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1. The brevity and clarity of the document outlining the division of responsibilities 
between the cancer unit in WHO headquarters and the International Agency for Research on 
Cancer (IARC) was generally appreciated by the Committee. The proposals for the 
reorientation of the progranme wetre found realistic and the plan to concentrate on those 
cancers which could be prevented was commended. 

2. While acknowledging the need at this stage to maintain the separate identities of the 

headquarters cancer unit and IARC, the Committee did not rule out the possibility of 

integration should this become advisable at a future date. The Director-General
?

 s 

Coordinating Committee on Cancer should continue to ensure that duplication of effort be 

avoided and to encourage synergistic action. 

3. It was emphasized that the cancer unit, the regional offices and IARC did in fact work 
very closely together, particularly on some field projects. While IARC concentrated on 
carcinogenesis and epidemiology, headquarters and the regions focused attention on cancer 
control (prevention, early diagnosis, .therapy, after-care and operations research). In 
fact, by their very nature, the two programmes were interdependent and complementary. 

4. In cancer control, operations research involved the design, implementation, monitoring 
and evaluation of activities aimed at prevention, early detection, therapy and after-care. 
Ail example was the project in Sri Lanka which was exploring the feasibility of early detec-
tion of oral cancer by primary health care workers. 

5. With regard to the overall incidence of cancer, the best available figures indicated 
that the majority of cancer cases were to be found in the developing countries. However, 
the cancer pattern was different, with a predominance of tumours of the skin, mouth, 
oesophagus, stomach, liver and cervix. The degree of importance of cancer for developing 
countries often only became apparent with success in the control of infectious diseases. 

6. With proposals for the reoriented cancer control programme were recognized as important. 

With the limitation of resources, however, a selection would have to be made. Cancer， 

being in fact a multifarious disease, there was no general or absolute method of cure; but 

progress was being made and great advances had occurred over the last two decades with respect 

to specific types of cancer. This progress had resulted from many small discoveries and it 

was very important that WHO should help to transmit such information to Member States. The 

potential of WHO
1

 s role in disseminating knowledge of new advances was tremendous. There 

would remain, however, the difficult but challenging problem of the application of these 

discoveries at the primary health care level. 

7. It was emphasized that in the setting of priorities, cost/effectiveness would be a para-
mount consideration. It was impor tant to deliver cancer control programmes that reached all 
people in a country, selecting technologies, methods and approaches that were appropriate for 
the countries concerned and that were scientifically sound, adaptable, acceptable and main-
tainable. It was essential that by working closely with a network of collaborating 
institutions, WHO should coordinate, collect, analyse, synthesize and disseminate valid 
information on cancer control. It would be necessary to obtain extrabudgetary resources for 
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research into the best means of using new advances, particularly at the primary health care 

level. Unfortunately, it was easier to find support for sophisticated research than for 

that related to "outreach" cancer control. 

8 . Primary prevention should be the major effort in view of the fact that up to one-third 

of cancers could be prevented. Tumours susceptible to early detection were many; but a 

choice would have to be m a d e , taking into account the resources available and scientific 

feasibility. 

9. With regard to therapy at the peripheral level, the first priorities would be to ensure 

training suited to local requirements, and to promote early diagnosis backed up by appropriate 

treatment facilities. 

10. Due to the present concentration on communicable disease control, cases of cancer in 

developing countries were usually seen too late; and terminal care was usually non-existent. 

