 
documents to review changes and advise service 
providers (NHS 2020a; NHS 2020b; NHS 2020c; NHS 
2020d; NHS 2020e). This is consistent with global 
tendencies, as 51% of countries included mental 
health services in essential health services during 
the pandemic (WHO 2020a).

Our analysis outlines that while access and 
quality of care were prioritised in NHS guidance 
documents, waiting times after referrals for a First 
Episode of Psychosis (FEP) and for talking therapies 
increased during the COVID-19 pandemic (NHS 
2020b; NHS 2020c). These findings are consistent 
with the academic literature, as the WHO has 
warned of disruption in mental health services 
in 93% of countries (WHO 2020b). Children and 

adolescents are particularly vulnerable, as 72% of 
them encountered disruptions in access to services: 
children referred for FEP were the most likely to wait 
more than two weeks after referral (Ibid; Figure 4). 
Improving Access to Psychological Therapies (IAPT) 
waiting times also increased during the pandemic 
(Figure 6). The differences in service use between 
the two-time points were statistically significant for 
waiting times, indicating that these variations were 
due to pandemic-related disruptions.

These results suggest the move to online care 
recommended by the NHS for talking therapy had an 
important impact on access to services (NHS2020a). 
Once again, the UK is part of a wider global trend, as 
67% of countries saw disruptions to their counselling 
and psychotherapy services (WHO 2020b).

The number of IAPT sessions completed was also 
affected by the pandemic. As COVID-19 deaths and 
cases increased in March and April 2020, sessions 
completed decreased (Figure 11; Figure 12). The 
number nonetheless increased again as pandemic-
related deaths decreased in July and August 2020, 
reaching its highest point since January 2019 (Ibid). 
These findings indicate that the second wave did  
not impact the delivery of services as much as the 
first one.

4.1.2 Cancer

The Coronavirus pandemic, especially the first wave 
of the virus, upset many aspects of health service 
delivery from early diagnoses, to treatment paths, 
up to the possibility of continuing safe checks and 
therapies for oncological patients. All aspects, in 
general, have made assistance and care difficult 
for many patients and in particular have even 
risked compromising the health condition of cancer 
patients or those waiting to be diagnosed or to start 
the necessary therapy.
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The guidelines review generally shows that the 
advice provided was aligned with that of other world 
scientific organisations. Access to cancer care has 
represented a key point throughout the production 
of oncological guidelines during the pandemic. 
The main focus was on ensuring the continuity of 
urgent cancer services, ensuring safe access to care 
for patients with cancer and patients waiting to be 
diagnosed.

Nonetheless, efforts in promptly providing accurate 
guidelines did not prevent a slowdown in the 
management of chronic disease and, therefore, also 
in the identification, assistance treatment and care 
of cancer patients (Macmillan Cancer Support, Oct 
2020). Indeed, as th e analysis data on service
use for the period between March 2020 to January 
2021 shows a significant reduction in cancer 
referrals, diagnostics activity and radiotherapy 
activity, especially in the period which coincided with 
the start of lockdown.

In England this year, despite the drastically re-
organised care pathways, trying to keep the quality 
of care, defining pathways for patients with cancer 
and publishing guidelines for the treatment of 
these patients, in some cases the challenge went 
beyond the real capacity of healthcare facilities and 
workforce because the demand for human and 
instrumental resources was too high to respond to 
the care burden of patients most at risk, such as 
those with cancer.

In conclusion, the need to redistribute health 
resources, due to their scarcity in the pandemic 
scenario, resulted in a concrete delay in access to 
cancer care which has generated a huge amount 
of backlog in therapies, check-ups, prevention and 
cancer research (Cancer Research UK, Oct 2020). 
However, treatments postponements, appointments 
cancellations and accumulated delays represent only 
one side of the impact that the COVID-19 pandemic 
has already had and will continue to have in the 

medium to long term on the treatment of people 
with chronic disease, like oncological patients.

