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Welcome to Cancer Control 2022
Much of 2022 has been dominated by the conflict in Ukraine, which has
brought uncertainty and economic difficulty to the world. For the cancer
community in Ukraine, the impact has been devastating. Cancer patients
undergoing treatment have had to flee to the western Ukrainian cities or be
treated in shelters and cellars, buildings have been destroyed by missiles and
medical staff have been placed under unimaginable stresses and pressures.
We are fortunate to have a first-hand account from Dr Oleksandr Stakhovskyi,
a Senior Research Officer from the Department of Uro-Oncology at the National Cancer Institute in Kyiv.
His account not only describes how cancer services were impacted by the Russian invasion in February 2022,
but also how the cancer medics reacted to a changing and dangerous situation. He reports how one of his
colleagues, Dr Oksana Leontieva (pictured), a haematologist in the Bone Marrow Transplant Department
of Ohmadyt Hospital in Kyiv, was killed in a missile attack on 10 October 2022, while on her way to work,
depriving her son of a mother and her beleaguered hospital of her skills. Out of respect for her, we would like
to dedicate this 2022 edition of Cancer Control to her.

T

his year’s Cancer Control survey also focuses on global has already been successful in high-income countries, but a
difficulties and asks the question: “How have the current new LMIC edition is being spearheaded by the World Ovarian
global difficulties affected your institution’s support for Cancer Coalition. The Commonwealth also reports on its

cancer care projects in poorer-resourced settings?” Thirteen cervical cancer progress.
international health-care organizations from the public and

Finally, we have two research projects, one on oral cancer

private sectors give their answers. This theme is also touched screening in rural India from the Two Worlds Cancer
on in our wide-ranging and thought-provoking interview with Collaboration Foundation, working in close cooperation
Dr Rifat Atun, Professor of Global Health Systems at Harvard with institutions on the ground. The second comes from the
International Society of Paediatric Oncology and looks at

University.

Several of the respondents mentioned finance and for how best to grow research and development infrastructure
the first time we have a section on cancer care finance with for paediatric cancer through encouraging investment. This
an article from the Union for International Cancer Control links back to our previous theme of cancer care finance, which
and the Health Finance Institute on strengthening financial seems to be a constant in Cancer Control 2022; a theme that we
capacity for cancer care in low-resource countries. The will have to take forward.
City-Cancer Challenge considers the role of Public-Private

We would be delighted to have your feedback at

Partnerships and what is needed for good partnerships. cancercontrol@globalhealthdynamics.co.uk. Please visit our
Finally, the International Atomic Energy Authority explains website www.cancercontrol.info for updates and to find out
their innovative “Rays of Hope” initiative for improving the more information about INCTR and its programmes. n
financing of radiology and so widening access to cancer care
Dr Ian Magrath, Editor-in-Chief, Cancer Control and President,

for many in the LMICs.

Another section looks at two new projects in women’s International Network for Cancer Treatment and Research
cancers which are underway at the moment. The SUCCESS
project in Burkina Faso, Côte d’Ivoire, Guatemala and the Tim Probart, MA, Publisher, Cancer Control and CEO, Global
Philippines aims to help eliminate cervical cancer through an Health Dynamics
innovative bend of approaches. The Every Woman StudyTM
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Special Regional Report: Cancer care
in Ukraine – A first-hand account
Oleksandr Stakhovskyi, Senior Research Officer, Department of
Uro-Oncology, National Cancer Institute, Kyiv, Ukraine

The start of the Russian invasion of Ukraine on 24 February 2022 caught the
Ukrainian oncological service in the middle of its transformation from “Soviet”
principles (Semashko model) to a more UK NHS-style system. This transformation had
started following the Revolution of Dignity in February 2014, after which the Russians
annexed the Crimea, Lugansk and Donetsk regions of Ukraine, and was associated
with the global change in Ukrainian policy-making towards European principles,
including medical reform.
OLEKSANDR STAKHOVSKYI

T

his transition was not smooth due to the existence of
long-established principles and rules governing the
medical ecosystem, where doctors were expected to

work as a social workers and received very low salaries. Over
the last eight years much work has been done to increase
the number of patients going to tertiary oncological centres
through their GPs, following basic diagnostic examinations.
And many medical centres are already working through
centralized copayment agreements established by the
National Service of Medical Health in Ukraine, receiving
funding not on a per bed basis (as in the Semashko system), but
on a per case basis. Ukrainian cancer care, on the other hand,
is still mainly working in the old-fashioned way and is still very
centralized, with more than 24 regional cancer centres and
with the National Cancer Institute (NCI) as the flagship for the
whole oncology sector within the country.
Oncology and oncosurgery are separate specialities,
and even the urologists who work in the cancer centres
are required to receive separate specific specializations in
“oncology” or “oncosurgery” to deal with urological cancers.
The NCI hosts the National Cancer Registry that calculates
statistics, creates information and analytical materials on

The first days of war: patients, doctors
and children sleeping in the basement

cancer epidemiology in Ukraine and is sending information
to the World Health Organization for publication in Cancer from the Ukrainian side wanted to believe that our close “brother
Incidence in Five Continents.

nation” neighbours would ever seriously consider war with

The day before the start of the invasion of Russian tanks and Ukraine; that massive attacks and hundreds of civilians would
fighter jets into Ukraine, the work of the NCI was routine: more be killed or suffer within the first days of the invasion could be
than 40 operating room cases involving different oncological possible in the twenty-first century, in the middle of Europe.
pathologies, hundreds of patients received their planned That is why awakening at 5 am to the bombing of Kyiv was quite
chemotherapy cycles, more than 30 received different types of a shock for the majority of Ukrainians living in the capital city.
radiation treatment and more than 400 patients were seen in
the outpatient clinic.

Then, many doctors faced the dilemma: What to do? Your
family is in danger, your patients are at work post-op or in the

The Russian intrusion was totally underestimated. Nobody intensive care unit, or in the middle of a chemotherapy cycle,
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news and within the first three days it became obvious that the
Russian troops had failed to take Kyiv with their blitzkrieg. The
Russians were still very close to Kyiv and numerous fights with
the raiding groups within the city borders during the curfew
kept many Kyiv defenders ready with their guns.
The most complex problem was to arrange the evacuation of
the paediatric oncology department with its patients and their
families. This evacuation mission was completed with the close
collaboration of doctors from the NCI. The Ministry of Health
arranged a special train to transport them to Lviv (a large city
in western Ukraine) and the nongovernmental organization
Tabletochki took care of evaluating and translating patients’
notes, organized a hub for children with cancer in Lviv and
managed the logistics of sending patients to European cancer
centres and to centres in North America.
Some of the NCI doctors joined the
Territorial Defence Military Units ready
to provide first medical and specialized
City defenders and doctors

help for the injured if needed. Lots of
training in battlefield trauma for medics

and now your country is under attack. What do you do in such a and paramedics was organized in
situation? We were not trained for that in medical school; how these temporary military units. Superto properly handle such stress and how to choose the right specialized surgeons were taught how
actions under such conditions. The rationale of ensuring your to use AK 47 rifles or a gun, just in case
family was safe was very dominant for many oncologists and it it would be needed.
took some time to organize an evacuation from the dangers of

One month after the invasion, when
Russian troops were still terrorizing

Kyiv City to western parts of Ukraine.

Some doctors left the city with their loved ones, some just civilians in Irpin and Bucha (10 km
sent part of their family away, but many male doctors just from Kyiv), it became obvious that

Specialized surgeon
getting know how to
operate an AK 47

stayed in the city to continue administering cancer care to there were a lot of cancer patients who
those who needed it and to help as a doctor when medical had decided to stay in Kyiv and to continue their treatment
help would be needed for the wounded and injured from the close to their homes. In the NCI, we restarted chemotherapy
battlefield. In the first days, it was the younger staff or residents treatments first, but due to a lack of staff, doctors were working
without children who took care of the patients, discharging as nurses, mixing agents for IV and taking care of patients.
post-operatively and providing medical notes to those who Mostly, safe places were used for such treatment sessions, and
had interrupted their course of treatment and were leaving. taking into account that the NCI remained the only oncological
Millions of people moved towards the western part of Ukraine, centre that was helping cancer patients at the beginning of the
creating huge traffic jams on the major highways. Within the invasion, doctors were working 24/7.
first month of the war approximately 5 million people were

When it became clear that patients did not want to go

displaced from their homes, including those seeking for cancer to western centres for surgery and preferred to choose a
surgeon based in Kyiv, even it was relatively dangerous, the

care.

The NCI paused the majority of its activities and focused on NCI restarted its surgical activity. In the beginning, we took
discharging patients, postponing and relocating treatments for only urgent cases of bleeding tumours or tumour intestinal
those who needed them relatively soon during the first days of obstructions, but with growing demand, three months after
the war. There was no official bomb shelter in the NCI, so the the invasion started, we returned to the oncological surgery
basement was used for safety reasons during air attacks on Kyiv. that we usually undertook. Many surgeons returned from
Patients, doctors and nurses were spending sleepless nights the western centres, but some are still working in different
together in the shelter and being together helped everyone to hospitals in western Ukraine.
deal with the stress and thoughts running through our heads.

From the point of view of the radiation oncologists from the

Lots of newly created Telegram app channels reported the NCI, their service restarted treatments for patients after two
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Kharkiv Cancer Centre
after rocket attacks

months, when the Ministry

Many are still fighting along with the Ukrainian Armed Forces

of Health evaluated the

on the frontline; some left the country to seek a better life. The

pros and cons of granting

NCI is slowly returning to routine work with 85% of its staff

permission to use linear

since the last wave of invasion. We believe that we are here

accelerators

patient

to help our patients and our brave soldiers if our medical help

treatment. Such a step was

is needed. Our President Zelensky’s words in the beginning

mainly due to the overflow

were: “This war was not our choice – it was imposed on us”. And

of patients in the western

we will stay here, on our land and we will prevail.

for

part of Ukraine and the long

Postscript: The missile attack on Kyiv on 10 October 2022

waiting times for those patients to receive treatment in

killed Dr Oksana Leontieva. She was raising her five-year old

European countries.

son on her own, since her husband passed away a year ago,

The whole sector of cancer care was hugely affected by the

and she was working as a haematologist in the Bone Marrow

war. Since 2014, regional cancer centres in Crimea, Kerch,

Transplant Department of Kyiv Ohmadyt Hospital. The rocket

Sevastopol, Donetsk, Gorlovka, Enakievo and Lugansk have

hit her car on the way to work in the middle of the city on

been under Russian occupation. From 2014 to 2022, 7 million

Monday morning and this story was another shock for the

people moved from occupied territories to Ukraine and

Ukrainian oncological community. According to official data

other countries. From February 2022, centres in Rubizhne,

there have been six medics killed and 14 injured since 24

Kramatorsk, Kherson, Mariupol, Chernigiv and Sumi were

February 2022. n

occupied (Chernigiv and Sumi remained under occupation
until the end of April 2022).

Dr Oleksandr Stakhovskyi, MD, PhD, is Senior Research Officer at

Since the beginning of the full-scale war against Ukraine,

the Department of Uro-Oncology at the National Cancer Institute

the cancer network has lost the Cancer Centre in Kharkiv. It

in Kyiv, Ukraine. He graduated from National Medical University

was under rocket attack from 24 February, and the patients

in Kyiv, in 2004 and completed residencies in urology at the Kiev

and all of the staff were relocated to other cities or hospitals.

Medical Academy of Postgraduate Education and at the Institute

Mykolaiv regional cancer centre is still working, but has been

of Urology in 2008. Dr Stakhovskyi undertook a six months clinical

hit by rockets twice since February. Hundreds of oncologists

fellowship in Laparoscopic Urological Surgery at the Institute

were forced to change their place of work and relocate their

Mutualiste Montsouris, Paris, France (2009) and from 2010–2012

families away from the frontline. With their expertise, they

completed a Uro-Oncology fellowship at the University of Toronto,

were perfectly able to help with the overflow of patients in the

Canada. He has been working at the National Cancer Institute

western cancer centres of Ukraine.

since 2012.
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CANCER CONTROL 2022 SURVEY
How have the current global difficulties affected your institution’s
support for cancer care projects in poorer-resourced settings?

City Cancer Challenge (C/Can)
“C/Can was built on the principle of locally-

European Society of Medical
Oncology (ESMO)

driven action to ensure sustainable local

“ESMO

change. Therefore, COVID-19 did not hit

technology

our operations and helped shift the focus

platforms for educational events, which allowed health

to comprehensive health system preparedness. However,

professionals to continue attending and accessing content

travel restrictions in Asia delayed the onboarding of new cities.

on demand. In 2020, ESMO offered free access to all of its

The reallocation of government funding to Ukraine required

members for its first ever virtual congress. Virtual access

that we substitute ODA with private sector funding. We

also allowed more participation from cancer professionals

observe a disconnect between global conversations and the

from low- and middle-income countries. ESMO plans

local countries’ priorities.”

to offer virtual access to its meetings so that everyone

harnessed
to

modern

create

digital

everywhere has the possibility to attend, especially

The Commonwealth of Nations

members from countries with less resources.”

“The COVID-19 pandemic has presented

access-related struggles across the cancer care spectrum

Geneva Foundation
for Medical Education
and Research (GFMER)

and particularly in low- and middle-income countries

Gaps in health systems

(LMICs). Immediate priorities for research and interruptions

became evident globally

have hampered our global efforts in further advancements

during the COVID-19 pandemic affecting cancer services

for cancer treatments. There is urgent need to get back on

hugely despite existing national policies on noncommunicable

track through developing stronger investment, resource

diseases

mobilization and enabling access to medicines for cancer

communities to demand investments in cancer management in

projects, particularly in poorer resourced countries.

national and district health plans is crucial. GFMER provided

major health care challenges in the
Commonwealth, including financial and

and

essential

health

services.

Empowering

Our work with the Lancet Commission to develop

free short online public health education on challenges in low-

a stronger investment case, and our work with the

and middle income countries, causing one death due to cancer

Commonwealth’s International Taskforce for Cervical

every five seconds, and guiding implementation of evidence-

Cancer Elimination, are key initiatives to help us address

based policy decisions at the grassroot level.”

these issues in the equitable provision of cancer care. From

Meena N Cherian and Jyotsna Agarwal

an advocacy perspective, we are pleased to have the support
of Commonwealth First Spouses of Heads of Government,

Global Power of Nursing (GPON)

to champion efforts towards elimination of cervical cancer.

“The

Global

Power

of

Oncology

Moreover, the establishment of evidence-based policies

Nursing (GPON) was established during

for sustainable and equitable cancer care and control

International Year of Nursing in 2020

are more vital than ever to support our Commonwealth

as part of London Global Cancer Week.

commitment to addressing NCDs and elimination of cervical

GPON brings the voice of nurses caring for patients at risk

cancer, considering the resource limitations for cancer

or with cancer, especially in settings with poor treatment

care programmes in LMICs. The only way to overcome

access, and focuses attention on their challenges and

the growing burden of cancer in the developing world is

solutions worldwide. Current global difficulties have made

working in partnership and act as one global society.”

GPON shout even louder to support nurses, addressing

Professor Ruth Kattumuri, Economic, Youth & Sustainable
Development Directorate, Commonwealth Secretariat

threats to their wellbeing, hitherto not prioritized by
governments.”
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International Atomic Energy Agency
(IAEA)

Roche

“The current global difficulties, starting with the

our efforts to ensure patients continue

pandemic and currently with political tensions, have limited the

receiving the care they need. In the last 12 months alone, we

ability of expert missions to travel to countries seeking expert

opened three new cancer centres in Ghana and established the

missions for cancer control review. To this end, partners have

first national public access programme for cancer medicines in

sought ways using online convening to continue to work with

Kenya. We are exploring the potential of digital technologies

available experts on the ground and international experts to

which can significantly improve health outcomes, especially in

provide evidence-based recommendations for strengthening

remote areas. With the looming backlog of missed screenings,

the cancer control system.”

it is our priority to partner with stakeholders across sectors to

“During the pandemic, we have been doubling

create more resilient health systems and put cancer and other

International Society of Paediatric Oncology (SIOP)
“Many

SIOP

members

are

engaged

NCDs as a top priority of the UHC agenda.”

as

experts in childhood cancer projects relying on

Two Worlds Cancer Collaboration
(TWCC)

financial support from high-income countries. COVID-19, new

“Support for cancer care in low- and middle-

conflicts and economic crises have:

income countries (LMICs) has increased despite current

J diverted local and international NGO funding towards direct

global difficulties. Education, skills development, training

family support (e.g., travel and subsistence treatment costs);

and mentorship have transferred to virtual, internet-

international, regional and national volunteer

J decreased staff in place and those available for specialist

training opportunities;

based formats, supporting palliative care, humanitarian
aid and cancer control for adults and children, using Zoom,

J reduced funding for quality improvement and research

projects;

Project ECHO and WhatsApp technologies. Institutional
and volunteer participation has increased in scope and

J impacted time and travel for peer-to-peer support in local

contexts;

scale. Funding has been reallocated to accommodate new
activities and technologies, and is actively being expanded

J increased the burden of disease through late presentation

with more advanced tumours.”

to increase commitment and collaboration with partners
in LMICs.”

NIH NCI Center for Global Health
“The last two years have seen a recommitment

Union for International Cancer Control
(UICC)

by the NCI as a research institute to addressing

“UICC extended grants for membership fees

cancer inequities in the United States and globally. This

to offset the difficulties in fundraising due to COVID-19.

includes major new programmes designed to tackle key

It reached out to members to hear their experiences and

scientific gaps that impede cancer control efforts for

respond to their needs, and developed Virtual Dialogues,

people living in low- and middle-income countries (LMICs),

Master courses, virtual Fellowships and other online learning

increased support for early career cancer researchers in

and exchange opportunities to support organizations on the

LMICs, and expanded efforts to promote cancer control in

ground. UICC also pursued advocacy at the highest levels to

LMICs informed by current scientific understanding.”

ensure that cancer was not forgotten in the pandemic and that
our members’ voices were heard.”

PATH
“When the COVID-19 pandemic began,

World Ovarian Cancer Coalition

the massive need for prevention,

“We are working conscientiously to

treatment, and vaccination meant that

ensure that our collaborative projects

funding and focus shifted away from

in 24 low- and middle-income countries

other important health areas, including

achieve their goals to improve survival

cancer care. This had a significant impact on PATH’s ongoing

and quality of life for women with ovarian cancer. In

efforts to detect, treat, and prevent breast cancer and cervical

these challenging times, success can only be achieved

cancer. Today, countries are far behind meeting their cervical

through collaboration with those who share key goals.

cancer elimination goals. However, the recent, renewed move

Understanding local context, contributing to national

toward integrated health care could provide new opportunities

and global debates, setting clear priorities, and delivering

for person-centred care, which could strengthen early detection

simplified – yet compelling – messages, will improve

for cancer and increase access to oncology medicines.”

visibility of the issues in those settings.”
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Interview
Dr Rifat Atun, Professor of Global Health Systems
at Harvard University, USA

Mark Lodge, Commissioning Editor of the Cancer Control Series, conducts this
wide ranging and thoughtful interview with Dr Atun on the role that health
systems play in global health and the complex challenges they face.

Mark Lodge

innovations or new technologies and interventions. And of

I am going to begin with some general introductory questions: course, training human resources took quite a long time in
Who are you? What do you do? Where do you work and how many settings. Flexible arrangements could not be put in place
did you get there?

rapidly enough to absorb the available technologies. So, for
me, that is the most important constraint in improving cancer

Professor Atun

control, as it has been for other conditions. Namely: ensuring

Thank you, Mark, for this opportunity to contribute to Cancer that health systems are strong enough to diagnose cancer at
Control 2022. I am Rifat Atun. I am a Professor of Global Health an early stage, ensure earlier and appropriate referral, ensure
Systems at Harvard University and also the Director of the appropriate and early treatment, with follow up to ensure
Health Systems Innovations Lab at Harvard.

survivorship is managed in a proactive manner. And of course,
for those who are not able to receive treatment, and when

Mark Lodge

it is not possible to treat cancer, palliative care is critically

And what was your path to Harvard?

important. Systems are not able to do this in an integrated way.
And that’s the biggest challenge.

Professor Atun
Prior to Harvard, I was at Imperial College, where I was a Mark Lodge
Professor of International Health Management, and worked at It was very interesting for me two years ago to read an article
the Business School, as well as the Faculty of Medicine. I was which said, “We need to talk about the big C – I mean, COVID,”
Head of the Health Management Group and Director of the and I suddenly realized that cancer had been replaced; which
Centre for Health Management. While at Imperial College I had was of concern, I think, to many people in our community.
the opportunity to have extended leave to join the executive COVID-19 held up a mirror to all our health systems, and no
management team of the Global Fund in Geneva for three and a one looked too clever. It also showed how the health system
half years as Director of Strategy, Performance and Evaluation, impacts on other things and how other things impact on the
where I was responsible for overseeing investments in around health system. So, the relationship between health with a
140 countries. That was a remarkable experience, and enabled capital H and the economy, suddenly was shown in sharp relief.
me to really see global health activities in real time.
Professor Atun
Mark Lodge

Absolutely. What COVID-19 has done, and not to use a pun,

What currently concerns you about the global response to it has really unmasked the weaknesses in our health systems.
cancer?

Health systems were not able to respond to COVID-19 and
they’ve not been resilient. We’ve seen first, second, third waves,

Professor Atun

with many countries not being able to cope with the increasing

What I was able to see and experience at the Global Fund was number of infections. And the consequences of this inability to
the strong need to strengthen health systems. Even when respond and our inability to demonstrate resilience has been
funds, diagnostic tools and treatments were available it was terrible, in terms of the number of deaths, as well as the impact
challenging, in most countries, to scale up diagnosis, treatment on the economies and our societies. So, health systems are
and care. That was because the health systems did not have really critical. They’re critical, not just for good health, which
the absorptive capacity to rapidly adopt and scale up for new is important in and of itself, but also for the economy and for
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societal wellbeing. The numbers… we don’t need to repeat the Professor Atun
numbers; the losses run to trillions.