In these countries, as elsewhere, the relief of suffering was extremely important. It could 

be envisaged that the provision of pain-relieving drugs be linked with the expanded programmes 

on immunization in countries in order to take advantage of their extended coverage of the 

population. 
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LONG-TERM PLANNING OF INTERNATIONAL COOPERATION IN THE FIELD OF CANCER 

Progress report by the Director-General 

In pursuance of Executive Board resolution EB61.R29, efforts 
have been made to consolidate and expand WHO'S activities in the 
field of cancer. A clearer division of responsibilities has been 
made between the International Agency for Research on Cancer (IARC) 
and the cancer unit at WHO headquarters ； and WHO

 1

 s cancer programme 
has been given a new orientation to enable it to provide more 
effective cooperation with Member countries in developing and 
implementing national cancer control programmes in line with the 
Global Strategy for health for all. The new programme seeks to 
ensure efficient coordination of cancer activities at WHO 
headquarters, the regional offices and IARC, and includes research 
aimed at identifying or generating appropriate technologies for cancer 
prevention and control. Progress has been made, but much remains to 
be done before international cooperation in the field of cancer is 
optimally coordinated. 

INTRODUCTION 

1. In January 1978 the Executive Board, in resolution EB61.R29, approved recommendations made 
by its Ad Hoc Committee on WHO

 1

 s Activities in the Field of Cancer, and requested the 
Director-General to implement those recommendations and to cooperate with countries in 
formulating national cancer control policies and programmes as part of their health programming 
process. Among the recommendations were: (a) that WHO'S main function should be as expressed 
in the Sixth General Programme of Work, namely to promote cancer prevention and control, 
including coordinated cancer research; (b) that the activities of WHO headquarters should be 
strengthened so as to constitute an adequate and coherent plan of action； (с) that the cancer 
programme at WHO headquarters and the programme of the International Agency for Research on 
Cancer (IARC) should retain their separate identities but should be much better coordinated 
with respect to current activities and planning for the future； and (d) that for global 
coordination of the total programme a Director-General's coordinating committee should be 
established on a permanent basis to deal with high-level programme policy issues connected with 
cancer prevention, control and research. 

ACTION TAKEN BY THE DIRECTOR-GENERAL
1

S COORDINATING COMMITTEE ON CANCER 

2. The Director-General's Coordinating Committee on Cancer (DGCCC) , which includes 

representatives of WHO, IARC and the International Union against Cancer (UICC)，1 has held 

regular yearly meetings to discuss policy matters and coordination. One result has been a 

clearer division of work between the cancer unit at headquarters and IARC. The former, 

together with the regions, is concerned with cancer control including prevention, early 

diagnosis, therapy, rehabilitation and operational research, while the latter covers the 

epidemiology of the various types of cancer and environmental and chemical carcinogenesis, 

including both laboratory and field research. 

1 UICC , which has a long experience and great expertise in all matters concerning cancer, 

is cooperating with W H O , IARC and other interested bodies in a broad international programme in 

this field. 

Ш 
m. 
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3 . To meet the needs of countries in developing their national cancer control policies, 

guidelines for national cancer control activities and research (see Annex) were formulated in 

January 1979 by a working group composed of representatives from WHO headquarters, IARC and 

U I C C . 

4 . Three countries - Sri L a n k a , the Sudan and Finland - were selected for pilot testing of 

the guidelines with a view to learning lessons and accumulating experience on which to build 

future policies. 

5 . Sri L a n k a . A team including members from the Regional Office for South-East A s i a , WHO 

headquarters , IARC and UICC visited Sri Lanka and was instrumental in bringing about the 

establishment of a national cancer committee to prepare a policy and programme for cancer 

prevention and control. Oral cancer, which it should be possible to prevent, was found to be 

among the most frequently occurring neoplasms. Shortage of manpower is a major problem, and 

an important aspect of the national programme is a pilot study to determine the best ways of 

promoting early detection of oral cancers at the primary health care level of the comprehensive 

national health system, 

6 . Sudan. The mortality figures place cancer among the most important health problems. An 

approach to formulation of priorities for a cancer control policy was begun in 1980-1981 with 

the cooperation of the Regional Office for the Eastern Mediterranean and WHO headquarters. It 

was found that shortage of manpower was a crucial problem; qualified specialists were lacking 

in all areas of cancer control, and no curricula existed for the training of medical students in 

cancer control. In view of the shortage of manpower and of economic resources , it would be 

unrealistic to embark on an ambitious programme. Emphasis on health education and professional 

training would seem the most promising approach. 