Therefore, the awareness of the impact that 
Covid-19 has had on cancer services leads to raise an 
imperative question on what the recovery strategy 
should be to ensure that the backlog is not going to 
be even more burdensome on cancer patients.

4.1.3 Sexual and reproductive health

Access
Both COVID-19 professional guidelines concerning 
SHR and the limited sample data analysed for this 
component, indicates that major attention was 
devoted to overcoming access barriers, particularly 
via provision of online services (Aiken, Lohr, Lord 
2021). This, particularly in the abortion context, 
meant an increased access to medical abortion in 
April 2020, i.e. right after the legalisation of home 
as a class of place where a medical abortion can 
be fully self-performed via the use of telemedicine 
(see above figure 23-24 on abortion statistics). This 
increased-access-trend is not reflected in the small 
sample data concerning contraception, and this 
could be attributed to the fact that face-to-face 
consultations with clinicians are still required in the 
latter context.

Quality of care, Equity and Equality
Although access is a key aspect for the provision 
of SHR services, it is not the only consideration. In 
this respect, telemedicine was a success during the 
COVID-19 pandemic, particularly in the abortion 
context, but broader questions crucially remain. 
Particularly, when it comes to delivering good quality 
of care, which also fulfils an equity and equality-
based approach, professional guidelines were 
marked by an inherent vagueness. This lack of clarity 
on ‘how’ these services would be delivered led to a
detrimental impact on the ‘actual’ service provision 
and the daily medical practice in the SHR context. 
More broadly, this is also tied to the recognition 
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that, though guidelines highlighted the theoretical 
importance of tailoring the service in a patient-
centred manner, but did not necessarily embrace 
an approach in line with ‘equity and equality’. This 
would have required greater attention to vulnerable
patients and for which the provision of online 
services is not, or at least not always, ‘ideal’ (e.g. 
in case of victims of domestic abuse). FHSR recent 
guidelines in its focus on equity and equality 
(see above table 4) are a good exception, which 
should be more widely followed by wider policy 
approaches. Additional concerns are also related to 
the administration of abortion at home. Particularly, 
it is not clear how the unsupervised nature of the 
treatment will affect the quality of care and to what 
extent this risks also jeopardising the safeguard of 
patients’ safety.

Communication
Analysis of professional guidelines also reveals 
communicatory challenges. These are both internal, 
i.e. lack of sufficient clarity towards healthcare 
providers, but also external, i.e. towards patients. 
This aspect also can have a detrimental impact on 
the provision of medical care. This is because it can 
mean a lack of clear expectations on both clinicians 
and patients’ side and the related risk of delivering 
low- quality medical care.

4.2 Research and policy implications

Our research suggests mental health has been a 
national priority during the crisis but will require 
continued attention from policymakers in the future.

While the data available on service use and access 
did not feature direct information on the quality 
of care provided, it could have been impacted by 
the move to online therapy. Surveying patients 
at the end of counselling sessions could help to 
fill this gap in data and get a better sense of their 
experiences. This is especially the case as NHS 

guidance documents lacked clear advice on how to 
communicate with patients and their families, who 
may not have been correctly informed of changes in 
care practices (NHS 2020c).

Issues of equity, while often put forward in guidance 
documents, also ought to be better accounted for 
when collecting data on IAPT: reports from the WHO 
outlines how vulnerable populations are especially 
at risk of disruption (WHO 2020a; WHO 2020b). 
Yet only one out of the three datasets offered a 
breakdown by age range of the data, and none 
accounted for differences in service use for BAME 
populations, who are often the least likely to receive 
effective treatment (NHS 2020b).

Extra funding of £50 million has been allocated to 
mental health for 2020/2021 to help follow patients 
after their discharge (NHS 2020e). This follows 
the recommendation of the WHO, which outlined 
that mental health is in ‘urgent need’ of increased 
funding (WHO 2020b). This increase will need to 
continue after 2021 to guarantee that access and 
quality of care can be maintained for all patients.

