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o Model how the cancer treatment landscape (tumour resection, systemic
anti-cancer therapy [SACT], and radiotherapy) might change if an MCED
screening programme in England were implemented alongside standard- Table 1. Resections (n), Selected Cancer Types. Table 2. Systemic Anti-Cancer Therapy (SACT) Treatments (n), Table 3. Radiotherapy Treatments (n), Selected Cancer Types.
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