Yes, well, researchers will always say, “We need more research”,
absolutely, but we need the right kind of research. We need

Mark Lodge

more refined knowledge to influence policy. The studies

For at least 50 years now the argument has been that in order to undertaken by my group and others have demonstrated the
have a good, productive or effective health system, you first of health and economic burden of cancer, as well as the health
all have to have a good economy. In other words, the Economy and economic benefits of scaling up cancer prevention,
come first, and then you can afford the health system. Are we diagnosis treatment and care. So, there is an investment case,
in a position that we now have to rethink this and say: “Actually, because in addition to large health gains there are also very
no, it’s health that comes first”?

large economic returns.
What concerns me in terms of finance is: “what is the budget

Professor Atun

impact of investing more in health systems, or in cancer?” And

It’s both ways, and there’s evidence for that. The effects are that relates to a slightly different question, because there may
not unidirectional: that stronger economies will lead to more be economic benefits further down the road but ministers of
investment in health systems and improve health. Actually, the finance are concerned with managing the fiscal envelope that
reverse is also true. Improving individual as well as population- they have. They have to choose whether to invest in health,
level health reduces direct costs on the health system and also whether to invest in education, in transport or other sectors.
improves the productivity of individuals, so that they’re able So, we need to be able to show them that the increases
to contribute to the economy and economic growth. It also required in the budget for health are manageable and then,
reduces the loss of very important human capital, as people are importantly, we need to demonstrate that it is feasible and
not dying prematurely. And again, these individuals are able to possible to realize these health and economic benefits in
contribute to the economy.

different settings. Having demonstrated an investment case

We have been able to show these health and economic economically, the next generation of research needs to show
benefits in a number of studies in relation to cancer. For example, how this can be done in different settings; to show that this is
expanding radiotherapy to address the gaps around the world: feasible, it is possible, and it can be implemented in different
every dollar of investment in the expansion of radiotherapy for countries. That is the research we are lacking.
the commonest types of cancer will lead to returns of US$ 3

I remember in one meeting – I think was one of the World

to US$ 6. Similarly, for childhood cancers, scaling up diagnosis, Oncology Forum meetings – I said that there was huge amount
treatment and care for childhood cancers around the world, of research in relation to new diagnostics and treatments, and
including treatment and management of those cases that are massive investments in relation to the genomics or genetics of
currently missed – one in two cases each year – would yield US$ cancer, which, of course, is very encouraging. But in relation
3 for every dollar invested, and the returns for other cancers to health system design, we really have very little evidence
are even larger. Our recent study published in Lancet Oncology on what works – there’s a complete asymmetry between the
as part of the Lancet Oncology Commission on Medical Imaging evidence that is needed, and what is invested for research. And
and Nuclear Medicine reveals that every dollar invested in health system design is the part where efficiency gains and
scaling up imaging diagnostics, treatment (that is surgery, improvements in effectiveness can be harnessed in very large
chemotherapy and radiation therapy), as well as high-quality terms, yet the research in this area is lacking.
care, yields massive returns. For every dollar invested, the
returns range from US$ 12, up to US$ 60, across the world.

Mark Lodge
I’m glad you said that. I’ve recently been looking at a systematic

Mark Lodge

review, Availability, affordability, access and pricing of anti-

You’re referring that to research that has been done. Do you cancer medicines in low- and middle-income countries. It’s a
think sufficient research is being done on the health economics small systematic review. They ended up looking at 13 papers in
of cancer? I’m thinking about the point that HRH Princess Dina detail, and they found that there was no one paper that looked
Mired made at the 2018 UN High Level Meeting on NCDs. She at availability, affordability, access and pricing altogether.
said: “Look, we’ve made the economic case for investment….
what more do you want us to do?” Because it is useful to have Professor Atun
that information, but it doesn’t seem to be persuasive. And This is critical because we know that health systems, as we’ve
I’m baffled why that should be, because it’s illogical when the discussed, have not been able to effectively respond or be
evidence is so strong?

resilient to new health threats, or existing health threats, such
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as chronic illnesses. So, we really need to undertake meaningful Mark Lodge
research to demonstrate what works and what’s going to work Okay.
in the future.
Professor Atun
Mark Lodge

Because we have lots of evidence of clinic A doing this or hospital

I wonder whether, after we’ve done all that research, whether B doing that. What we need is evidence of large-scale programmes
we can still persuade the people who aren’t in the health and how systems work beyond one or two institutional examples;
sector, who work for the Treasury, or are in overall, command because we tend to use the same institutional examples. We need
of the economy. Do we need to do something different to land to show that scaling up interventions at national level or at large
the arguments that have been made already about health scale is feasible and yield desired benefits. And I think generating
being an investment, not a cost? I mean, there is a suspicion this type of evidence requires – beyond the classic implementation
that, actually, we’re not very good at that. And when I say “we”, research – what I would call “health systems research”.
I mean people in the cancer community, and the other parts

We need to change the organization of health systems, the

of the health-care community. We’re not good at going that governance and financing. We need to improve the way we
last mile and making the point of investment rather than cost. use resources, both physical and human resources, but also
Would you agree or not?

very importantly, technological and knowledge resources, to
produce the right kind of outputs – namely public health and

Professor Atun

health services for individuals and populations – to realize

I would agree, because that narrative has been developed, improvements at population level in relation to health, financial
certainly in my experience, over the last 30 years. Initially, the protection and user satisfaction.
narrative was around the health burden. You know, “Cancer

So, we need to go from micro to macro. This is where the

is a big problem”, or “tuberculosis or HIV is a major burden”; gap is. It is important to show improvement at micro level, at
that was the message. For conditions that are new to global an institutional level, but we really need to be able to replicate
health, there are many published papers about the burden. and scale up successful models at the systems level to really
Which is important, of course; we need to quantify what the demonstrate large scale benefits for populations.
health and disease burden is. Then the narrative shifted to
health and economic burden. We were able to demonstrate Mark Lodge
the economic cost of inaction; the economic burden of not And does that only work for liberal democratic society
addressing a condition. And then the narrative further evolved societies? It is interesting what is happening in Ukraine, because
to societal costs, beyond just economic costs. Then a number of it has helped us, again, to look in the mirror and to realize that
us have been working on demonstrating the potential benefits. not everyone thinks like us or acts like us, and that the more
Because, having demonstrated that cancer is a big problem, we affluent societies, which are having this sort of conversation
have to generate evidence on what we can do about it and what are actually in the minority. I wonder whether, even if we
the benefits are. So, the narrative for the current generation of achieved everything you are looking for, it would only deal with
research is around the benefits of investing; both the health that part of the world that is already doing pretty well, thank
benefits and the economic benefits.

you; compared to those countries where one wouldn’t be given

Now, that narrative needs to be supplanted by new research an audience by policy-makers.
evidence showing that it is feasible to use these investments
in an effective and efficient way to demonstrate results in the Professor Atun
short, medium and long term. This is the research that needs No, I’m not sure…
to underpin the new narrative. It’s all about the feasibility,
the possibility, and the opportunity, to harness these health Mark Lodge
and economic benefits.

I might be wrong. So, tell me I’m wrong.

Mark Lodge

Professor Atun

So this is implementation research?

I’m not sure that one can divide countries in such a binary way,
one way or the other,

Professor Atun
Well, implementation research along with health systems Mark Lodge
research.

I’m deliberately trying not the name countries…
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Professor Atun

of one’s country, for example, it is totally primal?

Yes of course. This is why in health systems governance is
very important, as well as organizational design. Governance Professor Atun
will influence priority setting and investment decisions. And Absolutely, and we’ve seen this with COVID-19. It didn’t matter
countries with different governance systems, have to prioritize what party was in power; everyone had to fight COVID-19. All
health, because it’s not just a health issue, this is an issue for countries, with different political orientations, struggled to
the economy, and for many countries, it’s an issue for security. cope with, with COVID-19, with terrible health, economic and
So, it’s not an option. All countries need to invest in health. The societal consequences, but everyone has realized that health
question is, how to invest right? Where to invest?

is a major priority. Now this is the moment to really rebuild
the narrative, but not just saying that “there is a problem” or

Mark Lodge

an “issue”. We need to show what works; what is feasible; and

Thank you, that’s a thoughtful answer. One of the weaknesses what is possible. Generate the evidence or ways to improve and
about living in a liberal democratic system is that our politicians strengthen health systems. So that we can use investments in a
have, at most, an attention span of five years, whereas…

wise way, because there are some studies suggesting that 20%
to 40% of health expenditures are not used optimally, and I think

Professor Atun

I’m being generous to call it that. We can say that 20% to 40%

I think that you are being extremely generous – I would are wasted each year and that’s not acceptable. While there’s
say their attention span is probably in minutes. This is the a shortage of funding, we’re not even using available funding in
problem, because politicians are ultimately interested in being an optimal way. We need to look at new ways of using available
re-elected and they will look for populist policies for short- funds, but also to argue for greater investment to improve health
term gains, ignoring long-term more-strategic investments.

and wellbeing of our societies and our economies.

Mark Lodge

Mark Lodge

Let’s take an example of cervical cancer prevention. You do I agree completely, and yet, we both know that once you
the vaccination at, say 12–13, and later you do the screening start talking about “the waste in our health service”, it’s a dog
as well because you don’t want women to develop cervical whistle to people who want to reduce taxation and reduce
cancer when they’re 30 or 40 or 50. And it’s difficult to tell expenditure. The way around that is not to cut the funding, but
some politicians: “Oh, don’t worry, by 2070 this is really going to find a smarter way of working.
to benefit the population.”
Professor Atun
Professor Atun

Yes, reducing waste does not mean cutting back. What we

Absolutely and that’s one of the challenges in politics. As they need is actually to reduce waste and to reinvest in health; and
say, “In politics, one week is a long time”, as we’re seeing now to invest more. To get more health for the money but also get
in the United Kingdom. This is reality. We have to learn to live more money for health, and do it simultaneously to achieve
with it. What’s important is to ensure that there are enough value for money and value for many.
checks and balances in the system in democratic societies that
we live in to ensure we’re able to argue for the right kinds of Mark Lodge
priorities and investments. That we’re able to demonstrate the Let me just speak up for waste for a moment, because I think
evidence, and we’re able to show what works in practice. And waste is actually part of human endeavour. It’s something
this has to be done on an ongoing basis because governments that happens, and then we realise, “Oh, that’s wasteful”, and
will change, and the parties in power will change, and their do something about it. But if you start off from position of
views will be different over time. But that is that is the way “there must be no waste!”… Do you see what I’m saying,
our countries function. That is fine. We have to ensure that philosophically?
we sustain and maintain momentum, and engage with all the
parties, not just the party in power.

Professor Atun
Yes, but I think we’re taking the argument to extremes. We’re

Mark Lodge

not talking about 1% or 2% waste, that’s fine. We’re talking

So ideally, beyond party differences, ideological differences, about 20% to 40%, that’s very high. The systems haven’t
there would be a consensus across the political spectrum, that changed for decades, if not for centuries. And what we’ve seen
this is, one of the things that have to be done? Like, the defence is that more of the same is just not going to deliver the results
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that citizens expect or deserve.

Fund for Cancer would overcome these very high transactional
costs, and ensure that the funds that are available are used in a

Mark Lodge

more efficient, effective, equitable and responsive way.

So, you’re battling the professions as well as…
Mark Lodge
Professor Atun

And you say that while recognizing one of the great Laws of

Absolutely. Innovation requires doing things in new ways. That Life, which is: “You start off as a facilitator and you ended up
is going to unsettle the status quo, by definition. But if we want a bottleneck”’? It’s one of those dreadful things that happens.
to progress, we have to leave the past behind. We have to learn So, it needs people need to keep an eye on how the Fund is
from the past, but invest in the future.

operating, as well.

Mark Lodge

Professor Atun

Is there anything else that you would like to add?

Absolutely, and maybe once the Fund is established and
becomes mature and a well-functioning entity, one could

Professor Atun

engage in the strategic discussions with the Global Fund for

My last comment would be that we need to position cancer as AIDS, Tuberculosis and Malaria or other Funds to ensure
a societal challenge. We need to move cancer beyond health collaborative investments and joint working. A Global Fund for
professionals and really make this a societal challenge that we Cancer does not preclude any of that.
are solving, by demonstrating that most of the unnecessary
deaths can be prevented. Most households will know someone, Mark Lodge
or will have a family member, that has suffered from cancer or Professor Atun, thank you very much.
died from cancer. So we need to really take it back to people
and make it a societal challenge that we are solving. And that
requires an inclusive coalition to make a case for investing in
cancer.
Mark Lodge
I realise there was one question I should have asked – and you
can plead the Fifth Amendment on this, you really can… Do you
think there should be a Global Fund for cancer?
Professor Atun
Yes. I do, and there will be many people saying No. But I think a
Global Fund for Cancer would help reduce the fragmentation
that currently exists. Again, it’s all about the efficient and
effective use of the available funds. A Global Fund for
Cancer would ensure channelling of funds through a single
entity to reduce fragmentation, to reduce waste, to reduce
transaction costs; for the funders and countries, as well as for
implementers.
And again, this Fund should not be seen as a way of creating
yet another vertical funding stream; not at all. It’s all about
unifying the existing and highly fragmented funding for cancer
and bringing together, around the table, all the stakeholders
to invest available resources in the most efficient, effective
and equitable way but, in the process, also strengthening
health systems and working with other entities. Low-income
countries cannot cope with 100 funders, there is just not
enough capacity. The transaction costs of managing multiple
donors is very, very high. So channelling funds through a Global
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How strengthening health financing
capacities is key to expanding access
to cancer medicines in low- and
middle-income countries
Dr Cary Adams

Cary Officer
Adams,
Chief Executive

CEO, Union for International Cancer Control and Andrea Feigl, CEO, Health Finance Institute

Union for International Cancer Control (UICC)
Born in London, Cary Adams has a BSc Honours degree in
Economics, Computing and Statistics from the University of Bath,
United Kingdom and a Masters degree (with Distinction) in
Business Administration. He is a Harvard Business School Alumni
having attended the School’s Executive General Management
programme in 2003.

Of the estimated 10 million cancer-related deaths reported in 2020, a staggering 70%
of these deaths occurred in low- and middle-income countries (LMICs). A significant part
In 2009, Cary made a career change,
fromdisparity
the management lies in the lack of access to essential cancer medicines and diagnostics in
ofmoving
this
of international businesses in the banking sector to become CEO of
UICC based in Geneva.
these countries. In response to this challenge, the Union for International Cancer Control
UICC unites the cancer community to reduce the global cancer
burden, to promote greater equity, and to integrate cancer control
and over 20 key partners created the Access to Oncology Medicines (ATOM) Coalition to
into the world health and development agenda. Its rapidly
CARY ADAMS
ANDREA FEIGL
increasing
reduce
barriers
membership base of over 900 organisations in more than 150 countries
features the
world’s major to accessing cancer medicines in LMICs, including through strengthening
cancer societies, ministries of health and patient groups and includes influential policy makers,
researchers and experts in cancer prevention and control. UICC health
also boasts more
than 50
financing
capacities in Coalition target countries.
strategic partners.
Cary and his team focus on global advocacy, convening the cancer community (through World
Cancer Day, the World Cancer Congress and the World Cancer Leaders’ Summit) and
running significant global capacity building projects that address global cancer issues.

The global cancer equity crisis

Making cancer medicines available in LLMICs

Cary also served two terms as Chair of the NCD Alliance, a coalition of around 2,000 organisations
working on non-communicable diseases, which include cancer, diabetes, heart, respiratory,
mental and neurological diseases.

The
global number of new cancer cases in 2020 reached Concerted action is needed to prevent people from dying
In 2014 he was awarded an Honorary Doctorate in International Relations from the University
for Business and International Studies in Geneva, and in 2015 an Honorary Doctorate in Health

from Bath University
in the UK. Inand
May 2015,
Cary was
awarded ‘CEO of the
year’ at the
almost
20 million
the
estimated
number
of cancer-related prematurely of cancer when high-quality, affordable and
International and European Association conference organised by the Associations Network.

deaths topped 10 million. Much of the burden is born by low- effective cancer medicines and treatment are available.
and lower middle-income countries (LLMICs), with cancer-

In response to the access challenge, the Union for

related deaths in low- and middle-income countries (LMICs) International Cancer Control (UICC) and key partners
accounting for 70% of total cancer mortalities worldwide (1).

launched in May 2022 the Access to Oncology Medicines

In resource-constrained countries, governments face (ATOM) Coalition, a global partnership uniting more than 25
challenges to increase investment in cancer control to respond global health-focused civil society organizations, medical
to the needs of people living with cancer along with other societies, global oncology centres, biopharmaceutical and
urgent health priorities.

generic manufacturers and associations.

One significant gap is the lack of access for many people living

These partners have specific expertise in implementing

in LLMICs to essential cancer medicines, which are curative cancer-focused access programmes, training workforce,
or can extend survival. Indeed, more than 50% of the cancer supporting countries in improving their diagnostics and
drugs on the World Health Organization Essential Medicines treatment capabilities. The ATOM Coalition aims to create
List (WHO EML) are unavailable in LLMICs (2). Without access connections

and

facilitate

effective

coordination

and

to them, people diagnosed with cancer face drastically reduced knowledge exchange between partners as well as to support
health outcomes and quality of life.

the efforts of current access initiatives across multiple sectors.

There is a lack of essential cancer medicines due to a complex Together they will work collaboratively across LLMICs
set of issues that include weak health systems, insufficient expanding current programmes, establishing new initiatives
infrastructure, a lack of regulatory frameworks, inefficient and coordinating medicine access opportunities.
procurement practices and supply chains, a lack of diagnostics

This novel partnership and multisectoral approach is

and pathology, insufficient number of trained health workforce designed to be more effective in breaking down barriers and
professionals as well as financial challenges.

expanding access to cancer medicines in LLMICs in a more

Achieving equitable access to cancer medicines and sustainable and scalable way, by not only enhancing their
diagnostics for people living in LLMICs therefore requires a availability and affordability but also by increasing the capacity
holistic, coordinated approach to successfully address each for their proper handling and supply monitoring as well as
one of these barriers. Simply making cancer medicines available improving diagnostics capabilities.
is not a guarantee that patients will receive the medicine they
need, when they need it.

UICC serves as the Secretariat for the Coalition, coordinating
all activities implemented by Coalition partners at the global
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and local levels. These activities focus on three specific, up to five countries in its initial phase.
intertwined pillars:

The selection of this subset will be based on a range of

J Supporting governments and other stakeholders in

criteria, including the current presence of ATOM Coalition

ATOM Coalition target countries by offering targeted and

partners, health system readiness, diagnostic capability, the

coordinated training and capacity building to receive and

number of essential medicines already listed on their national

use cancer medicines (e.g., in diagnosing cancer, the proper

EMLs, the existence of other access programmes in the country

handling and supply monitoring of cancer medicines).

and the willingness of manufacturers to make their medicines

J Making available more WHO Essential Medicines List

available in those countries.

(EML) generic and biosimilar cancer medicines over
time by working with generic, biosimilar and originator

Selecting priority medicines for greatest impact

manufacturers to register and supply quality-assured

The ATOM Coalition has convened a Medicines Expert

essential cancer medicines at affordable prices in ATOM

Advisory Group on the selection of essential cancer medicines

Coalition target countries.

to help prioritize which medicines the Coalition should focus

J Securing an increasing number of patented medicines

and new medicines in the pipeline from biopharma over

on initially.
The Advisory Group includes individuals who are also

time, through a variety of channels, including donations,

members of the Medicines Patent Pool Advisory Committee

discounted pricing and voluntary licensing.

and members of the WHO Expert Committee on Selection and
Use of Essential Medicines, as well as representatives from

Under the second and third pillars, ATOM Coalition partners the Access to Medicine Foundation and the American Society
will further collaborate with local stakeholders and country for Clinical Pathology. Together, they have recommended
governments to streamline regulatory processes, forecasting, prioritizing medicines listed on the WHO Model List of
procurement and funding; strengthen logistics and supply Essential Medicines that target those cancers that cause the
chain management; and implement training and education heaviest mortality in LLMICs: lung, colorectal, breast, cervical,
programmes for health-care workers and supportive care staff. prostate and childhood cancers.
Guided by this list, which is expected to expand in future

A new approach to a longstanding challenge

years, the Coalition will focus on improving access to these

In addition to coordinating the work and expertise of its medicines in the ATOM Coalition target countries.
partners, the ATOM Coalition’s innovative collaborative
approach also involves working with other ongoing access The role of health finance
initiatives aimed at generating synergies and streamlining Progress in cancer control around the world, particularly in
efforts between in-country and global partners.

LMICs, has been hampered by challenges in mobilizing financial

The ATOM Coalition will look to achieving this by:
J Focusing on a more efficient negotiation mechanism

resources to initiate and scale up cancer control activities.
Financing for health is one of the core building blocks of

of EML cancer medicines with generic and biosimilar

health systems, and includes three main activities:

manufacturers – moving away from single solution

J Raising funds to invest in health services.

approaches that involve the negotiation of one medicine

J Reducing financial barriers to access health services

with one country or one organization at a time.

across the continuum of care, from health promotion and

J Enlarging the market where countries are better able

to receive medicines – achieving economies of scale and
increasing country purchasing power, which can ultimately
lower prices of medicines and diagnostics services.

prevention through to diagnosis, treatment, and palliative
care.
J Assessing the distribution of investments to increase the

effectiveness of health systems and to reduce inequities.

J Creating a compelling access option for biopharmaceutical

companies for future innovative cancer medicines where
they do not currently operate.

For the most part, financing for cancer has not been an easy
proposition in LLMICs. There is a longstanding misconception
that cancer control is too expensive or too complicated to

In-country focus

deliver, particularly in LLMICs, which significantly reduces the

In the initial phase of operations, ATOM Coalition partners will willingness of funders to invest in cancer control services.
target 46 LLMICs, which were chosen based on their health

Funders and potential investors are also challenged by

system readiness. In parallel, the Coalition will help to deliver limited data on investment needs, as well as limited awareness
intense, coordinated capacity building activities to a subset of of the available cost-effective interventions for cancer, or
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likely returns on investment in cancer services. Traditionally, it suited to identify opportunities to facilitate collaborations
has also been difficult to integrate cancer within international for innovative finance mechanisms, while private/industry
financing mechanisms, to provide catalytic funding for LLMICs partners provide capital expertise and can reduce the overall
particularly.

and transaction costs of new innovative financing mechanisms.
Financial partners – including investors, development

Rethinking how we invest in health – collaborating to banks, national banks, venture philanthropists, social impact
finance access to cancer medicines
investors accepting a lesser return in presence of social impact
Among the ATOM Coalition partners working on health – are critical stakeholders in innovative financing partnerships.
financing is the Health Finance Institute (HFI), a global-health Their role is to manage capital, invest and provide capital
non-profit working directly with implementers, funders and expertise. Sometimes a financial partner may be a “nonfinancial institutions to develop strategic financing solutions traditional” financing partner.
and partnerships to catalyze investment in noncommunicable
diseases (NCDs), including cancer.

For example, a pharmaceutical company that provides
oncology medicines at a reduced cost may act as the financial

Traditional sources of funding on their own – such as partner in an arrangement with a local government, which
government funding and development funding – are largely results in increased access to oncology medicines, while the
insufficient to address the growing cancer burden. As national pharmaceutical company benefits from increased revenue
health budgets tighten and aid funding continue to place other from a previously untapped market (even if returns are smaller
development issues ahead of chronic diseases, sustainable due to discounts) and demonstrating their commitment to
innovative financing is becoming an increasingly key solution access initiatives.
to meeting the financial gap.

Each sector plays a distinct and critical role in the success of

Innovative financing tools can play a central role in helping sustainable, innovative financing. By providing a platform for
to close the access gap to cancer medicine and diagnostics, the different stakeholders across the sectors to come together,
assisting to secure lower prices, sustaining supply, accelerating the ATOM Coalition will help to form partnerships that can
and increasing programme scalability through the catalysation catalyze investment so that access programmes in LLMICs can
of investment, aligning country requirements, suppliers and scale up and function more efficiently, providing better care to
investors, as well as increasing transparency among investing more people.
parties.
Innovative finance (1) is a broad term for a wide range of Innovative financing for access to oncology

medicines and services

mechanisms, including:
J government funding schemes;

In low-income settings, financing mechanisms for cancer can

J blended finance;

include expanding universal health schemes to cover essential

J novel private insurance;

cancer services, as well as coordinating with organizations

J multi-source crowdfunding;

working in other fields such as HIV/AIDS, malaria, tuberculosis

J financial services.

or COVID-19 to mobilize resources for outreach and
prevention, harness new diagnostic technologies from

It offers solutions far beyond that which government and COVID-19, and improve data collection.
philanthropy alone can provide. Therefore, it aids in attracting

The Nigeria Cancer Health Fund (Nigeria CHF) is a model

private capital to address typically underfunded sectors by example of how innovative financing can be used in LLMICs
creating new markets and reaching underserved beneficiaries. to increase access to cancer medications and cancer care. The
By utilizing the various mechanisms of innovative financing, Nigeria CHF is a public-private partnership led by the global
development finance and philanthropic funds can be leveraged pharmaceutical company and ATOM Coalition partner, Roche,
to attract additional private investment in cancer. As a result, in partnership with the Nigeria National Health Insurance
some of the risk can be mitigated by investing in developing Scheme. Currently in its pilot phase, the programme has
countries that may provide an opportunity for a higher rate of been implemented in public health institutions across each of
return to the private investor.