Cancer
The research suggests that the pandemic has 
had strong repercussions on the management 
of cancer departments. Throughout the crisis, 
and still today, cancer patients have represented 
a population particularly exposed to the risk of 
infection and possible complications. As such, the 
guidelines have often confronted clinicians with 
the dilemma of postponing or modifying treatment 
plans based on the likelihood of an increased risk of 
COVID-19 infection or of developing and worsening 
cancer. Unfortunately, today it is still not possible 
to accurately estimate what the impact of these 
changes and delays will be on the lives of patients 
and on the resilience of the healthcare system. We 
can only imagine that postponing treatment or 
preventive screening will result in an increased risk 
of cancer severity, recurrence or delayed diagnosis.
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On the other hand, the research has shown how 
the pandemic has created the need to invent a new 
way of working and create a system to visit and 
treat cancer patients. The best practices for triage 
and initial screening, telemedicine, radiotherapy 
and surgery services have been continually updated 
based on new knowledge, and this is something that 
had the purpose of ensuring equal access to the care 
across the population; safe access even in times of 
emergency. This aspect is certainly something that 
the health system will have to continue working on 
to ensure that what has been learned during this 
crisis can become a resource to be exploited to the 
full in the future.
It was also clear that the reorganisation of health 
resources was necessary precisely because of their 
scarcity. However, despite the timely response, 
this created a disruption in the regular conduct of 
health care activities. This leads us to reflect on how 
important the resilience of the health system is to 
be able to cope with external shocks, which derive 
from situations that are sometimes imponderable, 
and how much therefore the financing of the health 
system itself must be at the centre of the political 
discussion on this crisis recovery. While in the 
official guidelines there was no attention paid to 
the budget for oncology activity during the crisis, 
it is now necessary and urgent to pay attention to 
the allocation of as many financial and practical 
resources as possible to allow the health system to 
recover adequately and ensure not only the regular 
resumption of cancer activities, but also the recovery 
of backlog to ensure that the negative impact 
resulting from the crisis is reduced to the minimum 
possible.

SHR
In light of an analysis of relevant PG and service 
use data (though limited/temporary), a series of 
recommendations are proposed for SHR. Firstly, it is 
crucial to have more widely available and accessible 
data on both service use and patients’ preferences 
and experiences of overall SHR services during the 

pandemic.

Secondly, the prioritisation of online services is a 
great tool to tackle access to services, however, risks 
missing the broader picture concerning healthcare 
delivery. In particular, the use of online services 
should be reconsidered to achieve an approach that 
is more in line with principles of equity, equality and 
good quality of care. In this vein, clearer guidance 
should be provided on ‘how’ these services are 
delivered, especially for those patients experiencing 
vulnerabilities. Guidelines should also reconsider 
the possibility of proposing a more flexible approach 
which is shaped by both the stage of the pandemic 
(whether strict lockdown measure apply or not), but 
also and more fundamentally patients’ needs and 
circumstances.

Thirdly, guidelines should also reconsider how 
information is communicated to both healthcare 
professionals and patients to increase both 
accessibilities of information and good quality care.

In general, the NHS and other institutions 
responsible for health care in England produced 
guidelines to ensure there was continuity of care 
for other health conditions during the pandemic. 
Although the primary focus was initially on access 
to care, other key objectives of health systems were 
addressed as the pandemic progressed. While the 
communication of the guidelines was present, we 
did not find enough evidence confirming this was 
effectively done for all the three disease areas.
Certainly, the guidelines alone could not ensure 
that service utilisation would be maintained at 
levels similar to periods preceding the pandemic 
or lockdown. Decreased service use could be 
attributable to other factors such as shortage of 
resources (and decreased capacity), cancellation 
of many elective procedures and fear of infection. 
Fear of nosocomial COVID-19 infections in hospitals 
could have possibly been responsible for deterring 
sick people from accessing health care despite the 
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need or forcing them to postpone visits. This could 
potentially lead to their conditions deteriorating and 
potentially limiting their treatment options in the 
future. Others suggest it could have been attributed 
to messages from authorities telling patients not to 
overwhelm the health system because COVID-19 
was already exerting insurmountable pressure on 
the NHS.
The BMA corroborates our results on reduced 
health service use since the first lockdown indicating 
estimates of 3.24 million fewer elective procedures 
and 20% less outpatient attendances between April 
2020 and February 2021 (BMA).

