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NOTE 

The views expressed in this report are those of the partIcIpants in the Working Group on 
Cancer Prevention and Control as part of Noncommunicable Diseases and do not necessarily 
reflect the poliCies of the World Health Organization. 

This report has been prepared by the Regional Office for the Western Pacific of the World 
Health Organization for governments of Member States in the Region and for the participants 
in the Working Group on Cancer Prevention and Control as part of Noncommunicable 
Diseases, held in Manila, Philippines, on 7-11 October 1996. 
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SUMMARY 

The Working Group on Cancer Preventi0n and Control was convened at the WHO 
Regional Office for the Western Pacific in Manila, Philippines from 7 to 11 October 1996 to 
review cancer epidemiology and cancer control in the Region. The working group was 
composed of ten members from eight countries in the Region. Two consultants and a WHO 
secretariat member attended the meeting. 

Objectives of the meeting were: 

(a) to review the epidemiological situation of common cancers in the Region; 

(b) to assess progress and to identify the problems in cancer prevention, early detection, 
cancer registration, and cancer pain relief,;. 

(c) to review a draft manual on prevention and control of common cancers; and 

(d) to make recommendations on appropriate strategies to develop future plans on 
cancer prevention and control in the Region. 

Review of the epidemiological situation of common cancers in the Region indicates an 
increasing burden of cancer in the Re ion. Prevention of one-third of cancers in the RegiO'ii 
would be POSSI e I to acco were avOl . Hepatocellular carcinoma is preventable by 
hepatitis virus B vaccination very early in life. Early detection followed by appropriate 
treatment could prevent and cure a high proportion of cancer of the uterine cervix. Some 80% 
of patients are diagnosed late in the course of cancer at a time when curative treatment is • 
Impossible. Cancer pain relief and pallIattve care need to be intensified. A draft manual on 
the prevention and control of common cancers was reviewed. 

The Working Group made several recommendations of which the following is a 
summary: 

(1) All countries and areas should now formulate and implement a national cancer control 
programme as an integral part of national health planning. 

(2) A national committee or leading group on cancer control should be established to 
formulate national strategies for cancer control. 

(3) Comprehensive national policies and a national cancer control programme should ensure 
the integration of tobacco control, nutrition programmes, health promotion, environmental 
protection and occupational health. -1-'" .. \ { 

~ ,. ,.1. c~ 
(4) Cancer c I should be integrated into primary health care. New tasks of primary health 
care workers in cancer prevention an contro s ou e e !ned. 

(5) Cancer prevention should be emphasized and prioritized according to the disease pattern in 
each country, and should involve tobacco control, promotion of appropriate eating habits, 
promotion of hepatitis B vaccination and safe sex practice. 

(6) Early detection followed by appropriate treatment could prevent a high proportion of 
cancer of the uterine cervix. However, population-based screening programmes should be 
carried out only where there are investigative, diagnostic and treatment services able to cope 
with cancers detected. Thus screening programmes may not be immediately feasible in many 
countries. 
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(7) Cancer treatment should be prioritized in favour of situations where a high probability of 
cure has been demonstrated, using methods that are cost-effective. 

(8) Cancer pain relief should become ancer co trol 
progra s. eVlSlOn of narcotic regulations and legislation to improve narcotic availability 
and contmuing education of health workers in pam relief should be major focuses of cancer 
control programmes. 

(9) The cancer epidemiological situation and cancer control programmes should be monitored 
and formally reviewed every five years at country and regional level. 

(10) National technical capacities should be strengthened at appropriate levels through 
training. 

(11) Research should be strengthened towards resolving those key issues which are clearly 
linked to opportunities for reduction of the burden of cancer in the Region. 

(12) The prevention and control of noncommunicable diseases including cardiovascular 
diseases, diabetes and cancer should be given very high priority by WHO. 
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I. INTRODUCTION 

The countries and areas comprising the Western Pacific Region of the World Health 
Organization have great diversity in population ~ize, geography, climate, ethnic composition 
and degree of industrial development. This diversity is found, not only among countries and 
areas, but also within their borders. The result is great variation in disease patterns, and in the 
occurrence of various types of cancers, many of which are influenced by the environment and 
related way of life. 