Nigeria’s six geopolitical zones, and by providing funding for

Successful innovative financing does not necessarily require medications and treatment of breast, cervical and prostate
input from all sectors but will always involve collaboration cancer for eligible patients.
between at least two of these sectors, one of which is likely

The recently launched Global Platform for Access to

to be a governmental body. NGOs often maintain strong Childhood Cancer Medicines, a US$ 200 million investment
relationships with local communities and are therefore well by St Jude Hospital in partnership with the World Health
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Organization, is also a promising example of innovative address system level challenges holding back countries from
financing, inspired by the partnership model of the Global having access to the range of effective, affordable life-saving
Fund to Fight AIDS, TB and Malaria, to increase the availability medicines available today to treat people living with cancer.

n

of quality cancer medicines for children in LLMICs.
Both examples demonstrate how innovative financing

Dr Cary Adams has a BSc Honours degree in Economics,

mechanisms can help accelerate greater access to oncology Computing and Statistics from the University of Bath, United
medicines, through public-private partnerships. The ATOM Kingdom and a master’s degree in Business Administration.
Coalition is uniquely placed to facilitate these partnerships He is a Harvard Business School Alumni, having attended the
that bridge across sectors and act as an entry point for school’s Executive General Management program. In 2009, Dr
innovative financing.

Adams made a career change, moving from the management of
international businesses in the banking sector to become CEO of

How the ATOM Coalition will help generate
sustainable health financing

Union for International Cancer Control (UICC) based in Geneva.
Dr Adams also serves as a member of the Board of Directors of

Making medicines available to the people who need them, the NCD Alliance and is an advisor to the City Cancer Challenge
when they need them in some of the most resource-limited Foundation and the McCabe Centre for Law on Cancer. In 2014,
countries is a sizeable undertaking and requires a different he was awarded an Honorary Doctorate in International Relations
approach to investment.

from the University for Business and International Studies in

One of the areas where ATOM Coalition partners aim Geneva and in 2015, an Honorary Doctorate in Health from Bath
to deliver greatest impact is in supporting governments in University. In May 2015, Dr Adams was awarded “CEO of the
LLMICs to develop sustainable health financing; particularly year” at the International and European Association conference
to cover the investment in adequate staffing, diagnostics organized by the Associations Network.
capacity and medicines for cancer treatment. To do so,
Coalition partners such as the Health Finance Institute (HFI)

Dr Andrea Feigl, PhD, MPH, is CEO and Founder of the Health

will support governments to explore, design, structure and Finance Institute In Washington DC, USA. She brings extensive
implement highest impact financing mechanisms and solutions leadership experience in academia, the public sector, international
that addresses the country’s identified needs and priorities.

organizations (WHO, WB, OECD), and the global non-profit sector.

By also connecting Coalition partners with UICC’s global Andrea’s past work focused on the economics and policies of
network of over 1,200 member organizations in 172 countries preventing and treating the economic burden of chronic diseases,
who are embedded in their local communities, will help to as well as on health financing and governance. A native of Austria,
strengthen and coordinate in-country and international Andrea received her PhD in global health from Harvard University,
actions and integrate innovate financing with capacity building MPH and BSc (First Class Honors) with a full scholarship from
programmes.

Simon Fraser University in Canada, and IB from Red Cross Nordic
United World College in Norway.

Achieving impact in the next few years
The ATOM Coalition seeks to build a sustainable operating
model to ensure that today’s effective medicines are more
widely available across countries in a sustainable manner
and facilitate access over time to new medicines that can
have a significant health impact in LLMICs. This will take a
holistic approach and entail leveraging all the solutions at
our disposable, including sustainable, innovative financing, to
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Rays of Hope: Expanding access
to cancer care requires innovative
financing models
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The Rays of Hope (ROH) initiative was launched by the International Atomic Energy
Agency (IAEA) to address global inequities in radiation medicine. Using a multipronged approach ROH seeks to support the development and expansion of cancer
care and academic infrastructure within low- and middle-income countries (LMICs),
as well as support the financing structure to fund these efforts. By leveraging a strong
international community and innovative financing techniques, the IAEA hopes to
support LMICs in developing and strengthening a sustainable, integrated system to
provide quality cancer care.

R

ays of Hope (ROH) (1) was developed by the International in technology and equipment, corresponds accordingly with
Atomic Energy Agency (IAEA) to address the global the research. To aid this goal, ROH will designate “anchor
geographic inequities of radiation therapy delivery in centres”, which will serve as sources of support and expertise

the context of comprehensive cancer control. Drawing on for facilities in the region.
its international resources and infrastructure, the IAEA aims

Novel approaches to financing these investments are

to support low- and middle-income countries (LMICs) in sought under the ROH umbrella. The key to this approach
developing or expanding a system to provide comprehensive is the engagement of the IAEA Member State initiating
and sustainable cancer care. This initiative will contribute or expanding radiotherapy access to ensure appropriate
directly to the reduction of premature mortality from local implementation and integration into the cancer care
noncommunicable diseases (NCDs), which is a component of infrastructure and the health system at large.
the 2030 Sustainable Development Goal of healthy lives and

Rays of Hope infrastructure

well-being for all (2).

Cancer care from diagnosis to management is a resource- The early detection of cancer and the delivery of evidenceintensive process requiring a wide range of specialties and based cancer care requires a comprehensive array of tools and
access to both technologic and human resources. Diagnostic expertise. Diagnostic tools required for the timely detection of
imaging and nuclear medicine are both integral parts of cancer cancer include, among others, diagnostic imaging and nuclear
detection and prognostics. Radiation therapy, an essential medicine. The early detection of cancer not only increases the
modality required in a majority of curative and palliative cancer probability of curing the disease, but furthermore decreases
cases, also requires an extensive infrastructure for access and the overall individual and societal cancer burden by preventing
delivery (3). Despite the importance of both diagnostic and downstream morbid interventions and inpatient-based care.
therapeutic radiation modalities, there is a vast global disparity In addition to their roles in early detection, these modalities
in the availability of both.

also play a role in guiding accurate treatment decisions and

The rapid rate of technological advance also necessitates techniques.
the development of a strong academic infrastructure. This

Radiation treatment itself also requires an extensive logistical

ensures cancer care that involves the most recent advances infrastructure. Experts in the field are required to determine
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Figure 1: Official development assistance in health 2000–2018 (8). The total development assistance for health has seen an overall increasing trend since
1990, ranging from less than US$ 8 billion in 1990 to over US$ 38 billion in 2017 and 2018 (10). However, NCDs, including cancer (represented in black)
accounted for only 2% of the total share over the 2000–2018 period
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the clinical necessity of radiation therapy and ensure the safe significantly optimize cancer care diagnosis and treatment
and accurate delivery of treatment. The technology used to delivery, therefore addressing some of the gaps in cancer
deliver treatment requires frequent maintenance and quality management affecting their population.
assurance.

A robust academic infrastructure is also required to

32
Source: Financing Global Health database, 2018

ROH will use available information on comprehensive provide quality cancer care, as the rapidly evolving field

national cancer control capacity, including imPACT Review of oncology requires continuous education and training of
(4) and IAEA databases (Dirac, Numdab and Imagine) (5,6,7), skilled professionals. Cancer centres should be equipped with
along with discussions with Ministry of Health officials. All technology and software to deliver high-quality care, and the
inputs to assess the level of support required for the country’s patient care team should similarly be kept abreast of evidencecancer programme in radiation medicine are considered and based medicine to deliver appropriate and effective care.
integrated into the existing cancer care infrastructure and

ROH plans to establish “anchor centres” and support their

strategies. In addition, innovative approaches to resource role within the region. Anchor centres are expected to exhibit
optimization, education and anchor centres are an essential long-term commitment to cancer care delivery within their
part of ROH. The IAEA hopes to support Member States to region and support of IAEA activities. They must demonstrate
establish their first radiotherapy centre or to strengthen established capabilities in providing comprehensive cancer
and upgrade their existing centres to increase access to services, as well as dedication to furthering the formal
care. Monitoring and evaluation programmes will provide education of their care teams.
feedback on the programmes and offer insights into methods
of improvement.

While education and training are important to optimize
the human resources delivering quality care, research and

By providing support for the cancer care infrastructure, innovation are also critical to helping contextualize a cancer
ROH hopes to assist Member States with augmenting their programme to the specific region. Through ROH, Member
current facilities and increasing capacity, thereby providing States may develop applied research projects that can be
sustainable, resource-optimized management of cancer using reviewed and discussed through the Coordinated Research
radiation medicine. Strengthening the diagnostic radiology, Programme (CRP).
nuclear medicine and radiation therapy infrastructure would

By providing support for the academic infrastructure of
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a Member State, ROH plans to help increase the human
resource capacity to deliver the highest quality care to
the region. Identifying anchor centres and enhancing their
capacities would allow them to serve as a valuable resource for

Figure 2: Challenges in funding cancer care. Lack of prioritization at
national and international levels can lead to low resource allocation
and funding for cancer care. That compromises impactful outcomes and
sustainability, which in turn can reinforce prioritization in other areas of
health that generates short-term health impacts and deprive muchneeded funding for cancer control

regional cancer facilities. In addition, supporting current and
new research efforts would help provide innovative solutions

Lack of prioritization

to provide efficient and contextualized care for its population.

Addressing challenges in financing cancer care
The needed infrastructure mentioned above requires

Low sustainability

Low funding

investments an order of magnitude or more above current
IAEA Technical Cooperation Project budgets. Therefore, IAEA
is reaching out in partnership with our Member States to our
traditional donors, as well as approaching non-traditional
donors, to develop innovative approaches to finance these

Poor outcomes

activities. This need for expanded funding is in the context
of limited development assistance for NCDs and the funding
required for COVID-19 recovery.

delivery system, with a greater likelihood of sustainability and

Out of the total development assistance provided in overall impact on the cancer burden.
healthcare to countries from 2000 to 2018, NCDs received

ROH aims to overcome the challenges in funding by

only 2% of the share (Figure 1; black bars in the pie chart) (8), strengthening existing IAEA donor engagements and exploring
which is in stark contrast to the growing burden of disease opportunities with new partners. Significant resources are
accountable to cancer and other NCDs (9). Cancer, one of needed to improve global equity in access to life-saving cancer
the NCDs considered in the funding chart, accounted for treatment. The goal of ROH is to bring together a global
a negligible share of development assistance. In addition, coalition of partners, both traditional and non-traditional,
these funds are often directed to prevention and screening. to support countries to establish and sustain radiotherapy
Investments in cancer diagnosis and treatment, therefore, centres and scale up existing capacities (12). This way, IAEA
remains grossly underfunded in LMICs.

targets all the aspects shown in Figure 2 to create a virtuous

Much needed attention and prioritization for investing in cycle of improved financing and cancer control outcomes in
resources for cancer care has been affected by a “cancer is recipient countries through ROH.
expensive” mindset among policy-makers and budget holders
(8). This is not surprising given the amount of time, effort and Traditional and non-traditional donor engagement
investment required to adequately implement resources for The IAEA has a long history of providing cancer control training,
comprehensive cancer control, especially in low-resource advisory support and equipment to Member States through its
settings. However, lack of prioritization coupled with low Technical Cooperation Programme. Funding is available largely
funding often leads to poor outcomes and low sustainability, through contributions from IAEA Member States, which has
further reinforcing the lack of prioritization in cancer care been relatively consistent over the years. However, the annual
(Figure 2).

financing gap needed to achieve the health targets of the UN

The IAEA contributes to increasing the prioritization Sustainable Development Goals (SDGs) exceeded US$ 370
of cancer care through country-level cancer control billion in 2017 (13). And, as more countries express interest
assessments and recommendations in collaboration with in joining forces under ROH, the funding needs specifically for
national and international partners, including the World radiation medicine will also grow. Therefore, it is imperative to
Health Oragnization (WHO) and the International Agency for build upon existing donor engagements, as well as exploring
Research on Cancer (IARC) (4). As a follow-up to the assessment new opportunities and mechanisms for funding the gap in
reviews, IAEA, WHO and IARC also provide advisory support cancer care in LMICs.
in integrating the recommendations into comprehensive

In that vein, IAEA is seeking to expand its partnership with

national cancer control plans and strategic funding documents international financial institutions (IFIs), which are a major
(bankable documents) to consider available resources and source of funding for developing countries. For example, the
possibilities to reduce the cancer burden (11). This ensures Government of Uzbekistan was able to secure concessional
that ROH is implemented within a comprehensive cancer care loan amounting to US$ 80 million from the Islamic Development
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Figure 3: Global coalition of partners for Rays of Hope comprising international organizations, donor countries, private sector, funding institutions and
NGOs (22). The coalition also includes traditional donor Member States. The identified needs of Rays of Hope countries will be matched with partner
priorities to provide lifesaving equipment and human resources training in countries with low access to radiotherapy and related technologies
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cancer service enhancements. This loan is coupled with a US$ organizations (NGOs) (Figure 3). The donor coalition, as

40 million government contribution for the improvement
of represented
in Figure 3, wouldProcuring
also provide
an opportunity
equipment
Training
the workforce
oncology services (14). The IAEA and WHO provided technical to fund ROH countries through a multi-stakeholder,

IAEA’s Rays of Hope
Supporting regional
Fostering innovation
will support countries in:
detailed feasibility study and to develop a bankable document, organizations from the public and private sectors, including

support to the Government of Uzbekistan in conducting a blended financing, which brings together a diverse set of

anchor centres

(research and education)

which was used to secure the concessional loan from IsDB. The financial institutions, to mobilize additional finance towards
IAEA is reaching out to other IFIs and regional development achievement of the SDGs in developing countries (20). With
banks to expand this type of non-traditional financing increasing interest in the health sector (SDG3) (21), blended
mechanism for meeting the targeted needs of ROH.
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finance is likely to play a crucial role in filling the increasing

In July 2022, IAEA also signed a new partnership agreement funding gap as more countries become part of ROH.
with GE Healthcare, one of the major private providers of

With

this

envisioned

approach,

ROH

provides

an

healthcare technology and consulting, under ROH (15). Within opportunity to innovate financing approaches. With a global
the framework of this partnership, GE Healthcare will provide coalition of donors from diverse sectors, ROH continues to
in-kind support in training radiologists and nuclear medicine identify and welcome new sources of funding, pooling funds
professionals from ROH countries in diagnostic imaging to to support governments based on their needs. This already
detect cancer. To build upon this private sector partnership presents a significant step towards innovation along with
and expand the coalition of partners for ROH, IAEA has resource mobilization, pooling, and channelling in the value
welcomed discussions with the relevant entities in the private chain framework for ROH (Figure 4) (23). As the initiative
sector. This includes through Corporate Social Responsibility matures, careful thought will be given to exploring innovative
opportunities, through associations of private sector members mechanisms across resource allocation and implementation
(International Federation of Pharmaceutical Manufacturers of projects in specific countries, aspiring to utilize available
and Associations, [IFPMA]) (16,17), and foundations (Global mechanisms that improve effectiveness and efficiency of
Access to Cancer Care Foundation, [GACCF]) (18).

development projects in the health sector in international
settings.

Building a coalition of funding partners
In July 2022, the IAEA organized a high-level donor roundtable Conclusion
for ROH, which was attended by Permanent Representatives The IAEA created ROH to address the lack of equity in access
and senior officials from Permanent Mission of IAEA Member to cancer care, specifically radiation medicine, in LMICs. By
States in Vienna. In the first roundtable of its kind after the using a multi-pronged approach, the IAEA will continue to use
launch of the initiative, six countries pledged more than its expertise to empower and partner with Member States
€9 million to the initiative (19). Since then, the number of to address the cancer epidemic by providing equipment
countries interested in ROH has continued to grow, with more and training to initiate new centres or upgrade existing
Member States expressing interest in participating. The IAEA ones. In addition, ROH will support innovation for resource
has received additional pledges from donor countries, and the optimization, as well as anchor centres to serve as regional
pool of available funds for allocation has continued to grow.

resources. All of this will only be possible through a focused

The coalition of partners for ROH is envisioned to comprise effort to bring new partners, with new financial resources, to
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Figure 4: Value chain framework for innovative financing (23)

the table. The Member State seeking to enhance this capacity (UNIATF) on Prevention and Control of Non-Communicable
needs to be at the centre of these partnerships to ensure Diseases (NCDs), which coordinates UN-wide activities in NCDs
implementation in accordance with local needs. Through this and was Chair of the ASTRO Committee for Healthcare Access &
coalition with Member States and partners, the IAEA seeks to Training and co-Chair of the Integration of Health Enterprise in
narrow the gap of cancer care delivery around the world. n

Radiation Oncology (IHE-RO) Planning Committee, working on
interconnectivity issues at various levels of patient care. Dr Abdel-

Victor Sapkota is an international development enthusiast with Wahab is a member of the UN Joint Programme on the Cervical
professional working experience in Austria, Nepal, United States and Cancer Control Steering Committee, working at the global and
Zambia in international non-profits and organizations within the national level with participating countries to support a national
UN system. Most recently, he worked with the Programme of Action comprehensive cervical cancer control programme. She is co-lead
for Cancer Therapy at the International Atomic Energy Agency to author on the Lancet Oncology Commission report on Imaging and
support resource mobilization of technical cooperation projects Nuclear Medicine and the current co-leader of the radiotherapy
related to cancer control in its Member States, with a particular and theranostics Lancet Oncology Commission.
emphasis on low- and middle-income countries. With a graduate
degree in International Political Economy and Development

Lisa M Stevens joined the International Atomic Energy Agency

from Fordham University, New York, USA, he is passionate about (IAEA) in June of 2019 as the Director, Division of Programme of
addressing needs of developing countries through international Action for Cancer Therapy (PACT). Her experience in partnership
cooperation to ensure inclusive and sustainable development.

building and National Cancer Control Plan development drew her
to this position. Prior to joining the Agency, Ms Stevens spent 24

Becky Lee is an intern with the Division of Human Health at years in various roles at the US National Cancer Institute (NCI). Lisa
the International Atomic Energy Agency. She is also the Chief co- founded the International Cancer Control Partnerships in 2012
Radiation Oncology Resident at Loma Linda University in to organize multiple global partners working with stakeholders in
California, USA. Having studied global health at the Harvard T H cancer control. This partnership focused on collating published
Chan School of Public Health, she has a strong interest in cancer cancer control and NCD plans as well as other tools. In September
centre development and expansion in low- and middle-income of 2018 a global review of plans was published in Lancet Oncology.
countries. Most recently, she served as co-Chair of the Global
Health Subcommittee in the Association of Residents in Radiation
Oncology, where she strived to promote interest and education in
global oncology among radiation oncology residents.
May Abdel-Wahab joined the International Atomic Energy
Agency (IAEA) in October 2014 as the Director of the Division of
Human Health (NAHU). She has served as a member and chair,
on various national and international committees, including
the United Nations Interagency Task Force Steering Committee
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KARINE BACHONGY

The growing global demand for improved health care in low- and middle-income
countries creates an urgent need to mobilize additional resources to supplement
insufficient public and donor funding. Private-Public Partnerships (PPPs) can provide
a way forward, but they can be complex. This article focuses on the work of the City
Cancer Challenge and the International Finance Corporation in assisting all parties
to understand the issues involved, such as bringing together development partners
and government, the importance of capacity building, the need for rigorous planning
and the importance of PPPs in achieving the Sustainable Development Goals and
Universal Health Coverage.

ILARIA DI MEGLIO

Health financing for cancer: The macro landscape

health in LMICs struggles to meet essential health population

Noncommunicable diseases (NCDs) – namely cancer, needs. In the last decade, health priorities have remained
cardiovascular and chronic respiratory diseases and diabetes largely unchanged at 4–6% of government spending (6).
– are the world’s most prevalent diseases, affecting more than

An increased understanding of the NCD burden, particularly

20% of the global population. They are also the planet’s top in LMICs, has prompted the appearance of global movements
killer, with 74% of all deaths worldwide caused by an NCD. Of directed towards achieving Sustainable Development Goal
the 41 million deaths attributed to NCDs in 2020, 10 million (SDG) 3.4 – reducing premature mortality by one-third by 2030
were attributed to cancer alone (1), and predictions suggest (7). Yet the costs of achieving SDG 3.4 worldwide are projected
that in excess of 13 million people per year will die from cancer to require US$ 18 billion per year (18), which would comprise
by 2030 (2).

a significant share of health budgets in LMICs, emphasizing

The rising trend in cancer deaths is of particular concern the need to mobilize external resources. This urgency was
in low- and middle-income countries (LMICs), which share recognized in the 2030 agenda for sustainable development,
a disproportionate economic and cancer mortality burden. which stressed the need for official development assistance to
LMICs currently account for three-quarters of all cancer deaths developing countries (9). However, development assistance for
worldwide (3). This is aggravated by the fact that diseases like NCDs has not kept pace with the burden of these diseases and
cancer do not just kill, they also significantly reduce a nation’s still remains unacceptably low. In the last 30 years, NCDs have
human capital and labour supply – by causing morbidity and accounted for less than 2% of total development assistance
chronic disability – which has long-term devastating impacts allocated to health (10). This suggests that cancer receives a
on a household’s financial wellbeing as well as a country’s negligible share of financing, and this share is normally directed
productivity and economic growth. Estimates suggest that the towards service delivery.
global economic cost of cancer likely exceeds US$1 trillion (4),

The cost of continued underinvestment is projected to be

yet funding for cancer only receives 5% of global resources in far higher than the projected cost of investment. The World
LMICs (5). Unlike in high-income countries, where governments Health Organization (WHO) estimates that US$ 1 spent per
cover about 70% of health-care costs, domestic financing for person per year in cost-effective prevention and control
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measures for NCDs could save 7 million lives in LMICs by infrastructure PPPs as a way to evolve their role from that of
2030, with an investment of US$ 1 expected to yield a return a provider towards being a service commissioner, focusing on
of US$ 7 by 2030 (11).
The

growing

global

their policy-making and monitoring capabilities (15).
demand

for

improved

health

Cancer care, especially at the secondary and tertiary levels,

care, coupled with insufficient funds from international is particularly prone to the remodelling of capital investment
development assistance and lack of domestic public resources and operational cost structures. The increasing complexity of
to cover health-care needs in LMICs, makes an urgent and medical equipment, the safety requirements dictating heavy
imperative case for faster and more comprehensive efforts to infrastructure, especially in nuclear medicine and radiotherapy,
strengthen care infrastructure. LMICs face an urgent need to and the high specialization of human resources, all lead to high
mobilize additional resources to fill the gap in public and donor upfront investment requirements and programme complexity,
funding, which is expected to widen due to the current global which can be overwhelming to the governments of LMICs.
economic crisis.