Our results revealed a steady increase in service 
use at the end of the lockdown, which could be 
attributed to either people getting used to the new 
way of delivering services or the NHS pushing the 
backlog. This increase, however, has not necessarily 
reduced the incredibly high waiting lists in the 
NHS, with patients waiting for more than a year for 
treatment reported to have gone as high as 80- fold 
in July 2020 (Griffin 2020) and rising to 240-fold in 
February 2021 (BMA).

With such significant drops in service use and 
recovery of services still not up-to-speed, the NHS 
needs to put measures in place to ensure those who 
need health care get it as quickly as possible and 
more importantly, to curb the spread of COVID-19, 
which is likely to bring more confidence in the use of 
NHS services.

4.3 Limitations

We have identified some limitations in our study. 
The first is the use of secondary data, which raises 
issues of reliability. While data for mental health was 
collected regularly, one entry was missing for FEP 
referrals between January and March 2020, which 
could have impacted our results. To compensate for 
these issues, we ran a McNemar test to evaluate the 

significance of differences in service use and used 
trend lines to study their variations across longer 
periods.

Due to the breadth of the mental health disease 
area, not all conditions and diseases could be 
studied, which may also have biased our findings. 
However, IAPT therapies, in particular, are among 
the most commonly used for a wide range of issues, 
making them a suitable choice (NHS 2021c).
The second one is represented by the availability 
of data. Part of the data used to analysed cancer 
and sexual and reproductive health services are 
still provisional to date, and its final version will be 
released later this year. In particular, data on cancer 
referrals for October, November and December 
2020 and January 2021 and data on abortion from 
January to June 2021 is still provisional. Final data 
will be released in the next few months. Also, data 
on contraception is limited to LARC. Therefore, our 
findings are limited to the availability of these data.

4.4. Recommendations

In light of our analysis we are listing below four key 
recommendations.

Firstly, improved communication between service 
providers and the public is essential and will be 
the key driver in tackling the backlog in the NHS. 
The public should be clearly informed about access 
to safe and efficient health services (including 
during lockdown or restricted movement), with 
reassuracnce that they are not over-burdening the 
health system, especially where care cannot be 
avoided. Authorities should encourage all patients 
to make regular use of healthcare services, with a 
special focus on the hard-to reach groups.
Secondly, efforts should be made to decrease 
waiting times, especially for diagnosis. in the context 
of mental health, despite a decrease in referrals 
for talking therapies during the pandemic, they still 
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increased and beds for inpatient admissions should 
be managed better.
The third recommendation would be to assess 
resources to address the backlog and identify 
priority areas where investments should be 
strengthened, particularly, but not limited to, cancer 
infrastructure, workforce and new technologies. 
Strategies should also incorporate workforce risks 
associated with managing the backlog would be 
addressed.
Lastly, the use of telemedicine requires an ongoing 
assessment of their impact on the quality of care, 
particularly in the SHR context, where patients are 
given drugs that for medical abortion based on 
the information they provide on the duration of 
pregnancy.

4.5 Conclusions

Although earlier guidelines focused on access to 
health services, follow-up guidance addressed other 
key elements such as equity, communication and 
the quality of services. Despite all the guidelines 
provided to support delivery and access to health 
services, the time series analyses revealed a sharp 
reduction at the beginning of lockdown, especially in 
April 2020, for all services except medical abortion.
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