With epidemiological transition and increasing numbers and proportion of elderly 
persons, noncommunicable diseases including cancer are a major health problem for all 
countries and areas. The number of cancer cases and the consequent demands on health 
services are increasing. 

The causes of cancer in the Region are diverse, and although much remains to be 
discovered, sufficient is known to enable primary prevention of several major cancers, 
especially those related to tobacco. Early detection of cancer is desirable but usually not 
achieved in many populations of the Region. Facilities for the treatment of cancer are often 
difficult to access. so that many cancer patients are diagnosed late. The major need for the 
relief of cancer pain ha~ only recently been widely recognized in the Region, and needs urgent 
attention. The Working Group met to review cancer in the Region. 

I. I Objectives 

The objectives of the meeting were: 

(1) to review the epidemiological situation of common cancers in the Region. 

(2) to assess progress and to identify the problems in cancer prevention, early detection, 
cancer registration, and cancer pain relief; 

(3) to review a draft manual on prevention and control of common cancers; and 

(4) to make recommendations on appropriate strategies to develop future plans on 
cancer prevention and control in the Region. 

1.2 Opening of the meeting 

Dr S.T. Han, Regional Director for the Western Pacific welcomed the participants 
(Annex I). 

1.3 Participants and resource persons 

Dr Margaret Dorsch from Australia and Dr Gao Yu Tang from China were elected 
Chairman and Vice-Chairman, respectively. Dr Patrick Tan from Singapore was designated as 
Rapporteur. The working group was composed of ten members from eight countries in the 
Region. Two consultants and a WHO secretariat member attended the meeting (Annex 2). 

1 .4 Organization 

The agenda for the meeting is in Annex 3. Prior to the meeting review papers were 
prepared by several members who briefly summarized the material during the meeting. In this 
manner the current situation in the Region in relation to the objectives of the meeting was 
systematically reviewed, and recommendations were drafted progressively for review and 
finalization during the last day of the meeting. One day was set aside for review of a draft of 
the WHO WPR Manual on Prevention and Control of Common Cancers. 
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2. PROCEEDINGS 

2.1 Reiional cancer situation 

Developments in cancer in the Region are considered initially in the broader context of 
noncommunicable diseases (NCO). Thfir increasing impoaance is related to seyeral common 
factors, and their revention re uires common action. The epidemiological transition from 
pre ommantly infectious disease to pre ommant y noncommunicable disease has already 
occurred in several countries and areas in the Region. Epidemiological transition is nearing 
completion in many countries and areas throughout the Region and has barely begun in others. 
The result is that noncommunicable diseases have become increasingly important throughout 
the Western Pacific Region, although infectious diseases continue to be a major threat in many 
populations. 

Cancer is now a major health issue throughout the Region, and is one of the three 
leading causes of adult death in 24 countries and areas. Apart from changes in lifestyle, the 
increasing proportion of the elderly has increased the numbers of persons developing cancer. 
Based on data presented to the meeting, it is estimated that among approximately 1.6 billion 
persons in the Region, some 3.5 million c se er occur each ear: approximately 2 
mI1Uon cases m males and 1.5 million cases in females. Because 0 Its large population and 
high rates of cancer, most cases of cancer in the Region occur in China. The leading major 
cancers in the Region are those of ~hina where in 1985 (the latest published data availabk) the 
major sites of cancer ranked by numbers of cases were, for males: stomach, lung, liver, 
oesophagus, colorectum and mouth/pharynx and for females, leading cancers were: stomach, 

C L .:. ureliile cerviX, breas1 lung, oesophagus and co!orectum. Within China, there are different 
/ "Wtt~f1JS or cancer m the south compared with the north. There is also large vanatlon in the 

t " to { ;regIOn, so that the major cancers for countries and areas differ. 
¥: 

Stomach cancer has been the leading cancer in the Region, with highest rates in China, 
Japan and Korea. The analysis of trends referred to above shows decreases in male and female 
rates in Australia, China, Hong Kong, Japan, New Zealand and Singapore. The decreases 
have been in the intestinal type of stomach cancer. and there is currently much research 
interest in the relation of this type of stomach cancer to previous infection with Helicobacter 
pylori and consequent atrophic gastritis. The indications are that the decline in stomach cancer 
will continue in the future. 
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The leading cancers in individual countries and areas of the Region are similar to those 
previously noted. 