There are already significant health needs and challenges in

An additional source that can bridge this gap is private LMICs, and cancer care must compete with numerous other
investment. Private capital and expertise are increasingly priorities for scarce budgets and attention.
viewed as sources that can complement and support health

There is clearly increased local political will to think about

systems, making important contributions towards the and adopt PPPs as part of the health-care system. Latin America
achievement of the SDGs. At the moment, private investment concentrates a high share of PPPs for health, as highlighted
is growing organically in LMICs to help close the huge gaps by a recent PwC report (16), due to changing demographics
created by deficiencies in public health-care delivery and and epidemiology profiles as well as the spread of ambitious
meet huge public needs. India and Kenya are good examples universal health coverage (UHC) and clear PPP legislation. In
of the massive inflow of private equity to develop cancer care countries like Uzbekistan, Georgia or Ghana, specialized PPP
centres (12,13). But unfortunately, those facilities are private, units within finance ministries have been created and work
and treatment is unaffordable for most families, increasing hand-in-hand with health ministries.
inequity in access to cancer care rather than solving the needs
of the majority of the population.

According to IJGlobal, there were more than 140 project
finance transactions in the sector that reached tender stage or
closed in the last five years. Many were related to diagnostics

Private-public partnerships in health care in LMICs

and cancer care, such as in Nigeria, for instance, where the

There is growing interest in the private sector investing in Lagos University Teaching Hospital launched a PPP to develop
the infrastructure required for cancer care, such as pathology its radiotherapy centre (17). What is more, governments are
laboratories, imaging, radiotherapy or comprehensive care not just pursuing a single model, but instead a plethora of
centres. This has prompted some governments to consider areas of focus and structures are being implemented. For
expanding the role of PPPs to provide essential clinical example, the International Finance Corporation has advised
services, which are still more common in transport and energy, on several health PPPs, each designed to meet different public
to tertiary and secondary health care.

health sector goals and requiring different private sector

PPPs are defined as “long-term contracts between a private interventions. The Philippines General Hospital initiated a PPP
party and a government agency for providing a public asset or project (18) where the private partner will finance, build, and
service, in which the private party bears significant risk and equip the Manila Cancer Center, as well as provide non-clinical
management responsibility” (14). There are three main reasons services. In Jharkhand, India, a PPP involved the development
why PPPs are attractive and why there is increased political of 25 pathology laboratories (19) on a “Hub and Spoke” model
will to adopt them. The first is that they is the opportunity to within existing public health facilities, aiming at bringing
offer access to quality services without having to mobilize diagnostics closer to patients. In each of those, the role of
large amounts of capital. Indeed, public health providers do not the private sector may differ, from a managed equipment
have to invest in the upfront costs of construction, equipment, service provider role – when the choice of the government is
procurement, HR training and recruitment, and instead can to transfer the risk of equipment investment and maintenance
delegate that responsibility – entirely or partially – to one or only – to a medical service operating role when the objective
several private sector organizations. The second reason is the is to let the private sector recruit, train and manage human
philosophy underpinning the financial arrangement, which is an resources while handling the operational complexity.
output or outcome-based payment, based on key performance

In the 1990s, almost every new NHS hospital in the United

indicators that incentivise private companies to deliver a Kingdom was built as a PPP (20), creating a first wave of such
high standard of care. Finally, governments also perceive agreements across the globe, as well as highlighting a number
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of associated risks with this arrangement. Since then, more international non-profit organization catalysing local multiand more countries have embraced the level of customization stakeholder collaboration in low- and middle-income cities to
potential and uniqueness of PPP agreements in order to adjust advance cancer care. C/Can decided to support governments
to the local context.

that have manifested a strong interest in a PPP for cancer care

Reaching the SDGs and UHC objectives will be more difficult in order for them to generate real world evidence for realistic
if the private sector is not involved as a partner in delivering and adequate assessment and planning. As a neutral party,
health services. Yet there has been an ongoing debate within C/Can is not interested in expressing opinions, but in fast
the development community around whether the private tracking the execution of quality data-driven analysis for cities
sector should have a role at all, including through PPPs, given and countries so they can make fully informed decisions (23).
the scale of the impact NCDs are having in LMICs and the

Another important area where local decision-makers need

need for increased access to quality care. The question of support is capacity development, which strengthens the
whether PPPs should or should not be included in the tools institutional ability to assess, plan and monitor PPPs. In many
used by governments to solve health, and more specifically LMICs, the ministries of health lack the human resources
cancer care, challenges must shift away from who delivers and available skill sets to play that role efficiently. The risk
the service to how best to meet people’s needs. This requires is that the asymmetry of capacity and knowledge leads to
collaboration between governments, civil society, the private suboptimal contracts for the public authorities. Interestingly,
sector and development institutions to find the most suitable solving these structural gaps is also fundamental to improving
and sustainable solutions to meeting public health needs, the public sector and framing the organic development of the
including considering how to best deploy PPPs within specific private sector – a commonality between most middle-income
country contexts.

countries, where private equity money is fuelling the growth
of potentially poorly regulated private cancer hospitals or

The role of development partners

diagnostics centres.

A key factor in the successful delivery of impactful PPPs is

The first process gap is usually the ability to involve end-

better planned and coordinated action between the public and users’ needs in the infrastructure and service planning
the private sectors, which includes non-profit organizations exercises of central institutions. For example, C/Can has
and development partners.

witnessed the design of PPPs in a range of countries which did

There are pros and cons to using PPPs as a procurement not involve the oncologist community from their inception;
tool, and critics have raised some valid concerns (21). For this leads to resistance and as a consequence, poor referrals to
example, PPPs do not necessarily generate additional the new privately-run institutions, threatening the viability of
financial resources for public authorities to take care of other the model.
challenges at the community level: the cost of designing and

Another typical area for improvement is human resource

executing PPP transactions can be high and may not be worth planning. Independent of the structure a PPP adopts, the
it for small projects; the private partner could be recruiting adequate number of cancer-trained professionals required for
cancer specialists away from the public sector, potentially setting up new laboratories, radiotherapy or imaging centres
generating a negative impact on the overall health-care system will not emerge in the country without thorough joint planning
if not anticipated. These are all valid concerns that should be with the ministry of health, ministry of education and private
thoroughly considered when contemplating PPPs, so as to providers. The WHO is now playing a pivotal role in supporting
ensure a project meets public health sector objectives and governments with localized human capacity planning for
delivers sustainable benefits.

oncology, helping the human resources for health authorities

The good news is that through a rigorous project preparation to feed PPP assessment adequately (24).
process – encompassing legal, technical, environment and

Furthermore, governments need to secure the participation

social, and financial aspects – most risks can be mapped and of qualified partners with strong financial standing through
addressed, informing appropriate planning and policy-making. transparent interactions with the market and procurement
The challenge is to convince and partner with the non-public processes. In cancer care, potential partners are usually
sector (NGOs, development agencies, private sector) (22) to local or regional companies, with international players still
conduct such exercises before developing cancer care facilities cautious about expanding into emerging markets. For instance,
through innovative public-private partnerships, and join forces Uzbekistan managed to attract strong international consortia
to ensure equitable, quality service delivery, ethical practice through a proactive market outreach.
and community partnership.

The topic of UHC and adequate cancer care coverage is

The City Cancer Challenge (C/Can) is a Geneva-based also fundamental to the development of sound public-private
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collaboration. Whenever UHC is too limited; as in Georgia Capital & Private Equity, where he was an investment manager
where oncology diagnostics are still excluded, or poorly and board member of a dozen of tech companies. He also led
implemented on the ground, as in Ghana, where many female operations in an Indian healthtech venture and started his career
cancer patients are still paying out-of-pocket expenses for as a strategy consultant. He holds a Masters in Management with
their treatment while covered in theory by the National Health distinction from HEC Paris and an MBA from the Indian Institute of
Insurance Fund; the weakness of a national UHC is as a direct Management, Ahmedabad.
threat to the viability of effective integrated private health
care, often relying on sufficient patient volumes (25). PPPs

Karine Bachongy, MBA, is an Accredited Hospital Director,

integrating clinical services, with their contractually defined seconded by the French Ministry of Health to the World Bank
payment mechanisms, can contribute to improving access to Group. She has worked for over 20 years in the fields of health-care
care and strengthening public sector cancer care in support of infrastructure and management. She is responsible for transaction
UHC goals.

advisory services globally, advising governments on structuring and

To unlock their full potential, PPPs need to be supported by implementing social infrastructure PPPs, as well as monitoring the
a comprehensive cancer care strengthening approach. C/Can, agreements. She holds an Executive MBA with distinction from the
WHO and the International Atomic Energy Agency (IAEA) (26), London Business School, a Masters in Hospital Management from
for example, have started focused interventions in their areas the Ecole des Hautes Etudes en Santé Publique, as well as a Masters
of expertise, and the IFC has developed its advisory expertise from Sciences Po Paris.
over the past 20 years to ensure that all aspects of a successful
PPP assessment and execution process are taken into account

Ilaria Di Meglio is a biologist and multilingual communications

by governments. But the need for capacity development professional with extensive experience in scientific research and
support for authorities willing to embrace PPPs as a pillar to science communication. She has a research Masters in Cell Biology
health-care system strengthening must be better perceived from University College, London and a doctorate in Molecular
and coordinated by the global health community.

Biology from the University of Geneva. After years of experience

Going forward, the development sector should focus on in scientific research, she transitioned into science communication,
coordinating and scaling up its support solutions to empower specifically content creation, from writing for science specialists
local authorities to make decisions on the basis of quality data, to facilitating knowledge transfer to the public. Ilaria joined City
thorough planning and rigorous assessments. Empowering Cancer Challenge in 2021 as Content and Communications
an effective arbitrage between public provision and efficient Manager, where she drives and supports content strategies.
collaboration with the private sector will be the key to success
in finally ensuring equitable access to cancer care in countries
where the incidence of cancer will rise steeply over the next
few decades. n
The C/Can and International Finance Corporation
partnership
C/Can and the International Finance Corporation have a
global partnership (27) that provides cities and countries
with a dedicated platform to support and develop
infrastructure planning and pre-feasibility studies for
cancer care projects, giving them the tools to decide
on the best procurement and operating model for their
needs. The platform is currently supporting four cities in
the C/Can network from different continents.
Mathieu Morand, MBA, is a Senior Manager at City Cancer
Challenge, leading globally the work on digital health and health
financing. He supports cities in low- and middle-income countries
who are looking to strengthen their cancer care systems through
innovation and private sector engagement.
Mathieu moved to C/Can directly from the world of Venture
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Increasing momentum to reach the
Commonwealth cervical cancer
elimination targets by 2025
Janneth Mghamba, Health Advisor, Commonwealth Secretariat; Emily Gilmour, Health Research Officer,
Commonwealth Secretariat and Layne Robinson, Head of Social Policy Development,
Commonwealth Secretariat

JANNETH MGHAMBA

EMILY GILMOUR

Commonwealth countries account for 40% of cervical cancer cases globally
and has put in place a strategy which address this need to eradicate the
disease through a range of initiatives and partnerships, which are detailed
in this article. The Commonwealth is also compiling a database of pricing
and procurement for use by member government when making policymaking decisions.

LAYNE ROBINSON

I

n 2015, the world adopted a set of Sustainable Development countries (LMICs) by the end of the century (2).
Goals (SDGs), including SDG 3.4, which aims to reduce the

Since the launch of the strategy, there has been tremendous

premature mortality from noncommunicable diseases, efforts from many countries to implement the WHO elimination

including cancer, by one third. Following this declaration, strategy. Commonwealth countries account for 40% of global
in 2020, the Global Strategy for the Elimination of Cervical cervical cancer incidence and 43% of global mortality. To date,
Cancer was launched by the World Health Organization out of 56 member countries, 41 have already included HPV
(WHO) (1). The elimination of cervical cancer has been defined vaccination into their national immunization programmes
by WHO as achieving an incidence rate low enough for the (3). With regard to screening, success has been recorded in
disease to be considered controlled as a public-health problem. some Commonwealth countries including Rwanda, Australia,
This threshold has been defined by WHO as fewer than 4 cases Canada, New Zealand, Singapore and the United Kingdom.
per 100,000 women per year.

There have also been advances in small states like Antigua

Achieving this incidence target requires addressing the and Barbados (4). In 2021, the Commonwealth Secretariat in
three main pillars under the strategy which are vaccination and collaboration, with the Union for International Cancer Control
screening, treatment and palliative care. All have been found (UICC), have put in place a task force to step up efforts towards
to be key in reaching the elimination targets. For example preventing and treating cervical cancer (5).
screening and high HPV vaccination coverage of girls can lead

However, with the COVID-19 pandemic, the cervical cancer

to cervical cancer elimination in most low- and middle-income prevention and control agenda in the Commonwealth is facing
Figure 1: Average HPV final dose coverage by WHO region
(Source: World Health Organization. Human papillomavirus (HPV) vaccination coverage Available from: https://immunizationdata.who.int/pages/coverage/hpv.htm)
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Figure 2: Comparison of disruptions by tracer services in countries that responded to all three survey rounds: Q3 2020 (Round 1), Q1 2021 (Round 2) and
Q4 2021 (Round 3), WHO Global Pulse Survey (Source: WHO-2019-nCoV-EHS-continuity-survey-2022.1-eng.pdf)

substantial threats, just as elimination was gaining momentum. J improving access to all women aged 30 to 49 years in
An analysis of 2019 and 2020 HPV coverage showed that

the Commonwealth to have access to high-performance

during the global COVID-19 pandemic there was a partial or

screening tests and treatment for precancers, to protect

full interruption of HPV vaccination.

against the development of cervical cancer by 2030;

Essential health services also faced continual disruption J improving access to all women diagnosed with cervical
during the COVID-19 pandemic and many countries also

cancer in the Commonwealth to adequate cancer

struggled to provide palliative care services

treatment services, including palliative care by 2030.

70%
62%

The time to act60%
is now

Operationalizing CHOGM commitment to achieve cervical cancer

61% 61%

54%

The ongoing effort within the Commonwealth
provides a targets by by 2025
49%
50%

46%

50%

47%

path forward. Since 2017, in a bid to highlight the importance To achieve the 2030 elimination target, a holistic approach
40%

36%

of continuously pursuing the Commonwealth
strategy
to is vital and this includes ensuring all2019
girls aged 9–13 years
31%
29%
2020

27%

30%

eliminate cervical cancer, Commonwealth Health Ministers old have access to HPV vaccines, ensuring screening and
20%
have made significant
commitments to accelerate cervical treatment of the pre-invasive disease, treatment of invasive
10%
cancer elimination
and at their most recent meeting in 2022 cervical cancer, symptom management and palliative care.

they committed to0%ensure that by 2025, all girls younger than
AFR

AMR

EMR

EUR

The good news is that several countries such as Australia and
SEAR

WPR

13 would have access to the HPV vaccine. To build on this Rwanda (7) have successfully decreased cervical cancer rates
commitment and to recognize its importance, especially with through effective HPV vaccination and screening programmes
COVID-19 recovery, the issue of cervical cancer elimination However, in many Asia and Pacific countries, particularly in
was elevated to the Commonwealth Heads of Government low-income countries, the HPV vaccine is not included in
Meeting (CHOGM) in June 2022 (6). The Heads of Government immunization programmes, reflecting the global challenge of
made a commitment to advance equitable access to health vaccinating young girls – just 13% of 9–14 year-olds worldwide
care and health products, integrating health functions, were vaccinated against HPV in 2020.
strengthening cooperation and reducing communicable and
noncommunicable diseases.

Vaccination and other interventions, in alignment with
WHO’s elimination strategy, require adequate resources. At

This commitment further supports the Commonwealth a time when both the availability and amount of international
cervical elimination agenda by:

development aid is under increasing pressure and aid is being

J improving access to cervical cancer prevention and

diverted to more pressing issues outside of the sphere of

treatment;

health, building an investment case is key as well as avocacy in

J improving access to the HPV vaccine and ensuring by

high level political forums. Furthermore, the establishment of

that by 2025, all girls aged between 9–13 years in the

an investment case for sustainable and equitable cancer care is

Commonwealth have access to human papillomavirus

more vital than ever given this background of aid to cancer care

(HPV) vaccination;

programmes; especially in LMICs where the burden is high.

36 CANCER CONTROL 2022

WOMEN’S CANCERS

Figure 3: Her Excellency, Jeannette Kagame, First Lady of Rwanda,
speaking at the Spouses Forum Luncheon on Cervical Cancer Elimination

“The fight against this
disease is still ours to win;
not in the distant future
but today, if we make the
commitments that matter”

The Commonwealth is ensuring that the momentum is not
lost through a range of initiatives.

Figure 4: Launch of the Commonwealth Cervical Cancer “I am” campaign,
CHOGM 2022

The Commonwealth Spouses of Heads of Government Coalition
for Cervical Cancer Elimination
Launched alongside CHOGM in June 2022, this initiative
aims to accelerate the CHOGM mandates by engaging
Commonwealth First Ladies and Spouses to form a coalition
to act as champions for joint coordinated actions to accelerate
the cervical cancer targets (8). The Commonwealth Secretariat
is working to support these leaders to ensure that they have
the tools they need to advocate nationally and regionally for vaccines. The Health Ministers deliberated on sharing pricing
these collective goals.

information through the creation of a Commonwealth
database which could collect the prices of essential medicines,

Addressing inequity through pricing and procurement of cancer vaccines and health technologies.
medicines

The key aim of this initiative is to provide a readily searchable

The Voluntary and Price Sharing Database is another initiative database of verified supply information in order to support the
that was developed following requests from a Commonwealth decision-making process for national procurement. Through
high-level meeting, and seeks to address inequity of access to this, countries can make evidence-based comparisons of
medicines and vaccines. One of the major factors contributing pricing and other relevant information, which can provide a
to global cervical cancer disparities is the challenge of access useful benchmark for policy-makers when procuring medicines
to oncology health commodities. A report launched in 2020 and vaccines.
by WHO on the affordability of medicines, found that cancer
medicine prices were disproportionately higher than other The Lancet Oncology Commission
types of pharmaceuticals and therapies, and that the price of Capitalizing on the CHOGM commitments, the Commonwealth
cancer drugs is continuing to increase at a rapid and alarming will

work

with

the

Lancet

Oncology–Commonwealth

rate (9). With the steep rise in prices of cancer drugs and other Secretariat Commission and a number of other established
health commodities including those for cervical cancer, it is network to take a stock of the landscape of cancer research and
clear that the achievement of Commonwealth 2025 targets is cancer care for the 2.5 billion people in the Commonwealth.
at risk. In recognition of this challenge, Commonwealth Health This will allow for a unique and comprehensive assessment
Ministers at the 2018 Commonwealth Health Ministers’ of challenges and opportunities for cancer control in the
Meeting (CHMM) called for collective action to invest in Commonwealth, and how the 56 nations can work together
cervical cancer prevention and treatment strategies, including to improve health outcomes. The new data can in turn inform
to reduce the cost of medicines and address shortages of policies to improve outcomes for patients with cancer within
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and beyond the Commonwealth, and the value of international NCDs. Prior to joining the Commonwealth Secretariat, Janneth
worked as the Assistant Director for the Epidemiology and Disease

alliances and partnerships.

Control section of Tanzania’s Ministry of Health.

The future of cervical cancer in the Commonwealth
Whilst recognizing achieving the target set for 2025

Emily Gilmour is a mixed-methods researcher and global health

is ambitious, the Commonwealth will work with the policy professional with over six years of experience designing and
Commonwealth International Task Force for Cervical managing social research projects. She currently works as a Health
Cancer Elimination and leverage partnerships with other key Researcher at the Commonwealth Secretariat, working across
organizations such as WHO, London Global Cancer Week a range of global health priorities including reducing the burden
and UICC, to ensure no girl is left behind in the countdown of noncommunicable diseases, COVID-19 response and health
to 2025. Meeting this deadline requires a collective approach security and resilience.
and political will, and with the foundations of this already
in place, momentum has to be strengthened as we move

Layne Robinson currently serves as the Head of Social Policy

towards the next CHOGM in 2024, where progress must be Development at the Commonwealth Secretariat. In this role, Layne
demonstrated. n		

leads the Commonwealth’s work on Social Policy with particular
focus on Youth, Education, Health and Sport policies, and provides

Dr Janneth Mghamba is the Health Advisor for the technical advice to Commonwealth member states whilst working
Commonwealth Secretariat. A medical doctor and epidemiologist, in partnership with relevant organisations to improve the lives of
Janneth has over 15 years of experience in global health and Commonwealth citizens.
developing national health systems, with a particular focus on
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The SUCCESS Project: Supporting the
elimination of cervical cancer through
an integrated approach to secondary
prevention
Lisa Huang, SUCCESS Project Director, Expertise France; Tracey Shissler, Implementation Director, SUCCESS,
Jhpiego; Kirstie Graham, Director of Capacity Building, Union for International Cancer Control; and
Mélissa Archambault, SUCCESS Project Manager, Expertise France
Implemented in Burkina Faso, Côte d’Ivoire, Guatemala and the Philippines, the
SUCCESS project aims to support the elimination of cervical cancer through working
in partnership with Ministries and Departments of Health to achieve their goals in
deploying innovative solutions for screening and treatment of precancerous lesions to
support these four countries in their fight against the disease.
LISA HUANG

TRACEY SHISSLER

KIRSTIE GRAHAM

MÉLISSA ARCHAMBAULT

W

orldwide, 604,127 new cases of cervical cancer to Accelerate the Elimination of Cervical Cancer as a Public
are diagnosed each year, with 341,831 deaths (1). Health Problem sets out the following more specific targets
It is one of the most common cancers in women, (Figure 1) (2).

but also one of the deadliest. The burden of cervical cancer is

Cervical cancer elimination therefore requires a three-

particularly high in developing countries, where its incidence is prong prevention strategy. The SUCCESS project: Scale up
nearly twice as high and its death rates three times as high as Cervical Cancer Elimination with Secondary Prevention Strategy
– supports the implementation of this strategy, working in

in high-income countries

Yet it is not only curable, but also preventable when partnership with Ministries and Departments of Health to
detected early and treated appropriately. It is then necessary achieve their goals to deploy innovative solutions for screening
that an effective management can be deployed to prevent the and treatment of precancerous lesions to support four
hundreds of thousands of deaths that occur each year, 90% of countries in their fight against the disease.
which occur in low- and middle-income countries (LMICs).
The World Health Organization (WHO) estimates that a Four countries of implementation, one common goal
threshold of 4 per 100,000 women per year must be reached of scaling up
in order to consider cervical cancer no longer a public Implemented in Burkina Faso, Côte d’Ivoire, Guatemala
health problem. To achieve this, the WHO Global Strategy and the Philippines, the SUCCESS project aims to support
Figure 1: World Health Organization specific targets for cervical cancer elimination

90%
Vaccination
90% of girls fully
vaccinated with the
HPV vaccine by 15
years of age

70%
Screening
70% of women are
screened with a highprecision test at 35 and
45 years of age
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countries with the achievement of WHO targets, particularly and traditional disease areas. Ongoing technical assistance
on secondary prevention, which aims to ensure that 70% support in partnership with countries has resulted in the
of women are screened by age 35 and again by age 45, and consolidation of policy and regulatory frameworks for cervical
that 90% of those with precancerous cervical lesions receive cancer prevention. The establishment or strengthening of
appropriate treatment.

national technical working groups on this topic is leading to

Adapted to the context of each country of implementation, better coordination of the various actions of stakeholders and
SUCCESS aims to screen up to 175,000 women, 40% of whom a stronger collaborative dynamic.
are women living with HIV (WLHIV). This particular target

SUCCESS’ support in the four intervention countries has

is due to the higher prevalence of the disease among HIV- helped partner countries to update standards and operational
positive women. Compared to HIV-negative women, WLHIV guidelines for the prevention and treatment of precancerous
are six times more likely to develop cervical cancer (3), and lesions in collaboration with other partners and national
at a younger age, due to persistent HPV infection, which parties, build the capacity of providers, and monitor patients
accounts for almost all cervical cancer. Conversely, women through the deployment of an innovative digital health
with persistent HPV infection are also more likely to contract solution. The engagement of, support and recognition given to
HIV (4).

the role of civil society in the SUCCESS project in developing

Following the recommendations of the second edition of the and supporting the implementation of sustainable and
WHO Guidelines for screening and treatment of precancerous effective screening services, has supported the development
cervical lesions for cervical cancer prevention, the SUCCESS and strengthening of active civil society coalitions, advocacy
project aims to introduce new technologies for screening, efforts and demand generation as examples.
treatment and follow-up. HPV testing, a molecular biological
detection method, is being used as the first primary screening Deployment of an open-source digital-health
test, rather than visual inspection with acetic acid (VIA) or technology for optimized patient monitoring and
cytology. Treatment of precancerous lesions is performed by communications
thermo-coagulation, a technology that is more portable than Integrating multiple components associated with data tracking
treatment using cryotherapy and less costly in the long run.

and evaluation, one of the objectives of the SUCCESS project

Building on existing experiences in the four project countries model is to use innovative technologies to minimize the number
offering screening by visual inspection with VIA and treatment of patients who do not return for results and/or treatment
of precancerous lesions with cryotherapy, SUCCESS has (“lost to follow-up”). While paper-based registries are still
introduced HPV testing as well as treatment with thermo- widely used, the project is introducing digital registries that
ablation. Since the launch of screening activities in June 2021, allow for a single patient record that can be referred to by both
a total of 42,469 women have been screened by HPV testing in health-care providers during consultation and by laboratory
Burkina Faso, Côte d’Ivoire, Guatemala and the Philippines. Of technicians during analysis of screening tests.
the women screened, 8,647, or 20.4%, are women living with
HIV.