7 . Finland. The situation is very different in Finland, which has 

control facilities, and it is intended to use the reports of results 

with a similar level of socioeconomic development in planning future 

against the cancers that are common to such countries. 

8• The lessons learnt from these long-term studies on the development of national cancer 

control policies and programmes will be summed up in the autumn of 1983 and should be of value 

in formulating cancer programmes, especially in developing countries. The Executive Board will 

of course be kept informed of the results obtained. Already, some preliminary data are 

emerging. They concern: the importance of establishing a national cancer control policy arid 

programme; and the need to coordinate the efforts of both national and international bodies -

governmental and nongovernmental - to integrate different approaches and to identify suitable 

national personnel who will be achievers. 

The use of workers at the primary health care level for the early detection of cancer is 

providing many valuable lessons, on such matters as the effectiveness of non-professional 

workers at the first point of contact in terms of the sensitivity and specificity with which 

they can identify suspected cases of cancer; the identification of suitable screening 

techniques; methods of improving the referral system; and the capacity of the health system 

to reach a definitive diagnosis with respect to patients suspected of having some form of 

cancer or other serious pathology and of providing appropriate care. The first results 

indicate that with a judicious selection of priorities, effective results can be achieved, 

even with limited resources. 

COORDINATION OF ACTIVITIES 

9 . IARC's work in identifying carcinogenic agents, its research on the fundamental mechanisms 

of carcinogenesis, and its analyses of epidemiological data - including data on the human 

environment, metabolism and life-styles, can shed light on the risk factors involved. 

Knowledge of such factors is obviously of great value in developing prevention strategies. 

10. UICC has great expertise and good ongoing programmes in many areas where joint efforts 

with WHO can achieve results far more quickly. Close collaboration is therefore being sought 

in the areas of anti-smoking education, early detection and therapy. A combined effort in 

reappraising the state of the art regarding cancer control at selected sites and in preparing 

joint reports would be valuable. 

we11-developed cancer 

there in other countries 

collaborative activities 
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11• WHO collaborating centres offer a mechanism for solving technical problems connected 

with the detection, diagnosis and treatment of common cancers, such as melanoma, and cancers of 

the stomach, bladder, ovaries, prostate, colon and rectum, and with the identification of 

precancerous lesions and high-risk population groups. The work of the collaborating centres 

is being closely coordinated with a view to developing the reoriented cancer programme. A WHO 

collaborating centre for biostatistics has been established to provide the necessary expertise 

to field projects in the Member countries and to develop methods of teaching cancer control 

techniques suitable for developing countries. Staff from this centre will participate in the 

first joint WHo/lARC training course in cancer epidemiology and control, which is to be held in 

Bombay, India , in January 1982. 

THE REORIENTED CANCER CONTROL PROGRAMME 

12. In conformity with the directives contained in Executive Board resolution EB61,R29 , cancer 

activities have been strengthened and a new programme of cancer control has been formulated. 

13. Work on the International Histological Classification of Tumours , which has been 

coordinated by WHO for over 20 years, has come to an end ； the last two volumes of the 25-volume 

series will be issued in 1982. In future, such highly technical work of methodological 

standardization will be contracted out to WHO collaborating centres, while the headquarters 

cancer unit will concentrate on programme management in cancer control• 

14. In formulating a cancer control programme on the lines recommended by the Executive Board 

in 1978 and discussed by the Advisory Committee on Medical Research (ACMR) and the DGCCC in 

1980 , not only the scientific aspects but also the ethical, cultural, political and economic 

implications have been considered. The design of the programme must, in addition, be 

consistent with WHO
 1

 s Global Strategy for health for all by the year 2000 which is to be achieved 

through the primary health care approach in the control of endemic diseases, including cancer 

in almost all countries. Response to requests for cooperation in developing national cancer 

control programmes is a global programme contingent which is rated as urgent and important by 

five of the six regional offices and which will call for operational research. 