2.2 Cayses of cancer in the Re~ion and their primary prevention 

The causes of common cancers in the Region were reviewed. They are summarized in 
Annex 4. 

Low-fat intake and the high consumption of complex carbohydrates, legumes and fruits 
and vegetables in many traditional diets have protection against the development of 
noncommunicable diseases including colorectal and possibly breast cancer. Economic 
prosperity and the industrialization and control of food production, processing and distribution 
by international corporations is resulting in major changes in diet, with increases in animal 
meat and fat, increases in sugar, less dietary fibre, fruits and vegetables. Colorectal cancer 
rates are increasing in Japan and Sin apore, although a decrease among the young was noted 
10 ew ea an . oug t ere IS strong circumstantial evidence linking broad patterns of 
diet with many cancers, there is no evidence of the efficacy of specific dietary changes in 
preventing specific cancers. It is likely however that the population nutrient goals for the 
maintenance of health in a population may prevent cancers, and on this basis they were 
endorsed. 

Hepatitis virus B has a high risk for hepatocellular carcinoma (HCC) preventable by 
vaccination and is now incorporated in WHO's Expanded Programme of Immunization. 
Hepatitis C is a major cause of HCC in Japan. Transmitted by blood and serum, there is no 
vaccine. 

Excessively high intake of alcoholic beverages, in combination with tobacco chewing or 
smoking cause cancers of the mouth, pharynx, larynx and oesophagus in some populations. 
However, they are not the cause of the high rates of oesophageal cancer which is endemic 
from northern China across central Asia to Iran. 

Human papilloma viruses (HPV) are the major cause of cancer of the uterine cervix, the 
most common cancer in women in the Region. Measures to reduce the transmission of 
sexually transmitted diseases are likely to also reduce infection with HPV. Although under 
development, no vaccines are yet available. 

Economic and industrial expansion in the Region increases the likelihood of occupational 
exposure to carcinogens. This is especially so where high-risk but lower-cost technology has 
been exported to developing countries. Thus cancer prevention should interface with the 
development of occupational health and environmental protection. 

2.3 Early detection followed by effective treatment 

Cancer develops in a series of stages, initially localized and capable of cure, but once 
metastasis has occurred cure is much less likely. The speed of progression of cancers to 
metastasis is highly variable, and may not be related to the size of the tumour. 

Several common cancers in the Region have precursor lesions or other high-risk 
conditions which are usually slow growing over several years before malignant changes occur 
in a small proportion. During this period their detection and appropriate treatment will prevent 
the related cancers. Thus precursors of cancer of the uterine cervix can be detected by Pap 



smears; and the adenomatous polyp precursors of colorectal cancer can be detected and 
removed by colonoscopy. Betel quid chewers often have high-risk lesions in the mouth such as 
erythroplakia which can be recognized by dental workers. 

There are no detectable precursor lesions with breast cancer, and the objective is to 
detect cancers when they are small in size, and thus less likely to have metastasized. Under 
optimal conditions with mammography and physkal examination this strategy and skilled 
treatment prevents mortality in approximately 50% of women with tumours. Physical 
examination alone by a health worker is currently being assessed in a randomized trial. Breast 
self-examination has been widely advocated, but has not yet been shown to be efficacious in 
randomized trials. 

In theory, other cancers remain local without metastasis for a time. Programmes of 
early detection of gastric cancer in Japan have had some success; but early detection and 
treatment of hepatocellular carcinoma or various types of lung cancer have not reduced 
mortality. In India and Sri Lanka. dental and other primary health care workers have been 
able to detect early oral cancer, but no trials have been done in relation to mortality. 