In Côte d’Ivoire and Burkina Faso, in close collaboration
with the information and technology departments of the

Deployed in an integrated service model adapted to the Ministries of Health, the project supports the development
specific context of each country and to existing services, and deployment of an open source m-health solution already
screening activities are offered in a variety of public health- used by the countries for other programmes and services,
care settings within HIV-positive patient care, sexual and the DHIS2 Tracker, for patient navigation and specific patient
reproductive health, and family planning services. In order to data. This solution is adapted to the different national systems
achieve this integration within different services, SUCCESS already in place to ensure interoperability, a crucial factor for
is helping to strengthen relationships and communications sustainability.
between the various key actors involved in reproductive
health and cervical cancer control.

The DHIS2 platform, used in both Burkina Faso and Cote
d’Ivoire, is a global public good that continues to transform
health information management worldwide, including its

Strengthening collaborations for action among
cervical cancer control stakeholders

accessibility, database capabilities, data visualization, and the
ability for data users and policy-makers to generate analyses

The SUCCESS model supports and depends upon energized from real-time data. The “Tracker” component of this solution
collaboration between health stakeholders within each enables data collection, surveillance and case tracking, analysis
country to promote the integration and implementation and reporting within the national DHIS2 database.
of screening services across the range of services, settings

This component being rolled out for HPV screening and

40 CANCER CONTROL 2022

WOMEN’S CANCERS

treatment in Côte d’Ivoire and Burkina Faso, will eventually health financing frameworks and in the context of universal
improve patient follow-up by sending SMS messages to health coverage (UHC).
announce the availability of results or remind patients of an

In order to further strengthen advocacy efforts for the

appointment. Compatible with both smartphones and mobile financing of cervical cancer elimination and to support the
phones, in addition to increasing patient communications to development of a costed transition plan for scaling up SUCCESS
preventing patient drop out of follow-up care, the deployment in all countries, a costing exercise using an adapted and
of this digital strategy aims to make it easier to track a patient’s simplified version of the WHO Cervical Cancer Prevention and
progress, particularly in the event of a women using cancer Control (C4P) Costing tool will be conducted in collaboration
prevention services from multiple health centres. Ultimately, with ministries. The C4P tool has been specifically developed
digitization and the use of national data systems can remove to help governments estimate the costs of cervical cancer
the limitations of paper registers and enhance data security interventions. It provides estimates of several cost measures
and quality. Collaboration with key national institutions, such related to vaccination, screening, and treatment, taking into
as national statistical offices and national health information consideration several variables and possible scenarios.
services departments, as well as national cancer control

Ultimately, the cost estimate should enable the country to

programmes, has been an important step in promoting national better determine funding needs. The experience acquired by
ownership of this data approach, especially in contexts where the project countries will be shared within relevant countries
there are future plans for digital health strategies.

in the region to support collective progress. This exercise

Ensuring that cervical cancer screening and treatment will allow each country to assess the costs of implementing a
information management systems are interoperable with cervical cancer control programme and to encourage coverage
population-based cancer registries to measure the impact of by UHC.
interventions and to observe changes in incidence, disease
stage, survival and mortality, and ensure these surveillance A regional impact
systems cover the same well-defined populations to enable In order to increase the outreach of certain activities and to
documentation of programme quality, outcomes, and impact share the learning from SUCCESS project countries with others
is a key component to reach the elimination goals (5). This in the regions, the project has developed a series of activities to
use of the DHIS2 Tracker supports this purpose by providing catalyze regional dialogues and to support national technical
more efficient information to the national health data system, assistance with a focus on a subset of 20 countries identified
which can ultimately be used to support advocacy activities due to various criteria of which a preliminary situational
and build responsive context-specific cervical cancer control analysis cervical cancer prevention gaps (Figure 2).
programmes and strategies.

This regional component aims to share technical and
operational experience to implement an integrated service

Understanding cervical cancer control financing: A
necessity for scale up

delivery model for cervical cancer screening and treatment of
precancerous lesions, including the use of new technologies.

SUCCESS has worked globally to collate and share evidence on SUCCESS’ interventions in the four countries also provide an
financing for cervical cancer control. A report published in 2021 opportunity to share lessons learned on advocacy and demand
by the Economist Intelligence Unit explored the challenges generation, helping to create an enabling environment,
and opportunities of financing cervical cancer control, and training/mentoring, monitoring and evaluation, and costing
identified lessons learned from other areas of public health, and resource mobilization. The regional relationship building
with a focus on low-resource settings. This global report has approach aims to facilitate collaboration between countries in
provided a set of priorities for advocacy and engagement with order to maximize impact in each region.
policy-makers and funders.
Building on this to support progress in each of the four ECHO® SUCCESS Programme for Francophone Africa
project countries, assessments of the status of health financing Following the launch of the WHO Global Strategy to
for cervical cancer elimination in each of the four project Accelerate the Elimination of Cervical Cancer as a Public
countries, Burkina Faso, Guatemala, Côte d’Ivoire, and the Health Problem, very few French-speaking LMICs have had
Philippines, were subsequently conducted by Thinkwell. These the opportunity to develop national strategic plans to adapt
profiles propose concrete policy solutions to support civil global and regional guidelines to their local contexts in order
society organizations and key stakeholders to inform evidence- to achieve and monitor progress toward the 2030 elimination
based policy dialogues and empower them to advocate for targets set by WHO. The SUCCESS project has thus developed
the integration of cervical cancer interventions into national its ECHO® (Extension for Community Healthcare Outcomes)
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Figure 2: Outreach countries for the regional engagement strategy (6)

Outreach countries
for the regional
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Cambodia
Laos
Vietnam
Thailand

Latin America and the
Caribbean
Haiti
Mexico
Brazil
Chile
Dominican Republic

programme, a collaborative medical education model that virtually, SUCCESS will leverage UICC’s global membership
aims to build workforce capacity in underserved rural areas, of 1,200 organizations and its regional platforms to support
with the goal of supporting countries in achieving these goals. the exchange of experiences and stimulate synergies inThis free educational model is based on four principles: the person across three different continents. The Regional
use of technology to maximize the use of scarce resources, Dialogues aim to build and sustain an active community of
the sharing of best practices to reduce disparities, case-based leaders, including from both civil society organizations and
learning to overcome complex situations, and the use of digital government institutions, at the regional level. These meetings
provide opportunities to share best practices and experiences

databases to track outcomes.

The ECHO SUCCESS programme for Francophone Africa around key thematic priorities in the region, which can then be
®

aims to create a virtual learning space that promotes and consolidated through short-term learning exchanges. These
stimulates the exchange of knowledge and practices to support platforms are designed to galvanize thinking and encourage
Francophone LMICs in the development and implementation collaboration tailored to specific regional needs and facilitate
of national strategic plans for cervical cancer eradication. The engagement and opportunities through targeted promotion
ECHO® SUCCESS programme will bring together different and language support.
francophone LMICs (AFRO and Caribbean region) to support
the process of preparing and implementing a strategy to French adaptation of the documentary film Conquering Cancer
eliminate cervical cancer. A curriculum of 12 sessions, one per Conquering Cancer is a global social impact communication
month, has been developed based on the six building blocks initiative designed to stimulate and celebrate efforts to
approach, international guidelines and the global/regional eliminate cervical cancer worldwide. The campaign also
framework for cervical cancer control, good practices and aims to disseminate the results achieved in countries where
experience sharing – including from the SUCCESS project – elimination is imminent in order to inspire policy-makers in
and key themes and needs expressed by participants.

other countries to join the movement. As part of this social
communication campaign, a documentary film has been

Regional Dialogues on women’s cancers

produced. Filmed in several countries around the world, this

In addition to sharing experiences and lessons learned production traces the history of cervical cancer and the various
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measures available to achieve the elimination of this disease. on strengthening linkage to addiction and medical care for people
Between patient testimonies and interviews with experts, who inject drugs (PID), and access to hepatitis C treatment for PID
viewers follow the path that leads to the hope of eliminating people in Vietnam.
this disease by 2030.
As a tool for raising awareness among health-care providers

Tracey Shissler is Implementation Director, SUCCESS, Jhpiego,

and women, as well as for advocacy with relevant stakeholders, based in Baltimore, USA. She is an experienced global health
the SUCCESS project has harnessed the opportunity of this project leader, with over 20 years of international development and
campaign by filming video vignettes in Côte d’Ivoire and programme management experience. Tracey manages reproductive
Burkina Faso, in addition to coordinating the French translation health projects and portfolios with regional and country
of the original production. This French version of Conquering colleagues and consortia partnerships on integrated health system
Cancer, incorporating the realities of West Africa with the interventions including cervical cancer prevention in sub-Saharan
integration of footage shot in the two project countries, is now Africa and Asia. Tracey prioritizes supporting team development
available for broadcast in all Francophone countries.

and growth within projects to have an impact on women’s health
outcomes beyond projects. Tracey currently leads Jhpiego’s

Conclusion

overall approach and implementation under the Unitaid-funded

SUCCESS will continue its cervical cancer prevention SUCCESS project and is a co-Chair to Jhpiego’s Diversity, Equity,
engagement, support and activities with Ministries and and Inclusion Committee.
Departments of Health in Côte d’Ivoire, Burkina Faso,
Guatemala, and the Philippines. In addition, it will continue

Dr Kirstie Graham is the Director of Capacity Building at the

to harness, promote and support the role of civil society, as Union for International Cancer Control (UICC), and leads a team
a key factor in ensuring the continued accountability and responsible for developing and delivering a portfolio of activities
sustainability of achievements and progress made at the that supports UICC’s 1,200-strong membership. Prior to this,
national level, both in the project countries and beyond. As Kirstie led and supported a series of operational research projects
described, SUCCESS will also deliver a series of activities at Malaria Consortium and at the University of Leeds, UK, focused
through to November 2023 with the goal of being able on improving the delivery of health services in LMICs, following the
to sustain the model and encourage its adoption by other completion of her Masters in International Health at the University
countries, thereby contributing to the elimination of cervical of Leeds. Beginning her career in scientific laboratory research, she
cancer globally. n

also has a PhD in Cardiovascular Research from the University of
Sheffield, UK.
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Ovarian cancer

Projected increases in cases and deaths from ovarian
cancer are due to hit developing countries hardest
by 2040, yet many of them lack sufficient data to
advocate and drive effective change to deal with
this challenging disease. This novel collaboration
brings together advocates and clinical teams from 24
low- and middle-income countries, with the World
Ovarian Cancer Coalition and the International
Gynecologic Cancer Society to show the experience
of women being treated at hospitals in these
locations, as a way of identifying local, national and
global priorities for action.

symptoms, regardless of stage or type of disease (3). The

By the year 2040, the Global Cancer Observatory American Cancer Society cites 2020 five-year survival figures
(GLOBOCAN) predicts that there will be 428,966 cases for epithelial ovarian cancer at 49%, with 59% diagnosed at
of ovarian cancer each year, and 305,858 annual deaths, the most advanced stages (4). The Concord-3 study showed
representing increases of 36.6% and 47.6%, respectively, high-income country five-year survival rates of between 30%
over 2020 (Figure 2) (1).

and 49% (5).

Currently more than 823,000 women live within five years of

Family history, in addition to age, is the most significant risk

their diagnosis. Additionally, GLOBOCAN states the greatest factors for ovarian cancer, with between 13% (6) and 18% (7)
increases will be in low, lower- and upper-middle income of women found to have BRCA 1 or BRCA 2 genetic mutations,
countries (LMICs), where 70% of women with the disease varying by country. Lynch Syndrome also confers a family
currently live (2). Across the African continent alone, cases are risk. Genetic testing identifies optimal treatments and family
expected to almost double (Figure 3).

members who may be at risk, but discussing family history can

Even in high-income countries, ovarian cancer is difficult often be taboo, and access to genetic testing is either nonto diagnose and treat. Ninety-percent of women experience existent or minimal and very costly in LMICs.
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Figure 1: Country vignettes provided by Every Woman Study Country Leads

“Pregnant woman had one cycle of chemotherapy.
Her husband then abandoned her removing her
access to health insurance. Following the birth of
the child she had surgery, but it took several
months to reinstate the insurance so she could
access further chemotherapy”
Kenya

“An estimated 30% of women disappear
before taking up chemotherapy. For those
who start around 10% will not get the
required course, often due to stock outs”
Malawi

“Up to 70% of women with ovarian
cancer present at the hospital with
scarred abdomens after visiting local
healers before seeking medical help”
Ghana
“Patient came once, travelling 500 miles,
over 18 hours in an ambulance for
treatment, which was free. Having
returned home she could not afford any
further journeys to the hospital”
Nepal

“Partners of women with ovarian
cancer do not want male doctors
examining their wives”
Peru

It is widely acknowledged that there is a
lack of robust data in many LMICs to drive

Figure 2: GLOBOCAN, Cancer Tomorrow, predicted increases in annual incidence
and deaths. Accessed 26 July 2021

effective cancer control plans (8,9) and up until
recently the focus of health policy has been on

313,959

communicable diseases. The Cervical Cancer
Elimination Strategy and HPV vaccines have

115,007

introduced opportunities for the improvement

36.6%

of cancer detection and care in women. For

increase in incidence

many LMICs, whilst the challenges from this

207,252

huge killer are far from over, they should reduce

98,596

significantly over time. This provides the
opportunity to minimize the devastating impact

2020

47.6%

2040

increase in mortality

ovarian cancer has on individuals and societies,
and it is vital that ovarian cancer is not
neglected in national cancer plans.

Figure 3: Burden of increase; GLOBOCAN Cancer Tomorrow. Accessed 26 July 2021

			

Incidence 2020

Incidence 2040

% Increase

The Every Woman Study™ (2018)
The World Ovarian Cancer Coalition’s
vision is a world where every woman

Asia				170,759		235,360		38.8%
Europe				66,693		72,916		9.4%

with ovarian cancer has the best chance
of survival, and the best quality of life,
wherever she may live. This is to be
achieved by empowering the global
ovarian cancer community, through
knowledge, collaboration and action. In
2018, the Coalition developed the first
Every Woman StudyTM, an online survey

North America

		26,630		33,510		25.9%

Latin America and Caribbean

24,263		34,974		49%

Africa				25,513		45,302		86.9%
Oceania				2,101		3,006		44.6%
World				313,959		428,966		36.6%

shared by social media and advocacy
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The Every Woman Study™: LMIC Edition

Figure 4: The Every Woman Study TM (2018)

The lack of data from women in LMICs about
their ovarian cancer experience was a key driver
for the new study. However, it was clear that
the online approach would not deliver sufficient
numbers to provide robust information at a global
or national level. To address this, the Coalition
decided to partner with the International
Gynecologic Cancer Society (IGCS) because of
their established networks in many LMICs, and
their strong public commitment to health equity.
An Oversight Committee was formed with
groups, to find the challenges and opportunities to improve equal representation from clinicians and patient advocates
survival and quality of life for women with ovarian cancer from the six major geographic regions. In addition to adapting
(Figure 4).

the original survey and extending the reach of the Study, they

The results published in 2020 (10) defined a set of common gave, and continue to provide, invaluable insight on the care of
obstacles and problems, but also revealed that each country women with ovarian cancer in their region.
varied in the extent to which particular challenges were an

Women, attending appointments at participating hospitals

issue. No one country was without significant challenges, from within five years of their diagnosis, will be invited to participate
women’s knowledge of ovarian cancer, patient, doctor and in a 30-minute survey. Questions cover the time from presystem delays in diagnosis, access to surgery, trials, treatment diagnosis through to post-treatment and include knowledge
and genetic testing, and levels of information and support. This of ovarian cancer prior to diagnosis, experience of symptoms,
revealed important opportunities for progress.

the diagnosis, treatment decisions, the long-lasting physical,

However, one key limitation of the study was that 95% of emotional, and financial effects of the disease, and the impact
respondents to the 2018 study lived in high-income countries, of COVID-19 on care. Depending on their location, language,
reflective of the approach taken to recruitment (Figure 5). literacy skills and digital connectivity they can self-complete
Globally, just 30% of women with ovarian cancer live in these the survey by email, WhatsApp or on paper, or have someone
settings (11).

interview them and record their answers. Where possible

Figure 5: Location of women with ovarian cancer versus EWS 2018 participants

100%
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40%
30%
20%
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High income
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Lower-middle income

Proportion of women with ovarian cancer living in these settings (Globocan August 2021)
EWS 2018 participation

46 CANCER CONTROL 2022

Low income

WOMEN’S CANCERS

Figure 6: Every Woman Study: LMIC locations, August 2022

they are provided with details of local nongovernmental

Figure 7: Word cloud of 27 available translations

organizations that can provide a variety of support.
From an initial target list of 31 low, lower-middle and uppermiddle income countries, there are now 24 countries either
already collecting data or waiting for ethics approval (Figure
6), with translations in 27 languages (Figure 7).

Country specific contexts
As part of the Study, participating Country Lead Clinicians are
interviewed about their experiences of caring for women with
ovarian cancer in their country.
Dr Afrin Fatima Shaffi, Gynaecologic Oncology Fellow at Moi
Teaching and Referral Hospital in Kenya:
“There are some very significant challenges. One of the biggest is
the very late presentation of women at the specialist centres,
and the fact that many women never make it that far. They
often do not realise they are sick, and may try many herbal

patients, nearer where they live to improve the uptake of

remedies first. Often, they will need permission from their

treatment, and a bigger workforce. Often there may be just three

husband or elders to pursue medical treatment options, and

doctors seeing 60 patients in a day at the cancer clinic. We have

many face stigma that their illness is related to witchcraft, and

limited options to treat relapse, and there is no access to trials.

are suspicious of medical treatments. Cost can be a huge barrier,

As clinicians we need to build rapport with our communities,

even US$ 5 for health insurance can be 20–25% of monthly

so people trust in the care we can give. We need to empower and

income, and many need to travel, often hundreds of kilometres,

educate women to seek help in a timely fashion, and we need

to the nearest cancer hospital. Consequently, treatment is often

policy-makers, stakeholders, and government to get on board

interrupted or abandoned.

with us to tackle these challenges, as we are seeing increasing

On a systems level we need more hospitals to care for cancer

numbers of ovarian cancer cases.”
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Dr Shaffi’s reflections are shared by many of her
counterparts, but as with the original Study a picture is
emerging of variations between countries on the most pressing

Figure 8: Ms Lee Sze Yue (left) and Dr Rubandra Kalimuthu (centre)
obtaining consent from Ms Tay Siew Kiok (right), the first patient to join
The Every Woman Study TM 2022 at the University of Malaya Medical
Centre daycare facility

issues. So far, other key themes include:
J lack of cancer registry data makes planning for care difficult;
J even where costs of treatments are reimbursed, there can

be a lack of accessible and affordable diagnostics meaning
women never reach the point of diagnosis and care;
J drug supplies can be patchy with regular stockouts,

challenging adherence to treatment regimes.
For some clinicians there is a considerable personal toll
caring for women when they know most of them will die from
their disease, especially in settings where there is a mistrust
of or a disbelief in modern medicine, and where women are
unable to access medical care and treatments freely, or where
there is civil unrest. This has included but not been limited to:

Chinese. To date, their lead centre at the University of Malaya

J contributing personally to help fund care (e.g., funding

Medical Centre, Kuala Lumpur, has already collected data on

blood supplies);

50 women (Figure 8).

J advocating on behalf of women with local faith leaders, and

family members so treatment can start or continue;
J knowing that many women “disappear” during treatment,

Professor Yin Ling Woo, University of Malaya
Medical Centre, Kuala Lumpur, Malaysia

unable or unwilling to bear the direct or indirect costs of

“This collaboration has created opportunities

care;

for us in Malaysia. While we have

J lack of pathology services and genetic testing;

spearheaded many ‘firsts’ in terms of research here in South

J having to go into hiding because of the risk of kidnapping

East Asia, there has not been any real advocacy specifically

and local unrest or just deciding to emigrate because they

for women with ovarian cancer. When we were approached,

feel they cannot tolerate the situation any longer.

we were very excited. More importantly, the Study led to
a collaboration with the World Ovarian Cancer Coalition,

Unsurprisingly, COVID-19 had a devastating impact on

leading us to consider a dedicated ovarian cancer patient

clinicians’ ability to care for women, especially in the early

support group in Malaysia allowing us to work hand-in-hand

pandemic phase when local or national lockdowns meant

with ovarian cancer warriors. The Coalition has provided us

women could not travel for treatment. As a result, many

with guidance, and as a result, the Malaysian Ovarian Cancer

women just “disappeared” and have not been seen since.

group was established. Although MyOvaCa group is in its

In Nigeria, the Country Lead reported that diagnosed cases

infancy, it is already serving women as a platform for peer

in 2020 fell to below 30% of the previous year. Hospitals

support, education and in time, to advocate for their own

and clinicians were repurposed to the pandemic effort,

needs. We are grateful for the education and social media

and to this day there is a legacy of COVID-related delays,

materials from the Coalition which has helped us to accelerate

and significantly greater numbers of late-stage diagnosis.

our own webinar series and social media content creation.