15. Also inherent in the newly oriented programme is the multidisciplinary approach. The 

exploration and scientific evaluation of existing knowledge in the educational, behavioural, 

economic, cultural, social and other fields is being pursued, since it is considered that this 

will come to play an essential role in the implementation of cancer control measures in 

individual countries. A study is being carried out of changes in behaviour and ways of 

modifying behaviour affecting the strategies to be used in prevention, including information as 

well as educational measures. In addition work has begun on the development of an 

internationally acceptable standard for measuring the quality of life of patients undergoing 

treatment for cancer. 

Vertical programmes 

Primary prevention 

16. Enough is known today about the causes of niâriy tumouirs to шякв i.t feasible to cooperate 

with Member countries in active measures to prevent some frequently occurring cancers. Stopping 

smoking and tobacco chewing are examples of primary prevention that can have a major impact on 

the incidence of lung cancer and oral cancer, which are responsible for an estimated one-third 

of all cancers of males in developed countries and a high percentage in the developing countries. 

Research is being undertaken on the possible carcinogenic effects on the liver of hepatitis В , 

as well as of aflatoxin； it is hoped that as a result it will be possible to ensure primary 

prevention of certain liver cancers. 

17. The primary prevention component of the programme therefore includes research on the 

modification of human behaviour and, in collaboration with the respective regional offices , an 

energetically implemented anti-smoking programme in the Eastern Mediterranean Region, an 

anti-tobacco-chewing programme in the South-East Asia Region, a health education programme for 

prevention of skin cancer in the African Region, and an educational programme aimed at prevention 

in Brazil in the Region of the Americas. 
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Secondary prevention 

1 8 . Advances in tumour biology now permit the early detection of certain tumours. Among the 

conditions that can be diagnosed while the tumour is still curable are cancers of the skin, 

m o u t h , b r e a s t , uterine c e r v i x , rectum and prostate. 

19. The early detection aspect of the programme therefore stresses the expansion of community 

involvement and the use of front-line health workers. Specifically this comprises the 

preparation of realistic guidelines for early detection of cervical cancer in developing 

countries in collaboration with the Regional Office for the Americas, the detection of oral 

cancer using workers at the primary health care level in collaboration with the Regional Office 

for South-East A s i a , and a self-examination project for breast cancer detection in collaboration 

with the Regional Office for the Eastern Mediterranean. 

Strategies for prevention 

2 0 . Experts from both developed and developing countries are to meet in Geneva in October 1981 

to formulate strategies for cancer prevention. They will review existing knowledge and analyse 

approaches that might be adopted in individual countries. 

Therapy 

2 1 . The results achieved through improvements in therapy indicate that one-third of cancer 

patients in the developing countries have tumours that could be cured if the necessary services 

were available. 

2 2 . An important goal of the programme is therefore to develop simple, safe and inexpensive 

methods of therapy for common cancers, applicable in developing as well as developed countries. 

To that e n d , WHO collaborating groups for the assessment of breast and lung cancer therapies 

will be formed in all regions. 

Care of the incurable 

2 3 . One of the important components of the programme is after-care to ensure both the physical, 

mental and possible social rehabilitation of cancer patients, and to maximize comfort for 

terminal cases. For the "last mentioned patients the approach is based ori developing methods 

that can be adapted to different types of cancer and that permit people to die with dignity. 

Pain relief is the main thrust of this approach, since the medical coiranunity is not always 

aware of available resources; in many developing countries nothing at all is offered. 

Horizontal programmes 

24• The reoriented programme includes "horizontal" pr o gr amnie s cutting across the vertical ones 

described above. Among these may be mentioned the establishment of a quality-of-life standard 

in cancer c a r e , state-of-the-art reports on cancer situations relevant to both developing and 

developed countries, and dissemination of information on cancer. 

State-of-the-art reports 

2 5 . State-of-the-art reports prepared by recognized authorities on the various forms of 

cancer will be of great value in determining priorities in the distribution of resources 

between prevention, early detection and therapy; in establishing guidelines for national 

programmes; and in distinguishing between proven, scientifically evaluated therapies and those 

requiring further research, which are therefore unsuitable for use as routine treatments and 

may possibly even lead to overtreatment. 