However, the pandemic delivered benefits for some, including

“Through the interviews with women, we have come to

better resourced intensive care units and more streamlined

realise how little women knew that their symptoms could be

approaches to care.

linked to cancer, how important families and religion can be
in supporting women during this time, and how isolating it is

The Every Woman Study™ in action

for those without these forms of comfort. Many came to our

Data collection is underway in several countries but the

hospital because of its affordability, but even so they need

complexity of managing 125 participating sites in 24 countries,

information about sources of assistance.”

means that start dates are staggered. Data collection will end
in June 2023.

The formation of Ovarian Cancer Malaysia is an important

Malaysia was the first country to start collecting data for early outcome for both the Study and the local team. In
the Study, offering the survey in English, Bahasa Malay and Malawi, the lead advocacy group, the Women’s Coalition
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Against Cancer (WOCACA) engaged with
national

policy-makers

straight

Figure 9: Early outcomes from the Every Woman StudyTM: LMIC Edition

away,

and the Ministry of Health have since
supported implementation. A number of
country teams have expressed an appetite
to continue data collection even beyond
the official cut-off date. For some, this is
their first collaborative venture within
their country, and some teams are already
discussing how they could adapt the Study
to cover other gynaecologic cancers.

Challenges of managing equity
Developing, co-ordinating and managing a
study across a wide range of countries, and
variety of hospitals is a complex task. Key
challenges include:
J ensuring the participating centres

Dr Aisha Mustapha, Ahmadu Bello University Teaching

reflect the variety of care within a country;
J accommodating the huge variability in language, literacy

Hospital, Kaduna State, Nigeria

levels, and internet connectivity, ensuring women with

“It has opened my mind to the possibilities of improving care

least resource can participate;

for women with ovarian cancer in Nigeria. I believe that the

J providing sufficient resource for core expenses (translation,

Study will improve our understanding of key local issues and

ethics submission) and in those places with least resource,

enhance our advocacy efforts. Taking part is also a gateway

other essential items like data entry support;

to initiating even more research in the future.”

J balancing countries’ different needs within the study

approach.

for a grants programme, based on national priorities, are
currently being sought. n

A unified approach among and even within some LMICs is
not feasible. The Oversight Committee has provided invaluable

Frances Reid, MBA, is programme director for the World

guidance on tackling issues. A flexible, direct and pragmatic Ovarian Cancer Coalition. She has worked with women who have
approach with local teams has proven essential when tackling had ovarian cancer since 2003, advocating for improvements in
inequity on this scale. This has added complexity to the Study survival and quality of life. Joining the coalition in 2017, she led
and data analysis, but it is rewarding to see some early benefits the development of the Every Woman StudyTM and is principal
as we enable voices from more women and clinicians from investigator for the LMIC edition.
LMICs to be heard (Figure 9).

Previously working in UK charities, she developed the Target
Ovarian Cancer Pathfinder Study (2009, 2012, 2016) which led

Results and beyond

to the formation of the All-Party Parliamentary Group on Ovarian

Analysis will begin once data collection ends in June 2023 Cancer, the development of new national guidelines, and awardand key findings including variations between countries winning professional development tools for general practitioners.
examined. Data at a national level will be jointly owned by the
Coalition, IGCS, and the Country Lead, with country specific

Dr Tracey Adams is a clinician, specialist in Obstetrics and

reports produced for each setting, highlighting variances from Gynaecology and a subspecialist in Gynaecological Oncology in
the global data set and helping identify national priorities. the Department of Obstetrics and Gynaecology, Groote Schuur
Participating country teams will be supported to submit for Hospital, Cape Town, South Africa. Her research interests include
publication, and all participating clinicians will be listed as peri-operative care, HPV-associated multizonal disease in women
authors on all the papers.

and ovarian cancer. Her passion lies in advocacy and serving the

The project team, Oversight Committee, and already many women of South Africa in a resourceful yet respectful manner. She
Country Lead Clinicians believe the Study is just the start of an is affiliated to the SAMRC UCT Gynaecological Cancer Research
important and ongoing journey. Potential sources of funding

centre (GCRC), as well as UCT Global Surgery. Tracey is Co-Chair
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of the Every Woman StudyTM: LMIC Edition Oversight Committee,
and Country Lead for South Africa.

Clara MacKay, MPA, is CEO of the World Ovarian Cancer
Coalition, and has nearly 20 years of experience in cancer advocacy,
covering ovarian, pancreatic, bowel, prostate and breast cancer. She

Anmol Bajwa is undertaking a Masters in Health Policy and was a founding member of the World Pancreatic Cancer Coalition
Management at Columbia University’s Mailman School of Public and Chair of Cancer 52 – a network representing the interests of
Health focusing on health policy analysis. Her passion for public rare and less common cancers. In 2015, she was appointed to an
health and health equity began while developing health promotion Independent Cancer Taskforce established by NHS England, UK, to
programmes for menstrual hygiene and women’s health in India. develop a five-year strategy for cancer services. Now based in Nova
Her research interests include the role of analysis in the formation Scotia, Canada, Clara is also Chair of Craig’s Cause Pancreatic
of health policy, cross-national comparisons of health systems, Cancer Society.
and how policies affect barriers and access to health care. She is
working with the World Ovarian Cancer Coalition to undertake

Dr Aisha Mustapha is a Consultant in Gynaecologic Oncology

and analyse interviews with Country Lead Clinicians for the Every at Ahmadu Bello University Teaching Hospital, Zaria, Kaduna
Woman StudyTM: LMIC Edition.

State Nigeria, and a Senior Lecturer at the affiliate University.
She is involved in the clinical care of gynaecologic cancer patients

Phaedra Charlton is the Director of Communications and in addition to teaching, research and advocacy. Her passion is to
Marketing for the World Ovarian Cancer Coalition. She has had improve indices in the entire gynaecologic cancer care continuum
a varied career since receiving her BA in Communication Studies in her home country through prevention, prompt diagnosis and
from Concordia University, Montreal, in 1997. Initially working for evidence-based treatment.
several years in the major motion picture industry in accounting,

She is the Nigeria Lead for The Every Woman StudyTM: LMIC

Phaedra looked for more fulfilling roles and transitioned into Edition bringing together 12 hospitals to provide the much needed
public administration and later entrepreneurship, always with opportunity to improve care to these women.
a focus on communications, marketing and design. In addition
to her work with the World Ovarian Cancer Coalition, Phaedra

Dr Afrin Shaffi is currently in the final year of gynaecologic

assists other charitable and publicly-minded organizations on an oncology sub-specialty training at Moi University/Moi Teaching
ad hoc basis with their messaging and marketing.

& Referral Hospital in Kenya and a Fellow of the International
Gynecologic Oncology Society.

Robin Cohen is the CEO and Co-Founder of the Sandy Rollman

She maintains a special interest in improvement of gynaecologic

Ovarian Cancer Foundation. She is a member of the Oncology cancer care through research and in addressing disparities in
Nursing Society, the Society of Gynecologic Nurse Oncologists health care, making cancer care accessible to all. She is currently
and the Cambridge Who’s Who. She has been recognized as one of working on several research projects on cervical and endometrial
the 75 Greatest Living Philadelphians, the 2016 recipient of the cancer. Dr Shaffi has spearheaded various cervical cancer screening
Cindy Melancon Leadership Award, and 2020 recipient of Cure programmes in underserved communities in rural parts of Kenya.
Magazine’s Ovarian Cancer Hero Award. She is Vice President of
the Board of the Ovarian Cancer Research Alliance, Vice Chair of

Professor Woo Yin Ling is a Professor of Obstetrics and

the Board of the World Ovarian Cancer Coalition and Co-Chair Gynaecology at University of Malaya and a Consultant
of the Every Woman StudyTM: LMIC Edition Oversight Committee. Gynaecological

Oncologist

in

University

Malaya

Medical

Centre. She completed her specialist and subspecialty training
Mary Eiken has been a senior association executive for over in gynaecological oncology and postdoctoral research degree in
24 years with experience in the field of association management, the UK and was conferred her PhD by Cambridge University. As a
19 years spent in gynecologic oncology. Mary became the first clinician scientist, she describes her work as “Malaysian centric”. Dr
CEO of the International Gynecologic Cancer Society (IGCS). Her Woo has contributed to many OCAC (Ovarian Cancer Association
expertise in governance, policy, strategic planning, and volunteer Consortium)-led studies and is the main clinical lead for the MaGIC
engagement has brought incredible opportunities and positive study (Mainstreaming genetic counselling for genetic testing of
change to the IGCS.

BRCA1/2 in ovarian cancer patients in Malaysia).

Through a variety of strategic partnerships, new programmes,
engaging leaders globally, and diversifying revenue streams, IGCS
has enhanced its global footprint significantly with a membership
of over 3,300 and engaging with over 13,000 professionals
internationally.
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Oral cavity cancer screening and
early detection in rural India
SB Sutcliffe, Two Worlds Cancer Collaboration Foundation, Kelowna, BC, Canada; SS Broughton, Two Worlds Cancer
Collaboration Foundation, Kelowna, BC, Canada and Faculty of Health and Social Development University of British
Columbia, Okanagan, Canada; M Datta, Faculty of Dentistry, University of British Columbia, Vancouver, Canada; CSK
Chaitanya Nallan, Panineeya Institute of Dental Sciences, Hyderabad, India; NDVN Shyam, Government Dental
College, Osmania University, Hyderabad, India; P Kumari, Department of Zoology, Nizam’s College, Hyderabad, India;
JJ Mathews, MNJ Institute of Oncology & Regional Cancer Centre, Hyderabad, India and Division of Palliative Medicine,
Departments of Medicine and Oncology, Queen’s University, Kingston, Ontario, Canada; SM Wai, Two Worlds Cancer
Collaboration Foundation, Kelowna, BC, Canada; JN Jagannath, MNJ Institute of Oncology & Regional Cancer Centre,
Hyderabad, India; V Rapelli, MNJ Institute of Oncology & Regional Cancer Centre, Hyderabad, India; S Kumari, MNJ
Institute of Oncology & Regional Cancer Centre, Hyderabad, India; G Palat, MNJ Institute of Oncology & Regional
Cancer Centre, Hyderabad, India; and DM Laronde, Faculty of Dentistry, University of British Columbia, Vancouver,
Canada and Cancer Control Research, BC Cancer, Vancouver, Canada

An opportunity to apply novel technologies and expertise led to a regulatory board approved study of oral
cancer in rural India where, compared to high-resource countries, oral cancer is more common, usually clinically
advanced and symptomatic, challenging to palliate effectively, and associated with stigma, isolation, pain,
distress and financial compromise in lesser-resourced settings, but is potentially curable if detected early.
Implementation of a screening and early detection programme requires understanding, mutual respect and
trust between collaborators and institutional/organizational partners. The protection of participants in research,
compliance with local and international human ethics board standards, and attention to rigorous conduct of
research according to approved protocol requires interpretation, adaptation and contextualization consistent with
clinical research in rural, community-based settings in low- and middle-income countries.

O

ral cancer is the second most common cancer in India,

Early detection of oral cancer offers the best chance for

impacting both sexes, with over 135,000 new cases reducing mortality rates and improving treatment outcomes
and 75,000 deaths reported annually (1), accounting (11). In high-resource countries, where access to dental

for almost 30% of India’s cancer burden (2). Squamous cell care is widespread, oral cancer screening is often provided
carcinomas are most common, arising through stages of opportunistically in dental offices. Access to dental care in
potentially malignant conditions ranging from hyperplasia to lesser-resourced settings is available to a minority of people
severe dysplasia (3).

(12). Screening for oral cancer is a quick, painless and non-

Mortality rates are high primarily due to delayed diagnosis invasive examination to detect suspicious lesions at a time
and advanced stage at diagnosis (4). The 5-year survival rate when treatment can reduce mortality. To be useful at a
for early oral cancers is 60%, compared with 3% for advanced population level, interventions need to be deployed safely in
and/or metastatic disease (5). The burden of oral cancer the community, using simple technology, applied by available
reflects reduced access to health-care resources and services and appropriately-trained personnel.
due to cost, distance and time/opportunity; adverse social
determinants of health; and higher exposure to risk factors Methods
such as smoked and smokeless tobacco use with betel quid, The study represented a collaboration between a governmentareca nut, alcohol and limited oral hygiene (6-8).

funded hospital, the MNJ Institute of Oncology & Regional

Human papillomavirus (HPV) associated head and neck Cancer Centre, the Pain Relief and Palliative Care Society (an
squamous cell cancers (HNSCC) whilst increasingly common NGO in Hyderabad), a government funded Dental College
in high-resource countries, are less so in India. The HPV- (GDC-Osmania University [GDC]), a private dental research
associated cancers have a different biology and a better institute (Panineeya Institute for Dental Sciences & Research
prognosis; however, the impact upon management in India is Centre [PIDS]), the Faculty of Dentistry (UBC), the BC Cancer
less clearly defined. Recommendations have been proposed to Research Centre and Two Worlds Cancer Collaboration
guide practising oncologists in India when dealing with HPV- (TWCC), a Canadian NGO.
associated HNSCC (9, 10).

The study was conducted in two phases – feasibility (n=114
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subjects) and pilot (n=1116 subjects) – in rural, community

Figure 1: Facility ambience following painting and facility upgrades

locations using readily available technologies and minimal
reliance on highly-qualified health-care professionals. A one
day screening and detection camp established the feasibility
and justification for proceeding to a pilot study. In addition to
visual and fluorescence examination, conventional cytology
and DNA image cytometry (DNA-ICM) of oral lesion brushings
were used to identify high-risk lesions in the pilot study (13,14).
Ethics approval was granted by UBC and MNJIO.
Subject enrolment
Male and female participants >19 years were commonly
agricultural or unskilled labourers, poor and of low
socioeconomic

status,

commonly

illiterate

requiring

Figure 2: Decoration to enhance educational facility ambience

translation of documents, requiring interpreter assistance
with comprehension, using surrogates for written signature
and dependent upon daily employment for their livelihood i.e.,
losing income through time off to participate in clinical research
whilst asymptomatic and unaware of illness. Awareness,
promotion and participation required marching drummers,
local community communication, village leader engagement to
endorse participation, choice of day(s) for screening, minimizing
absence from work, ease of travel and encouragement of
compliance (facility, shade, privacy, toilets, hospitality) and
navigation through the entire screening process.
Inclusion and exclusion criteria

– conducted the project. Three separate on-site workshops

Subjects were eligible for screening if 18 years or older (no provided orientation to clinicians from PIDS and GDC and
upper limit) and able to understand and willing to sign a written volunteers from Nizam College to the study protocol and data
informed consent form. Subjects were excluded if under 18 collection tools, emphasizing a sequential process recording
years of age, unwilling to provide consent, had a prior history of demographics, medical history, risk factors, results of extraoral,
oral cavity cancer, or concomitant physical or mental disability intraoral white light and blue light (FV) examinations, and
precluding ability to comply with study protocol requirements. mucosal brushings for DNA analysis. Teaching sessions
Of the 1116 enrolees in the pilot study, the mean age was were followed by “hands-on” clinical sessions practising oral
47.98 ± 16.3 years (range 18–90), 46% were male, 24% were screening on each other using white-light, FV and mucosal
farmers, 25% were labourers, and the median annual income brushing.
was 60,000 rupees (~US$ 725).

The coordination and management of personnel, with
the assignment of activities to the appropriate levels of skill,

Site selection and facilities

maximized the efficient use of resources, both human and

For the feasibility study, a rural community school 50 kms financial – social workers raised awareness of the upcoming
from Hyderabad, was identified. Infrastructure upgrades screening camp in the villages, undergraduate students
– installation of secure, safe electricity supply, furniture, conducted registration and demographic data collection, dental
ambience (Figure 1), painting (Figure 2) and toilet facilities – students conducted the physical and oral examinations, dental
were funded by TWCC.

specialists supervised examinations, clarified interpretations

For the pilot study, screening sites with existing basic and conducted biopsies, and clinical supervisors oversaw the
infrastructure resulted in selection of local community health completion of all processes.
clinics in six villages around Hyderabad.
Study protocol
Training of investigators and volunteers

Prior to this study there was a limited familiarity with protocol-

Forty-two personnel – clinicians, non-clinicians and volunteers based, ethics-approved, clinical investigative research. The
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study protocol was developed iteratively over an 18-month

Figure 3: Equipment and supplies provisions for screening facility

period, incorporating current knowledge and practice as
adapted to the context of a rural setting in India. Challenges
included the rigorous adherence to the protocol to ensure
standardized, quality interventions, language difficulties
despite common use of English language, differences in dental
techniques and infection control practices. Despite preferred
local familiarity with phone cameras, the need for security
of images necessitated training with study point-and-shoot
cameras. The need for valid, credible and publishable results
was emphasized with respect to policy formulation regarding
population-based screening and early detection.
Risk assessment and examination forms to collect
demographic and clinical data were adapted from previous

Figure 4: Registration of subjects by professional staff and volunteers

Canadian screening studies and modified to incorporate local
practices.
Screening camp process
Equipment and supplies (Figure 3) for screening were
transported and set up at the venue on the day of the
screening camp. Informed consent, demographic and risk
habit information (risk assessment) were obtained at the
registration desk (Figure 4) before participant being escorted
into screening station rooms by volunteers. Individuals with a
prior history of oral cancer or concomitant physical or mental
disability precluding compliance with the study protocol were
screened but excluded from the study. Team leaders ensured

Figure 5: Extra-oral exam

all screeners followed a systematic approach and filled out the
risk assessment form completely.
Equipment and procedures
VELscopes were donated by LED Dental, Inc., and BC Cancer
Research Centre (Cancer Imaging), shipped by air and, despite
preparatory communications held with Indian Customs in
Hyderabad, were released only after communications between
senior Indian government officials and OCC project members,
along with the payment of excise taxes.
DNA-ICM analysis was performed on specimens obtained
with a cytology brush. The brush specimen was placed in a cell
preservative vial, with vials from each screening day packaged texture and tenderness (Figure 5). Intraoral examination for the
and transported to the laboratory in Pune, India, for cytology presence of lesions was by white light from handheld torches
and DNA-ICM assessment. Ideally, a training set of samples or headlamps (Figure 6). The margins, colour, appearance,
would have been available to the BCCRC research lab for texture, size and site of all detected lesions were documented,
comparative analysis and teaching, but support for samples including colour digital photography (Figure 7).
leaving India was denied by the Indian Ethics Review Board.

Lesions were designated as high-risk and low-risk categories
based on clinical diagnosis. Low-risk lesions included easily

Subject examination

identifiable lesions such as candidiasis, geographic tongue and

Extraoral examination included inspection and palpation of the lesions known to be due to trauma. High-risk lesions included
head and neck region for asymmetries, swellings, tenderness non-healing ulcers, red and white lesions with no known cause
or skin lesions. Lymph nodes were assessed for size, mobility, and lichen planus. Participants with lesions highly suspicious
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Figure 6: Intra-oral white light exam by flash-light

Figure 8: Intra-oral FV examination using a VELScope

Figure 7: Digital photography of oral lesion(s)

Figure 9: Photography of FV lesions with camera over the VELScope

for cancer were reviewed by the oral medicine specialist (NC)

Figure 10: Completion of Risk Assessment Form

and referred for biopsy.
Biopsies were performed under local anesthesia by scalpel
or 4 to 5mm punch, with bleeding controlled using silver nitrate
sticks. Specimens were placed in 10% formalin and transferred
after every camp to GDC for pathology evaluation.
All participants irrespective of lesion presence received an
FV exam in a darkened room (Figure 8). Areas retaining the
normal apple green fluorescence were called FV negative
(FV) while tissue that showed a loss of autofluorescence were
categorized as FV positive (FV+). FV images were obtained
using a digital camera with a filter, fitted over the VELscope
(Figure 9). FV results, particularly FV+, were confirmed by
study PIs to facilitate learning. Examination results were
documented on the participants risk assessment form (Figure debris or overlapping cells mimicking aneuploid cells was
10)

necessary for cytometry interpretation, requiring all abnormal

For each participant, oral brushings were collected from cytometry results to be reassessed by a proficient, fully trained
both lesion and non-lesion sites. DNA-ICM measured the cytotechnician.
presence of cells with abnormal DNA content (aneuploidy) or

The screening protocol flowchart is shown in Figure 11.

increased proliferating cells, which has shown to be associated
with high-risk oral premalignant lesions (OPMLs) and oral Data acquisition, management and statistical considerations
cancers (13,14). Incorrect/duplicate barcodes emphasized Risk assessment form data was entered by study team
the need to double check the labelling on brushing vials and members, initially in Excel (Figure 10), but subsequently
data entry. Cleaning of the DNA-ICM scans to distinguish using REDCap electronic data capture tools hosted at UBC to
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Figure 11: Oral cavity cancer screening and early detection protocol flow chart

reduce data entry inaccuracies. Biopsy reports were uploaded could not be determined as histopathology was not available
on a secure cloud-based server hosted at the BC Cancer. Data for all participants.
analyses were done using the SPSS Version Software 27 (SPSS,
Inc.) To determine the effectiveness of FV and DNA-ICM as Results of the screening and early detection study
adjunct screening tools, sensitivity and specificity analysis was Results presented here are based upon 18 months of internetdone with histopathological diagnosis as the gold standard. For based education and protocol development, a one day on-site
practical and ethical reasons, true sensitivity and specificity study to establish feasibility (n= 114), a two month community
pilot study (n=1116) and the shared analysis and interpretation
Figure 12: Ceremony, recognition and team-building with local chiefs and
community leaders

of the findings.
Visual examination with white light revealed intra-oral
lesions in 13.5% of subjects in the pilot study, and 13% in the
feasibility study, Low-grade dysplasia was present in 2.2%
of all subjects compared to 0.2% rate of dysplasia in a large
randomized controlled trial in Kerala (11). Relevant OPMLs
included dysplasias and a single case of carcinoma in situ. A
history of chewing pan or tobacco was significantly associated
with the presence of dysplasia (p < 0.001).
Using histology as the reference, the sensitivity of FV
to detect dysplasia was 96% and specificity was 17%. The
sensitivity of combined cytology and DNA-ICM for detecting
dysplasia was 64% and specificity was 86% (15,16).
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Discussion

proportion will progress (20-23).

Reports of clinical research commonly focus on the scientific

It is possible to undertake screening for oral cavity cancer,

and medical content of studies conducted in high-resource in rural, community settings using available technology
settings. Although the same content relevance applies to low- and personnel. Using scheduled health camps rather than
and middle-income countries (LMICs), the conditions under community non-medical facilities required fewer facility
which clinical research is conducted in these settings are not upgrades and a more ready ability to conduct interventions,
the same, and requires adaptation to local circumstances e.g., biopsies. It also would allow combining counselling,
and available resources. This study required a collaboration screening and general health check-ups. Locating screening
between a local community with limited health awareness, sites in primary health-care centres could facilitate industrial
literacy, education or transportation and a facility (an and office worker participation, and might improve participant
elementary school) requiring a secure electrical supply and acceptance and follow-up.
upgrades to host public services: a local, predominantly

Screening programmes are resource intensive and need to

volunteer health professional workforce comprising university be addressed within an organized health system encompassing
students, medical and dental residents, fellows and specialists all aspects of disease control – prevention, risk factor control,
from academic tertiary urban institutions; an international registration, diagnosis, treatment and palliation of disease.
dental clinical and research volunteer faculty with expertise Given the population size and the proportion with risk
in clinical practice, protocol-based clinical research, and factor exposure in South Asia, optimizing screening tools for
technology

development;

and

an

international

NGO accurate lesion detection, triage and follow-up of positive,

comprising volunteers with clinical and academic experience, indeterminate, incomplete or equivocal findings is essential.
health administration, and funding. Approximately 20 A high sensitivity and specificity of screening interventions
months of scheduled virtual meetings across a 12-hour time- becomes a practical and economic necessity. In this regard,
zone difference, were required for the development of the FV determination had a low specificity for screening, although
protocol, procedures, consents, data forms and ethics review its use for lesion delineation for surgical excision and followdocumentation in India and Canada, and the establishment of up is important. DNA-ICM combined with cytology may serve
a culture of mutual respect, trust and common purpose; i.e., as a non-invasive intermediate tool to enhance specificity and
a need for time, development of trust and true collaboration determination of which lesions need follow-up or biopsy.
as partners conducting a study between a higher and a lesserresourced country in which bi-directional knowledge flow Conclusion
characterized the relationship.

Adherence to overarching principles for the ethical conduct

Large screening studies of oral cancer have been reported in for human research guided the conduct of this research,
India, all using visual examination as the primary screening tool identifying challenges associated with population-based oral
(11,17-19). Adverse risk habits – smoking, alcohol, tobacco and cancer screening in a rural, community setting in Telangana,
pan chewing – are highly prevalent, reinforcing the need to India, necessitating prioritization of processes to meet REB
introduce risk habit cessation counselling along with screening requirements and accepted standards of practice in India and
to achieve long-term success in reducing oral cancer rates.

Canada. Infrastructure, training of all staff and volunteers,

Determining which lesions need further investigation triage and development of treatment pathways for screenbased on clinical examination alone is difficult. Differentiating detected lesions were some of the major considerations.
dysplastic from benign lesions requires a tissue biopsy. In this

Existing infrastructure, such as primary health centres

study, a small number of the lesions were biopsied on-site for in rural India, support from local NGOs, training primary
final diagnosis. Compliance among participants referred to health-care workers to conduct oral examinations with a
the hospital for biopsy was poor, for reasons including limited triage system for those with detected lesions, engaging local
health awareness, ease of travel to the referral centre and loss village chiefs and community leaders (Figure 12) to promote
of daily wages. As a result, the sensitivity and specificity of the awareness about the adverse effects of tobacco and alcohol
adjunct screening tools used in this study cannot be accurately consumption, can facilitate implementation of nation-wide
determined.

screening programmes.

Follow-up and/or treatment for low-grade dysplasia lesions

Screening is not a “stand-alone” activity. It must be linked

is controversial – longitudinal follow-up over time to monitor with accessible diagnosis and treatment for positive screened
for malignant transformation, whilst ideal, is challenging in individuals, and with prevention and risk factor control to
LMICs. Surgical excision reduces malignant transformation reduce the incidence of oral cancers. Continuing clinical
rates but overtreatment can cause undue morbidity as only a research is needed to identify optimal screening intervention(s)
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– simple, applicable in community settings, use by available volunteers who helped with planning, screening and data entry.
health-care personnel with limited requirement for medical/ LED Dental, Incorporated and BC Cancer Research Centre provided
dental specialists, acceptable to subjects (high compliance), the VELScopes for fluorescence visualization; and cytology and
and with established sensitivity and specificity to permit triage cytometry services in India were provided courtesy of Dr Branko
of subjects to achieve cost effective, high-throughput oral Palcic (B Palcic Consulting Ltd).
cancer screening and early detection in countries like India
with large, high-risk populations and limited resources. n
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Sustained advances in paediatric oncology have been achieved through better
organization of multidisciplinary care and embedding a research culture as part of
first line therapy. High survival rates are achievable with treatment regimens using
mostly generic medicines and optimized risk stratification. However, research in
paediatric oncology in low-resourced countries has lagged behind that of highincome countries. To change this, and to stimulate production of evidence most
relevant to local needs, the SIOP PARC Program will invest in capacity development
of large-scale (international and national) cooperative groups working on paediatric
oncology in low- and middle-income countries. The goal of the PARC Program is to
increase the capacity for research-informed treatment of children and adolescents
with cancer and to improve the quality of care and cure. Three PARC-funded capacity
development projects – in Africa, Asia and Latin America – will begin in 2022.

verall survival of children with cancer in low- and is conducted there. Similar to HICs, it is highly likely that
middle-income countries (LMICs) is lower than in childhood cancer patients in LMICs would benefit by adopting
most high-income countries (HICs). The reasons the historical HIC “culture” of offering recruitment into a

for this vary, depending on the different resource levels and clinical trial or study as best practice in order to continually
organization of care and commonly include late diagnosis, improve and further optimize first line therapeutic strategies.
inadequate diagnostic capabilities, poor access to adequate The relative influence of specific issues such as treatment
treatment, deficient supportive care and financial and other tolerance, advanced disease, poor performance status,
family pressures that lead to treatment abandonment. Also, among others, is different in LMICs, so research strategies
patients may have clinical co-morbidities, such as malnutrition developed in LMICs should consider tailoring treatment to
or chronic infections, that influence their tolerance of treatment their particular situation. Hence, in contribution to the World
(1). Despite these challenges, specific initiatives within LMICs, Health Organization’s Global Initiative for Childhood Cancer
often supported by HIC partner institutions or clinical research (GICC), SIOP aims to embed the same research culture and
groups, have demonstrated successful mitigation strategies to capacity into LMICs (10).
improve survival rates of children presenting with potentially

Direct application of treatments developed in HICs may

curable cancers types (2-5). The treatment strategies for most lead to poor results in some situations. A typical example is
paediatric tumours applied in LMICs are based on “standards Burkitt lymphoma (one of the index cancers proposed by the
of care” derived from the results of clinical trials conducted in WHO Global Initiative for Childhood Cancer (GICC) where
HICs, usually with some adaptations to make them feasible in increasing survival results obtained in HICs by administering
the different settings (6,7).

higher doses of chemotherapy resulted in unacceptable fatal

Even though more than 90% of the world’s children live in toxicity in low-income countries (LICs) and middle income
LMICs (8,9), less than 10% of the research on childhood cancer countries (MICs) (11). Therefore, the potential increased
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anti-lymphoma efficacy of higher doses of chemotherapy was

Figure 1: PARC program’s 3 objectives

counterbalanced by increased fatal toxicity (12). In addition, in
LICs and MICs, there is usually a higher proportion of patients
presenting with very advanced disease (this is a subgroup
where severe toxicity is more likely), causing a higher impact

Enable

on survival. This is both because of increased toxicity and also
because of higher relapse rates, explaining the poorer overall

Advocate

survival. So, for this and many other paediatric tumours, it is
necessary to propose context-adapted treatment protocols.
However, only through the evaluation of results, is it possible
to take informed actions to improve outcomes.
The potential importance of biological differences between

Mobilize

global populations is also research-worthy, e.g., translational
research studies on tumour genomics and genetic susceptibility
to treatment toxicities (13).
A pragmatic approach has been implemented by many
paediatric cancer research cooperative groups in LICs and

MICs. Pragmatic clinical trials are defined as research that in some countries in Europe and the United States where
focuses on optimization of choosing between “standard” radiotherapy was easily available and used for all patients; in
care options that generally use generic chemotherapy drugs, some studies, splenectomy was routinely done (16). Forty years
surgical approaches and radiotherapy where available and later, the current treatment of HL in HICs is now more similar
deemed essential.

to the strategy proposed in South America, with the limited use

“Pragmatic trials evaluate effectiveness, the effect of of radiotherapy, and splenectomy for staging was abandoned.
treatment in routine (real-world) clinical practice. Some Other examples include tumours with high survival results
examples include treatment versus active surveillance in obtained in HICs but with intense and toxic treatment which is
patient management, combinations of treatment interventions, difficult to de-escalate.
determination of optimal dose and dose schedule, de-escalation

At the global level, a “standard of care” is essentially a “risk-

of treatment intervention, comparative effectiveness of adapted” choice of treatment options: the intensity of the
different treatment interventions. Health-care professionals chosen first-line therapy is adapted to the anticipated risk of
and academia will generate clinical evidence, by evaluating relapse of the individual child’s cancer. In LICs and MICs, patient
effectiveness in randomized or cluster-randomized academic presentation with more advanced disease is common, and this
investigator-initiated pragmatic clinical trials, how to best already puts doctors in LICs and MICs at a disadvantage to be
perform and deploy evidence-based treatment interventions able to offer effective treatment. Hence, research to improve
that improve outcomes in real life for routine health care, early diagnosis is needed as much as research to improve
including quality of life, for cancer patients who often present treatment.
with co-morbidities”(14). Such studies “take into account socio-

Less intense studies in LICs and MICs may provide important

economic and biological stratification, such as biology of the data which may be later adopted in HICs. Also, including LMICs
disease, gender, cancer stage and age. The chosen treatment into plans for drug development of academic institutions and
intervention(s) [is] adapted to the particular needs of the target pharma may propose alternative dosages or schedules which
population and to the specificities of the provision of care at may be of relevance to LMICs and occasionally applicable
local, regional or national level, duly reflecting the diversity worldwide at the same time as access to new treatments is
across participating countries. Furthermore, affordability and offered worldwide. Hence, bi-directional learning and relevant
accessibility should be taken into account” (14).

research in LICs and MICs may, on occasion, influence the

Implementing pragmatic clinical trials either by adapting global treatment of children with cancer.
HICs results or by proposing original strategies have led to

In other words, to practise evidence-based medicine in

bi-directional learning about essential therapeutic elements. LICs and MICs, there is a need to first generate the necessary
A typical example is Hodgkin’s lymphoma (HL). In the 1980s, evidence relevant to these contexts. In paediatric oncology,
centres in South America treated HL with polychemotherapy implementing high quality pragmatic research programmes
and radiotherapy use was tailored depending on the response has been proven to be feasible and effective (17). Directly
to chemotherapy (15). This treatment was radically different translating the evidence generated at HIC settings or adapting
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Table 1: Excerpt of Data from the Baseline Assessment

Cooperative group Continent		
Countries		
Number of		
Publications
Protocols
							members					opened
CanCare Africa

Africa 			8		11			Yes		2

GFAOP		Africa			15		>300			Yes		3
POEM		Asia			28		>500			Yes		4
AHOPCA		Central America		8		>200			Yes		13
CLEHOP		

Central and South America

6		

Not known		

Yes		

2

GALOP		South America		4		54			Yes		6

that evidence to LICs and MICs without evaluating the results survival rate of children and adolescents with cancer in LMICs
may not always address the specific issues affecting survival by 2030.
rates in LICs and MICs. As in HICs, the best way of making

The PARC Program focuses on the most cost-effective

progress for generating practice-changing data in paediatric way of supporting pragmatic clinical research in LICs and
oncology is by investing in multi-national cooperative MICs, i.e., on supporting the capacity development of already
groups who have the capability to implement clinical trials existing cooperative groups so that they can increase their
and studies with a sufficient number of patients. However, internal capacity to conduct pragmatic research. The PARC
cooperative groups in LMICs face different challenges such Program is divided into two phases, as follows: Phase 1 (May
as insufficient funding, which leads to fragile organizational 2022–May 2025), focusing geographically on Africa, Asia and
structures, lack of dedicated personnel, insufficient resources Latin America, and Phase 2 (June 2025–June 2027) which is
for data management, etc. The lack of dedicated research likely to consider supporting national research groups and/or
personnel, i.e. study coordinators, clinical research assistants specific research proposals from cooperative groups, based on
or data managers, makes it difficult for research cooperative available support at the time.
groups in LMIC to perform clinical research, especially where

The Program is led by the PARC Committee, chaired by

the health-care team is already thinly stretched. Very few SIOP President Guillermo Chantada. Following a call for
hospitals support the salaries of research personnel or provide applications, which was very well received, SIOP assembled
protected time for research to their health-care personnel.

a Committee of 12 global leaders in paediatric oncology, two

Nevertheless, existing cooperative groups have established ex officio officers and two ad hoc advisers. In the Committee,
themselves, creating relevant networks performing a series of there is good geographic and gender balance: 36% come from
pragmatic clinical trials, usually with limited funds raised by HICs and 64% come from MICs and LICs; 57% are male and
their principal investigators and a big effort of participating 43% are female.
health-care personnel donating their time and efforts. Although

In April–May, 2022, in preparation for Round 1 of grant-

there have been several very valuable initiatives globally, these making, the PARC Program carried out a baseline assessment
efforts are not scalable without further organizational and of the existing international cooperative groups operating in
infrastructure support.

Africa, Asia and Latin America. The assessment showed the
following major international cooperative groups on the three

PARC Program

continents (Table 1).

In line with its new Strategy

In addition, national groups such as the Pakistan Society

2021–2025, the SIOP Program

of Paediatric Oncology (PSPO), the Indian Paediatric

for

Research

Haematology-Oncology Group (InPHOG) and the Thai

Capacity for Paediatric Cancer

Advancing

the

Paediatric Oncology Group (ThaiPOG) have comparable

Clinical Trials in Low-Income

impact to an international group because of the size of the

Countries and Middle-Income

populations they each serve.

Countries (PARC Program) seeks to 1) enable SIOP members

The assessment also showed that very few international

and partners to expand research capacity in order to generate cooperative groups are constituted as legal entities and
local evidence for cure and care; 2) advocate for increased use all groups are generally operating with limited or no
of research to provide evidence that optimizes the outcomes funding. While most groups reported that they have some
for children with cancer; and 3) mobilize resources for clinical administrative support, all groups reported insufficient or nonresearch capacity development in LICs and MICs. The PARC existing clinical trial management personnel, with most of this
Program will support the aims of the WHO GICC, to double the work being done currently by overstretched clinical principal
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investigators. Most groups also reported a lack of an electronic

for the management of fever and neutropenia to reduce

data capture and management systems, which hinders their

infection related mortality) and “Zero Abandonment from

research work and capacity.

Start to Finish” (the implementation of a “comprehensive
care package including family support to reduce treatment

Round 1 of PARC Program investments

abandonment” – following a successful pilot in Malawi of a

In Round 1, the PARC Program received seven proposals

similar intervention which reduced treatment abandonment

total from Africa (2), Asia (4) and Latin America (1). For this

from 19% to 7%, p<0.001 – publication in press).

Round, it is important to emphasize that SIOP does not
provide direct support for individual clinical studies; rather, J ASIA The Indian Paediatric Haematology Oncology Group
the support is directed to capacity development for pragmatic

(INPHOG) (19) has a five year plan, starting in 2022, to

clinical research. Once contracting is completed, grantees

enroll 7,500 children with cancer per year by the year 2027,

are expected to begin work in September/October 2022

bringing a 4-fold increase i.e., 20% of the total treated

for two years. Specifically, SIOP seeks to support workforce

childhood cancer patients in India from the current 5%.

training (doctors, nurses, clinical research assistants, data

Their goal necessitates frontline prospective treatment

managers, etc.) as well as the development of infrastructure

protocols and clinical trials for each of the major childhood

and collaborative networks. Support includes training in good

cancers. To achieve this, with support from the PARC

clinical practice, research design, skills in project management,

Program, INPHOG will provide support and build research

etc. The long-term aim is to improve the cure rate of children

capacity in 100+ INPHOG member centres that are treating

and adolescents with cancer by 2030, in contribution to the

children with cancer across India. The aim is to partner with

WHO GICC’s goals.

these centres to conduct multicentre childhood cancer

The winning proposals are the following:

clinical trials with the mission of improving outcomes of

J AFRICA With support from the PARC Program, the

childhood cancer in India through collaborative research.

Collaborative African Network for Childhood Cancer

To date, the Indian paediatric oncology community has

Care and Research Cooperative Group (CANCARE Africa)

conducted 24 collaborative studies since 2015. In order to

(18), a multidisciplinary regional network in sub-Saharan

provide impetus to the five year goal, INPHOG will focus

Africa with 12 hospitals in eight sub-Saharan countries,

on building manpower and capacity in 50 member centres

will help to improve its research capacity in several ways.

and initiating six prospective studies in the next two years

The PARC grant will sustain, formalize and expand research

(October 2022 – September 2024). This would also result

infrastructure, including high-quality local and central

in doubling the number of all children with cancer who are

project and data management, thus increasing research

currently enrolled onto multicentre collaborative INPHOG

capacity and facilitating growth. Secondly, it will facilitate

studies (observational and interventional) which would

the completion, analysis and dissemination of two on-

represent approximately 10% of all children with cancer

going multi-centre prospective clinical studies, Wilms

who are diagnosed and treated every year in India.

Africa and SUCCOUR Phase II. This support will enable
sustained research productivity. This research will provide J LATIN AMERICA The Latin American Group of Paediatric
a critical foundation for future implementation sciences-

Oncology (GALOP) (20), created in 2008 under the auspices

informed intervention initiatives aiming to improve care

of the Children Oncology Group (COG), is a multinational

and survival of children with cancer. Lastly, the PARC grant

cooperative group for clinical trials in childhood tumours

will enable the development and submission of competitive

in Latin America. With support from the PARC Program,

research proposals providing funding on a larger scale to

GALOP aims to register as a formal institution, operating in

ensure future growth, essential research knowledge and,

full adherence to the local laws and international research

most importantly, to improve and increase research and

regulations, as well as to further develop its capacity to build

leadership capacity in sub-Saharan Africa. Furthermore,

sustainable structures that enable to continue performing

CANCARE Africa will host a meeting in Malawi at the end

high-quality pragmatic clinical research through three

of April 2023 with all its collaborators. During this meeting,

distinct courses of action. Specifically, GALOP will finalize

it will discuss and prioritize future research initiatives based

its registration as a civil society organization (CSO), in

on the amount of available funding at that time.

accordance with applicable laws in Uruguay and the region.

They aim for these initiatives to include Wilms Africa Phase

GALOP is registered in Uruguay but still needs to undergo

III (planned to be a randomized controlled trial), “SUCCOUR

a few additional local formalities to fully operate as a

Phase III” (the implementation of a local care pathway

CSO, particularly in the matters of billing, receipts and tax
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status. At the same time, recent regional health research begins with modest investments in Round 1 of grants to three
regulations demand a higher level of compliance and a groups, thanks to the support from Amazon and Sanofi Espoir
more formal procedure for data and specimen sharing for Foundation; however, we plan to build on early lessons learned
future studies. It is crucial for GALOP to advance in formal from the PARC Program and release more opportunities for
agreements with the participating institutions which will clinical research capacity development and support for specific
also allow more institutions to join GALOP. To achieve this research projects in the future. n
goal, GALOP will engage legal consultants, in accordance
with each country’s health research, patient safety and data
protection body of laws and regulations.

Professor Kathy Pritchard-Jones, BMBCh, PhD, FRCPCH,
FMedSci, is Professor of Paediatric Oncology at University College
London’s Great Ormond Street Institute of Child Health, London,

Furthermore, the second area of support from the PARC UK. She leads clinical and translational research in childhood kidney
Program is directly related to research capacity building: cancer and collaborations between cancer registries to understand
particularly human resources, the training of key personnel, as international variations in survival rates. She is the immediate pastwell as a platform for data capture that will allow GALOP to President of SIOP. During her time as SIOP President (October 2019–
create good quality secure data and to improve the quality of October 2022), she refreshed and expanded the Society’s strategy
data collection.

to include the PARC programme, now led by the current president,

The third course of action will focus on the expansion of Guillermo Chantada. Representing SIOP, she continues to work
GALOP to more centers and more protocols. In addition to the closely with the World Health Organization’s Cancer team to support
already active protocols on retinoblastoma, osteosarcoma, implementation of the Global Initiative for Childhood Cancer.
Ewing sarcoma, germ cell tumours and medulloblastoma,
GALOP has chosen two tumours (renal tumours and

Tzvetomira Laub, BA, MA, is SIOP’s Executive Director for

Langerhans cell histiocytosis) where there is already a GALOP Programmes and Strategy, leads on implementation of SIOP’s
group of interested members, with local expertise in which Strategy 2021–2025 in collaboration with the SIOP Board of
a pragmatic protocol may be developed as a demonstration Directors and manages the Society’s programmes. She is a seasoned
project for GALOP expansion. Wilms tumour was chosen by programmes leader who has worked on health, education, and child
WHO GICC as an example of multidisciplinary treatment protection in both development and humanitarian contexts. Prior
whose improvement can be reflected in other solid tumour to SIOP, Tessie worked for the International Rescue Committee in
approaches and contribute to expanding the capacity of Ethiopia, Bulgaria and the United States, responding to refugee
countries to deliver best practices in childhood cancer care (5). crises and supporting humanitarian response to situations of
Latin America has a long tradition of research in internal displacement globally. Previously, she worked as a
histiocytosis with participation in international initiatives Senoir Coordinator at the Inter-Agency Network for Education in
and local translational research projects (21,22,23). During Emergencies and as a Programme Specialist at the Watchlist of
2021, GALOP prompted and facilitated a Latin American Children and Armed Conflict, both in New York City, USA. She holds
collaboration between regional cooperative groups, along with a BA degree in International Relations from Mount Holyoke College
AHOPCA, CLEHOP, and Mexican institutions, to generate a and a MA in Politics from Brandeis University.
diagnostic and treatment proposal for this rare disease, within
the framework of connection, debate, and cooperation. As a

Dr Guillermo L Chantada, MD, PhD, is President of

SIOP

result of the PARC Program, GALOP will propose an adapted (International Society of Pediatric Oncology) and Head of the
original protocol of continental outreach as well as an online Outreach Programme at the Pediatric Cancer Centre Barcelona at
platform for discussing difficult cases.

the Hospital Sant Joan de Deu in Barcelona, Spain. He is also Scientific
Director of the Hematology-Oncology Service at the Hospital Pereira

Conclusion

Rossell, Fundación Perez Scremini in Montevideo, Uruguay and the

Historically, there has been little investment in building the Hospital Universitario Austral in Buenos Aires, Argentina.
capacity of international cooperative groups or large national

Another of his roles is Principal Researcher

at CONICET

groups with a patient load similar to that of international (National Council for Research and Technology) in Argentina and he
cooperative groups. The SIOP PARC Program fills this gap. is also.co-Chair of GALOP (Grupo de America Latina de Oncología
By investing in the capacity development of such groups, Pediátrica) and past President of SLAOP (Latin American Society of
our goal is to increase the capacity for research-informed Pediatric Oncology) 2019–2021. His main research interests are
treatment of children and adolescents with cancer and to retinoblastoma, non-Hodgkin’s lymphoma and neuroblastoma.
improve the quality of care and cure. The PARC Program
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INCTR Branches

Collaborating Units

Offices and Branches

Branches are established as legal non-profit organizations within the country in which
they are located so that they may raise and disburse funds in support of INCTR’s mission.
Branches establish and maintain linkages with cancer centres or units, relevant professional
organizations or elements of national or regional governments and coordinate ongoing
INCTR programmes and projects within the country or region, if located in a low- and
middle-income country. INCTR branches are listed below.