2 6 . A state-of-the-art report on lung cancer, one of the most common cancers in many countries, 

is to be formulated by a group of experts meeting in late November 1981. 
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Statistical data 

27. Reliable statistical and epidemiological data are of prime importance for planning. WHO 
provides advice and cooperation in establishing national cancer registration systems on an 
internationally standardized basis. Available data from different countries were analysed at 
a meeting held in August 1981, in Japan, to discuss cancer prevention and cancer statistics for 
developing countries. 

Dissemination of information 

28. Another aspect of the programme will be the dissemination of information. Abstracts on 

subjects selected by the regional offices will be distributed to countries together with regular 

WHO cancer newsletters on important subjects. Agreement has been reached with the United 

States National Institutes of Health which will generously provide for selective distribution 

by WHO of the 50 000 to 60 000 abstracts of cancer literature appearing each year. 

29. Certain WHO collaborating centres have been asked to prepare succinct state-of-the-art 

practical manuals on some specific cancers, for use at the district hospital level. 

Arrangements have already been made for the production of those on urinary tract cancers, skin 

cancers and stomach cancers. 

Research activities 

30. Cancer research occupies an important place in the global medical research field, and the 

ACMR has appointed a Subcommittee on Cancer which met in late September 1981 to formulate 

priorities based on national, regional and global needs. This Subcommittee promotes 

coordination and is in a position to relate cancer research activities to those in the allied 

fields of biomedical research, such as immunology and molecular biology. 

•k -k -k 

31. Enough knowledge exists, it would seem, for active measures to be taken to decrease the 

number of new cases and the number of deaths in Member countries, and a programme has been 

formulated to that end. Such a programme cannot, however, be implemented with the resources 

available in the regular budget, and so it will be necessary to allocate, or to seek, 

additional financial support. 

32. The views of the Programme Committee of the Executive Board on the points outlined above 

would be greatly appreciated. 
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GUIDELINES FOR NATIONAL CANCER CONTROL ACTIVITIES AND RESEARCH 

Introduction 

The main objectives of cancer control are： (1) the reduction of morbidity and mortality 

from cancer; (2) the provision of optimal care for persons with cancer; and (3) the 

assessment and development of appropriate techniques and equipment. 

1• Components of cancer control 

The general concept of cancer control, as it is understood today, comprises the following 

components: prevention, early detection, diagnosis, treatment, follow-up, training of medical 

and allied personnel, and health education of the public. 

1•1 Prevention 

Prevention may be considered as the elimination of, or protection against, factors known, 

or believed, to be involved in carcinogenesis. 

The present possibilities for the prevention at country level of the most frequent cancers 

should be reviewed and the practical applicability of the preventive measures in the local 

context should be assessed. The limitations of such possibilities should be clearly 

appreciated, particularly when recommendations for the establishment of a cancer control 

programme are considered. 

1.2 Early detection 

For many cancers, the stage of advancement of the disease at first treatment has a greater 

bearing oil prognosis than any other factor； thus early detection of cancer must be a 

major objective of any cancer control programme. 

Experience from many countries demonstrates beyond doubt that the correct early treatment 

of precancerous conditions, and of other lesions that may develop into cancer, offers excellent 

possibilities for prevention. It is therefore essential that the health services be organized 

and staffed in such a way that the early detection and management of such conditions are 

adequate
# 

1.3 Diagnosis 

Several methods are used for the clinical diagnosis of cancer on the basis of which 

treatment is started, but the final aim should always be histological confirmation of the 

disease; the establishment of pathology services is therefore essential. 

1.4 Treatment 

Treatment should be available within a short time of diagnosis, as delay worsens the 

prognosis. 

There should be a team approach to the treatment of cancer whenever possible. 