BRAZIL
INCTR Brazil
Assioação International para
Tratamento e Pesquisa do Cancer
Av Nove de Julho, 4275
Jardim Paulista, CEP 01407-199
São Paulo, SP, Brasil
J President: Dr Sidnei Epelman
Contact: inctr@inctrbrasil.org

EGYPT
INCTR Egypt
First Floor, app 10
2 Houd El Laban Street
Garden City, Cairo, Egypt
J President: Dr Hussein Khaled
J Executive Director: Dr Atef
Badran
Contact: atef.badran@gmail.com

CANADA
INCTR Canada “Two Worlds
Cancer Collaboration”
401–41 Alexander Street
Vancouver, British Columbia
V6A 1B2 CANADA
J President: Dr Simon Sutcliffe
J Treasurer: Dr Stuart Brown
J Secretary: Dr Fraser Black
Contact: cci-cancercontrol@
shaw.ca
or Helen@torrance.com

FRANCE
Alliance Mondiale Contre le
Cancer
Institut Curie, 26 Rue D’Ulm
75005 Paris, France
J President: Professor Martine
Raphaël
J Medical Director: Professor
Pierre Bey
J Treasurer: Professor Jacques
Rouëssé
J contact@cancer-amcc.org

INDIA
INCTR India
Swasthya Kalyan Bhawan
Narin Singh Road, Jaipur
302004 Rajasthan, India
Trustees:
J Dr Shivraj Singh (Managing
Trustee)
J Mr Apurv Kumar
J Mr Rajiv Sahai

NEPAL
Nepalese Network for Cancer
Treatment and Research INCTR
Nepal Ghokechaur Banepa 1,
NEPAL
J Chairman: Dr Surendra B B
Shrestha
J Vice Chairman: Dr Manohar Lal
Shrestha
J Member Secretary: Radha Pyari
Nakarmi
Contact: nnctr@ntc.net.np
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UNITED KINGDOM
INCTR Challenge Fund
267 Banbury Road
Prama House, Oxford OX3 7HT
United Kingdom
Contact: max.parkin@ctsu.ox.ac.uk
J Chairman: Dr Max Parkin
J Administrator: Mrs Biying Liu
Contact: bliu@afcm.org
UNITED STATES
INCTR USA
5111 Ambergate Lane
Dallas, Texas
75287 -5405
USA
J President and Chairman:
Dr Madhaven Pillaih
For information: info@inctr.be
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Governing Council
Dr Sultan Al-Sedairy
Vice President for
Development
Director, Research Centre,
King Faisal Specialist
Hospital
Riyadh, Saudi Arabia
Dr Robert Burton
Professor, School of Public
Health and Preventative
Medicine
Monash University
Melbourne, Australia
Dr Nausherwan Burki
Professor of Medicine,
Division of Pulmonary

Medicine
University of Connecticut
Health Center
Farmington, CT Unitied
States

INCTR UK Challenge Fund
Honorary Senior Researcher
Fellow
CTSU – University of
Oxford, United Kingdom

Dr Sidnei Epelman
Director, Paediatric
Oncology
Santa Marcelina Hospital,
Sao Paulo, Brasil

Dr Martine Raphael
President, AMCC, INCTR’s
French Branch
Hopital Bicetre
Paris, France

Dr Ian Magrath
President, INCTR, Brussels,
Belgium

Mr Louis Schoofs
Secretary/Treasurer, INCTR
Former Chief Administrator
Institut Pasteur
Brussels, Belgium

Dr Donald Maxwell Parkin
Chairman of the Board,

Dr Simon Sutcliffe
President, Two Worlds
Cancer Collaboration
(INCTR Canada
President, Canadian
Partnership Against Cancer
Vancouver, BC Canada

Ambassador for Science
Dr Harald zur Hausen
Nobel Laureate in
Medicine, Deutsches
Krebsforschungszentrum,
Heidelberg, Germany

Partner institutions in developing
countries: Past and present
Africa
J Obafemi Awolowo University
Teaching Hospitals Complex (Ile
Ife, Nigeria)
J University College Hospital,
Ibadan (Ibadan, Nigeria)
J Hôpital Général de Yaoundé
(Yaoundé, Cameroon)
J Kenyatta National Hospital,
University of Nairobi (Nairobi,
Kenya)
J Bugando Medical Center
(Mwanza, Tanzania)
J Muhimbili National Hospital (Dar
es Salaam, Tanzania)
J Ocean Road Cancer Institute (Dar
es Salaam, Tanzania)
J Tikur Anbessa Hospital, University
of Addis Ababa (Addis Ababa,
Ethiopia)
J St Mary’s Hospital Lacor (Lacor,
Uganda)
J Hôpital de Vanga (Vanga,
Democratic Republic of Congo)
J Institut Ophthalmologique
Tropical Africain, (Bamako, Mali)
J National Cancer Institute (Cairo,
Egypt)

J Hôpital du Point G, Université de
Bamako (Bamako, Mali)
J Centre Pasteur du Cameroun
(Yaoundé, Cameroon)
J Université Cheikh Anta Diop
(Dakar, Sénégal)
J CHU Mohammed VI (Marrakesh,
Morocco)
J Clinique Universitaires, Faculté de
Médecine de Kinshasa (Kinshasa,
Democratic Republic of Congo)
J Clinique Universitaires, Université
de Lubumbashi (Lubumashi,
Democratic Republic of Congo)
America
J Santa Marcelina Hospital (Sao
Paulo, Brazil)
J Instituto Nacional de Pediatria
(Mexico City, Mexico)
J Instituto Nacional de
Enfermedades Neoplãsicas (Lima,
Peru)
J Universidad Francisco Marroquin
(Guatemala City, Guatemala)
J El Instituto Oncologico Del
Oriente Bolivano (Santa Cruz,
Bolivia)
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Asia
J Ankara University (Ankara,
Turkey)
J Haceteppe University (Ankara,
Turkey)
J Dokuz Eylül University (Izmir,
Turkey)
J King Hussein Cancer Center
(Amman, Jordan)
J King Faisal Specialist Hospital
(Riyadh, Saudi Arabia)
J Children Cancer Institute,
Ziauddin Medical University
(Karachi, Pakistan)
J Jinnah Hospital Lahore – Allama
Iqbal Medical College (Lahore,
Pakistan)
J Shaukat Khanum Memorial
Cancer Hospital and Research
Centre (Lahore, Pakistan)
J All India Institute of Medical
Sciences (New Delhi, India)
J Cancer Institute (WIA) (Chennai,
India)
J Jaslok Hospital and Research
Centre (Mumbai, India)
J MNJ Institute of Oncology
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(Hyderabad, India)
J Tata Memorial Centre (Mumbai,
India)
J Nepal Institute of Health Sciences
(Kathmandu, Nepal)
J B P Koirala Memorial Cancer
Hospital (Bharatpur, Chitwan,
Nepal)
J Bhaktapur Cancer Care Hospital
(Bhaktapur, Nepal)
J Hospice Nepal (Kathmandu, Nepal)
J Kanti Children’s Hospital
(Kathmandu, Nepal)

J Shechan Hospice (Kathmandu,
Nepal)
J Scheer Memorial Hospital (Banepa,
Nepal)
J Patan Hospital (Kathmandu, Nepal)
J Philippine Children’s Medical
Center (Quezon City, Philippines)
J Shanghai Children’s Hospital
(Shanghai, China)
J Sarawak General Hospital and
Sarawak Hospice Society (Kuching,
Sarawak, Malaysia)

Latin America
J Santa Marcelina Hospital (Sao
Paulo, Brazil)
J Instituto Nacional de Pediatria
(Mexico City, Mexico)
J Instituto Nacional de
Enfermedades Neoplãsicas (Lima,
Peru)
J Universidad Francisco Marroquin
(Guatemala City, Guatemala)
J El Instituto Oncologico Del Oriente
Bolivano (Santa Cruz, Bolivia)

Partners: Past and present
ORGANIZATIONS

ACADEMIC INSTITUTIONS

World Health Organization (NGO in Official Relations)

Georgetown University, Washington, DC USA

International Agency for Research on Cancer

Hopital Bicetre, Paris, France

International Atomic Energy Agency/PACT

Imperial College, Hammersmith Hospital, London, UK

Union for International Cancer Control

Institut Curie, Paris, France

European School of Oncology

King’s College Health Partners, London, UK

European Society of Medical Oncology

Nainamo Hospice, British Columbia, Canada
National Cancer Institute of Brazil, Rio de Janeiro, Brazil

NGOs

National Cancer Institute of France, Paris, France

American Cancer Society

University of Basel, Switzerland

The Australian Cervical Cancer Foundation

University of Ghent, Belgium

Augusta Victoria Hospital

University of Lund, Sweden

Breast Global Health Initiative

University of Siena, Italy

Doris Duke Charitable Foundation
Global Giving

GOVERNMENTS

Hospice Africa France

Government of Australia, Australian Embassy, Nepal

ICEDOC

Government of Brazil

Jiv Daya Foundation

Government of Ethiopia

Open Society Institute

Government of Mali

The Aslan Project

Government of Nigeria

TUCCA

Government of Sénégal
Government of Tanzania

PHARMACEUTICAL COMPANIES AND THEIR
FOUNDATIONS

Government of Uzbekistan

CIPLA Foundation

COMMERCIAL COMPANIES

Eli Lilly

AGFA-Gaeverts

Glaxo Smith Kline

ESMO

Novartis Brasil

Global Health Dynamics

Roche
Sanofi-aventis – Fondation sanofi-espoir
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T

he International Network for Cancer Treatment and to build sustainable capacity in LMICs in order to assist these
Research (INCTR) is an international nongovernmental countries in cancer prevention, early diagnosis, treatment and
organization (NG0) that was established to address a palliative care. It is not an advocacy organization, and all clinical

neglected global health problem – the ever increasing burden projects are coordinated by a health professional. Its output is
of cancer in developing countries. The founder members of information collected in the field, lives saved by cancer prevention
INCTR included the former Institut Pasteur in Brussels and the or treatment, and improved quality of palliative care.
International Union Against Cancer, now known as the Union
for International Cancer Control (UICC). The National Cancer Who INCTR works with
Institute in the United States provided financial and technical INCTR utilizes healthcare professionals familiar with the
support and the organization began its activities in 2000. problems of developing countries to enable it to achieve its goals.
INCTR’s headquarters are located in Brussels and it has offices See Box 1.
and branches throughout the world. INCTR became an NGO in

INCTR develops local capacity within LMICs by training

Official Relations with the World Health Organization (WHO) in healthcare professionals to establish “centres of excellence” in
January 2010.

the delivery of feasible, affordable and effective care, including
palliative care, that is considered “best practice” so that they, in

The need for INCTR: Cancer in developing countries
Approximately 85% of the world’s people live in low- or middle-

turn, can train others within their country or region.
INCTR works through its branches in implementing various

income countries (LMICs). In 2012, Globocan estimated that programmes and projects conducted in collaboration with partner
there were approximately 14.1 million new cases of cancer and institutions in developing countries and monitored by field visits.
8.2 million deaths from cancer in the world, with 65% of deaths

INCTR integrates research into its programmes by documenting

occurring in LMIC. The number of cancer cases continues to rise and evaluating actual data (rather than projected economic or
across the world, but much faster in LMICs because development health benefits, for example). Such research may include a wide
brings decreased mortality and with their higher fertility rates, range of projects, from cancer education for the general public
this rapidly translates into population growth and increased to developing treatment outcomes, including palliative care.
numbers of patients with common diseases.

The birth rate This, in turn, enables healthcare professionals working in LMICs

subsequently declines, although population growth continues to become familiar with the most pressing issues and to develop
since people live longer.

Eventually birth and death rates plans to improve efficiency and reduce cost. Although clearly

stabilize at a much lower level of both than was the case prior many countries have limited health workforces and quantitation
to development. These demographic changes are accompanied of such workforces can be valuable in terms of planning for the
by the adoption of unhealthy lifestyles practiced in high-income future, it realizes that many cancer plans have little impact
countries, particularly smoking, and increasingly, overeating and because of the limited resources and great difficulty in expanding
a sedentary lifestyle.

interventions to very poor populations which cannot “purchase”

Resources of all kinds for treating cancer are limited in LMICs, their own healthcare needs and which have little or no chance of
such that patients who develop cancer frequently lack access to expanding their present resources. Having a cancer plan is not
a facility capable of making an accurate diagnosis and providing enough. Successful cancer plans require knowledge and a budget
appropriate therapy. There is a lack of drugs, a paucity of in addition to educated health professionals.
radiation therapy facilities and very few cancer specialists or
other health care workers who are needed to effectively care for INCTR’s structure
cancer patients. Diagnosis may be so delayed that there is little INCTR has consultants and volunteers dedicated to the
that can be done even if the patient does finally reach a facility accomplishment of its goals. Although its headquarters are
competent to care for them. Terminal care is not widely available, located in Brussels, it has branches in the United States, Canada,
and regulations and attitudes are still largely directed towards Brazil, United Kingdom, France, Egypt, Nepal and India. Branches
preventing the misuse of opioids rather than relieving the pain of are legally-established NGOs that contribute to and conduct
dying patients, such that most patients die without symptomatic programmes and projects that are relevant to INCTR’s mission.
relief or little or no mental or spiritual comfort. It is estimated, for

Resource development, administration and programmes (e.g.,

example, that less than 1% of patients who need palliative care in adult oncology, paediatric oncology, cancer registries, pathology
India receive it.

and palliative care are supervised by an Executive Committee or

INCTR is unique in that it focuses only on the developing directly by the branches. The Executive Committee is responsible
world. It also works directly with its collaborators, sometimes to INCTR’s Governing Council. Programmes and projects are
visiting them many times in order to achieve its goal of helping developed with the participation, input and advice of various
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INCTR committees and strategy groups, as well as independent

Africa. The AFCRN is supporting or assisting the development

scientific advisers. Programmes and projects are conducted

of 22 cancer registries in the region, including English-and

in collaboration with partner institutions involved with cancer

French-speaking countries.

research, diagnosis and treatment, including palliative care and
education in countries with limited resources.

J Provision of training courses in cancer registration and the
use of CanReg 5.

Individuals, institutions or organizations often choose to serve
as Associate Members who contribute financially to the work of
INCTR.

J Participation in collaborative international research.
J Visits of INCTR consultants to the Kingdom of Saudi Arabia to
review cancer registration procedures and data quality and to
Uganda to offer advice on setting up a cancer registry.

What does INCTR do?
INCTR addresses all aspects of cancer control with the overall

Clinical research

goal of lessening the morbidity and mortality from cancer. It

J The treatment and characterization of acute Lymphoblastic

emphasizes training and education of healthcare professionals

Leukemia in children, adolescents and young adults in India –

in LMICs to ensure that “best practices” are instilled in cancer

over 450 patients have been treated by four institutions.

prevention, early diagnosis, treatment and palliative care.

J The treatment and characterization of Burkitt Lymphoma

Research is an integral part of its work with its partners in LMICs

– over 750 patients have been treated by seven centres in

in order to accurately document the cancer burden – including the

Nigeria, Democratic Republic of Congo, Uganda, Kenya and

types of cancer and extent of disease, the outcomes of prevention
and early detection campaigns and the efficacy, toxicity and cost

Tanzania. Survival is greater than 60% at 5 years.
J Understanding problems faced by parents of children with

of treatment delivered. It also emphasizes public awareness

Retinoblastoma before treatment – 435 parents interviewed

of cancer, which is an essential component of early diagnosis.

from institutions in 10 countries in Latin America, Asia and

INCTR has a variety of programmes that are carried out in close
collaboration with its branches as well as its partner institutions

Africa.
J Situational analysis of breast cancer – 8,800 medical records

in developing countries. INCTR’s current programmes include:

of women treated for breast cancer in four institutions in

J adult oncology;		

J cancer registry;

Peru, Egypt, Pakistan and India.

J clinical research;

J foundational;

J palliative care;		

J paediatric oncology;

J Studies carried out in Brazil, India, Pakistan and Turkey to
determine delays in diagnosing and treating nasopharyngeal

J pathology.

carcinoma and assess the role of consanguinity and familial
history in this cancer.

INCTR’s projects and achievements

J A new initiative to characterize the lymphoproliferative

Each INCTR programme has goals and objectives in line with the
overall mission of the organization, divided into separate projects.
Many projects have been conducted or are on-going and include:

diseases in adults in Senegal with initiated in partnership with
Universities in Dakar.
J Development of a pathological and radiological review for
Brazilian patients with medulloblastoma in partnership with

Adult oncology

the Brazilian Society of Paediatric Oncology.

J Prevention, early diagnosis, and treatment of selected
cancers in poor urban areas and in rural and tribal regions in

Foundational

the state of Rajasthan in India.

J Accreditation Programme in the conduct of clinical trials in

J Cervical cancer screening using visual inspection in Nepal and
Tanzania.

institutions in Brazil.
J Educating school children about cancer in Nepal.

J Training of Bolivian healthcare professionals in cervical
cancer screening by Peruvian experts.

J Evidence-based development through preparation of
bibliographies of published literature from developing

J HPV vaccination of young girls in Nepal.

countries relevant to breast cancer and selected cancers in
Egypt.

Cancer registries

J Open Educational Resources for Cancer available online.

J Establishing an East African Registry Network (EARN) that

J Thematic workshops to discuss challenges in cancer control

subsequently became the African Cancer Registry Network

in East Africa.

(AFCRN). As part of the Global Initiative for Cancer Registry

J Webinars for e-learning.

Development in LMICs, the Network acts as a consortium to

J Publication of five annual editions of Cancer Control from

provide a “regional hub” for cancer registries in sub-Saharan

2013, with specialist healthcare publisher, Global Health
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Dynamics, looking at all aspects of cancer policy, prevention,
detection, treatment and palliation.

in developing countries.
J Promotion of the establishment of paediatric oncology
societies – Philippines and Pakistan.

Palliative care

J Development of a centre of excellence in paediatric oncology

J Training and educating healthcare professionals – doctors,
nurses and social workers in the principles of palliative care

at the Santa Marcelina Hospital/TUCCA in São Paulo, Brazil.
J Conducting a campaign for the early diagnosis of

– in Brazil, Cameroon, Burkina Faso, Sénégal, Mali, Tanzania,

retinoblastoma including, but not limited to, the translation

India and Nepal.

of a film showing a child with early retinoblastoma into 12

J Sensitization workshops for government officials and the
public in Brazil, Tanzania, India and Nepal.

languages and distributing the film around the world (Brazil);
development and wide dissemination and display of posters

J Development of a centre of excellence in palliative care for
both adults and children in Hyderabad, India.

(Mexico and Brazil); and establishment of a retinoblastoma
day (Turkey and Brazil).

J Lobbying governments to improve access to opioids for
terminally-ill cancer patients – Nepal and India.

J Ophthalmology nurses from the Democratic Republic of
Congo trained in France to fit prosthetic eyes following

J Establishment of twinning programmes with hospices in
Canada that support palliative care efforts in Nepal.

enucleation (surgical removal of the eye) for the treatment of
retinoblastoma.

J Fostering the establishment of palliative care societies – in
Pathology

Nepal and Pakistan.
J Promoting paediatric palliative care in Pakistan.

J Central pathology review of Burkitt Lymphoma in institutions

J Publishing a palliative care handbook describing the
management of a wide variety of symptoms in English,
Portuguese, French and Turkish.

participating in the treatment protocol for this disease in
Africa.
J Training and education workshops for pathologists and

J Development of the “Life at Your Doorstep” home care
programme offering extensive, 24/7 support for patients and
families struggling with advanced and terminal illness in the
cities of Hyderabad and Secunderabad.

clinicians.
J Training and education workshops for technicians and
pathologists in techniques to improve diagnostic capabilities.
J Use of iPath – an internet telepathology programme – for

J Organized training course for Francophone sub-Saharan
Africa in Uganda. This was led by HASPF and the Institute
of Hospice and Palliative care in Africa with expert input
by Hospice Africa Uganda and Alliance Mondial Contre le
Cancer.

consultation, training and education.
J Provision of training and education of haematopathologists
in Francophone African countries (Cameroon, Democratic
Republic of Congo, Sénégal).
J “What can we learn from Africa” pathology workshop

J Palliative care workshops and training courses for

held in Arusha, Tanzania for pathologists from Senegal,

Francophone sub-Saharan Africa organized by AMCC in

Benin and Democratic Republic of Congo to improve

partnership with AFSO were held in Uganda and Ivory Coast.

the ability of African haemato-pathologists to diagnose

J Establishment of palliative care centres of reference and
training in sub-Saharan Francophone Africa (Mali, Cameroon,
Ivory Coast).

haematopathologocal neoplasms using the World Health
Organization Classification.
J Setting up of a project to characterize lymphoproliferative

J Canadian branch provides training in India for St Mary
Hospital in palliative care and fosters a collaborative approach
between palliative care and health care in Nepal.

disorders in adults in Senegal in partnership with local
universities.
J Programme to improve pathologic and haematologic

J Development of palliative care programme in Rajasthan,
India.

diagnostics established in Ethiopia using onsite and online
training, education, and consultations.

Paediatric oncology

Psychosocial support

J Establishment of centres of reference for the treatment of

J Development of an educational programme relating to the

retinoblastoma – Mali and Democratic Republic of Congo.
J Mentoring of Indian paediatric oncologists in the

psychosocial needs of cancer patients in conjunction with the
Brazilian Society of Paediatric Oncology.

development of a common treatment protocol for Wilms

World Health Organization

Tumour.

J Organized the 2009 update of the WHO Essential Medicines

J Conducting workshops and symposia on topics of relevance

List for Cancer.
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J Participated in guideline updating and development (cervical
cancer, Kaposi sarcoma and referral guidelines for breast and
cervical cancer).
J Consultation with Dr Jean Marie Dangou, Head of AFRO
(African Regional Office of WHO) on non-AIDS defining
malignancies in HIV positive individuals.
J INCTR organized an advisory meeting for WHO AFRO
relating to the issue of AIDS-related but non-AIDS defining
cancers in Africa. A report was provided to AFRO.
J Advising EMRO on a planned high-level meeting in the region
late in 2014.
J INCTR is participating in the development of
recommendations for the management of cancer in the
Eastern Mediterranean region. INCTR’s particular focus will
be cancer information and the development of a tool that
countries can use to identify their strengths and weaknesses
with respect to cancer control, and develop or modify plans
accordingly.
Considerable attention will be paid to the identification of
methods of collecting and assessing the quality of data, the use
of data in making scientific observations and/or the creation
of evidence essential to establishing effective treatment
programmes. INCTR will work more closely with governments
in this regard, and funding for training, projects, scientific studies
etc. will come from both within the country and outside the
country. Every attempt will be made to ensure that programmes
are self-sustaining after a reasonable time has passed.
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“The World Health Organization warmly welcomes this first annual publication on cancer control, with its laudable aim of improving
cancer management in low- and middle-income countries. The publication deliberately seeks to apply the world’s best expertise in
cancer control, from renowned research institutes and international groups, to real conditions and needs in the developing world. It
further benefits from the frontline experiences of initiatives addressing these needs and finding solutions to seemingly intractable
problems.”
DR MARGARET CHAN,
FORMER DIRECTOR-GENERAL, WORLD HEALTH ORGANIZATION

“It is a relief to many of us working in global health to see the momentum now gathering around the global movement against cancer
and other noncommunicable diseases. This latest edition of Cancer Control reflects, and is an important part of, that movement”
DR ALA ALWAN,
WHO REGIONAL DIRECTOR FOR THE EASTERNMEDITERRANEAN
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