1.5 Follow-up 、 

This may be said to consist of three separate components: after-care, rehabilitation and 

statistical follow-up, but these are closely interrelated. After-care implies the medical 

follow-up, after primary treatment, directed towards control of the malignancy and general 

supportive m e a s u r e s . By rehabilitation is meant the measures which enable the patient to 

resume normal activities; it may include measures for cancer patients who cannot return to 

their normal life-style, but continue to require symptomatic treatment. Statistical follow-up 

may include, inter alia, cancer registries, mortality and morbidity data, end results, site-

specific survival curves, e t c . 
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1.6 Training of medical and allied personnel 

This is an essential part of cancer control, but will depend on the range of the medical 

training facilities, manpower, and the available financial resources. 

1•7 Health education of the public 

The cancer control programme must be responsible for the quality and quantity of information 

available to the public and must be appropriate to the local situation and the malignant 

disease pattern in the community. The primary aim of a health education programme should be to 

promote a balanced attitude of the community towards cancer and to allay unwarranted fear of the 

disease. 

2• Assessment of the cancer load as a national problem 

The cancer load in the country must be measured as a preliminary to cancer control, in 

order to permit review of the priorities between cancer and other health fields, and within the 

cancer field
# 

3• Types and sources of data 

These will vary depending on the level of medical care available, but may be partially 

listed as follows: 

1) clinical impressions of health professionals; 

2) hospital data; 

3) government mortality or morbidity data; 

(4) special registries, based on hospitals, populations, industries, etc.; 

(5) special studies (after review of the above sources of information, it may be 

necessary to plan a specific study to determine the prevalence of the disease in the 

population before any sound planning can be carried out). 

4• Defining the population at risk 

Demographic data must be available before the weight of the cancer load can be appreciated 

and, again, a special study may be necessary. When the data are available, an estimate of the 

disease rates in the community can be obtained and a decision made as to the potential value of 

a cancer control programme to the health of the community, in the general framework of existing 

health services. 

5• Definition of available medical care facilities 

A complete profile of the health care available in the country should be drawn up, 

including its infrastructure, and its delivery to the population. Both general and specialized 

services, including detailed information on diagnostic and treatment facilities,^ should also 

be shown. 

This exercise must be carried out because unless adequate treatment facilities are 

available there is little point in considering the provision of a cancer control programme. 

1 For example, pathology departments; radiotherapy and diagnostic radiology facilities; 

number of hospital beds, etc. 
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6• Organization of cancer control 

A national cancer control programme of suitable scope should be planned and carried out 

within the structure of the official health agency. Every cancer control programme should have 

a central planning body to establish policy, set standards, implement operations, and 

coordinate and integrate cancer control measures with the work of other health services and 

voluntary agencies. It should include surgeons, radiotherapists, pathologists, health 

administrators, social workers, lawyers, and general practitioners
 # 

7• Planning of facilities 

The facilities and staff required for cancer services will depend upon the size and age of 

the population, the prevalence of cancers, the presence or absence of basic medical care 

facilities and the availability of personnel and funds. Because population structures and 

cancer prevalence vary so widely from place to place, special attention will be paid to the 

absolute number of cases expected to attend the service in a year, and to local resource 

constraints. 

8• Voluntary organizations 

Voluntary organizations have a valuable and important role in a cancer control programme 

and it is important for there to be close cooperation and coordination between voluntary and 

official organizations. Voluntary organizations can often initiate quickly and effectively 

tasks which are difficult for a governmental agency to organize and their fund-raising experience 

can sometimes increase significantly the resources available to the cancer control programme
# 

9• Research 

In the context of cancer control, research should be focused on the objectives outlined 

above (see Introduction) . It may include the following areas, which are enumerated here for 

purposes of illustration: studies of conditions associated with a high risk of cancer; new 

screening techniques and methods of cancer detection and diagnosis; studies of the end results 

of treatment; assessment and comparison of new and existing methods of treatment, including 

therapeutic trials; statistical studies on the correlation between early diagnosis and the 

survival rate; and study of the reasons for delay in diagnosis and treatment. 