Thus detection of some precursor lesions or early cancer is an important measure to 
improve the effectiveness of cancer therapy, and may reduce morbidity, mortality, and prolong 
survival, but early detection is only worthwhile when there are investigative, diagnostic and 
treatment services able to cope with the cancers detected. 

Population-based screening programmes should be undertaken only where there is 
proven evidence of efficacy, and after project studies of the feasibility and acceptability of the 
proposed methods at the local level. This includes the demonstration that resources are 
sufficient to cover at least 70% of the target group, that there is clear cost-benefit in the 
context of competing national priorities, and that appropriate diagnostic and treatment facilities 
exist for further medical care. Thus screening programmes may not be immediately feasible in 
many countries. 

Increasing the awareness of the general public and health professionals about the early 
signs of cancer and potential for cure of cancer should be pursued through health education 
and mass media to enable people to seek prompt medical attention and appropriate referral. 

2.4 Cancer treatment and management of cancer cases 

The rational use of resources is important in cancer treatment. Scarce reso~rces may be 
squandered on man cases with advanc can er where 'a . There 
IS us a nee or treatment guidelines related to cancer sta s. Resources allocated for the 
managemen 0 cancer cases s auld ocus on specific sites/stages for which there is strong 
evidence for significant increase in survival and improvement in the quality of life. C.!!!£Sr 
management guidelines should include an essen!" d list that will be re uired for curative 
trea men, cancer pam re Ie , an pa lative care. 

Communication between health workers and cancer patients is often lacking. The * concept of the physician making choices on behalf of an uninformed patient is outmoded, and 
\ J "" inconsistent with the philosophy of cancer control where people make choices about their 
r~ . t lifestyles. People should also be given the opportunity to make choices about the management 

: ~ II,~ of their cancers. 
~ ,. ,,,-" c. " 2.5 Palljative care and pain relief 

Some 80% of patients are diagnosed late in the course of cancer at a time when curative 
treatment is impossible. For them, the only realistic option is pain relief and palliative care. In 
many countries the majority of such patients are sent home to die, usually without any form of 
effective pain relief. There is no follow up by the health system. This situation is most 
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unsatisfactory, especially so because complete pain relief at home would be feasible if 
countries and areas implemented the WHO guidelines. The WHO Pain Relief Programme was 
drafted in 1980, and has been implemented since 1986. In 1989, it was proposed that the 
programme should include the concept of palliative care to cover all aspects of suffering of 
cancer cases at all disease stages in order to improve their quality of life. The most recent 
publication by WHO is Cancer Pain Relief, Second Edition. 

The meeting endorsed the work of WHO, and recognized the leading role it has played 
in pain control and palliation throughout the world. However, much remains to be done. Pain 
control is cost-effective, and should have a high priority in countries and areas of the Region. 

2.6 Cancer surveillance and indicators of cancer prevention and control 

2.6.1 Cancer surveillance 

A comprehensive account of the availability of data from the Western Pacific Region 
was prepared by Dr Parkin of the International Agency for Research on Cancer. The lack of 
comprehensive mortality statistics throughout the Region was noted. This is due to lack of 
medical diagnoses for many deaths, although this applies less to cancer than to other causes of 
death. It was considered important to have accurate information on the cancer profile in 
China, and its evolution. It was proposed that access to the data from the second mortality 
survey (1986-1988), and from the disease surveillance points (from 1988) should be requested, 
and that capability of analysing the data to produce rates by sex, age and province, should be 
further developed. 

The need for all countries and areas, except the smallest, to have at least one cancer 
registry capable of monitoring incidence and survival was endorsed. The first priority is 
therefore to aid the establishment of cancer registries in those countries or areas where 
currently none exist. A second priority is to provide support to those countries where 
registries are underperforming. 

2.6.2 Indicators for cancer prevention and control 

Cancer mortality and cancer incidence and survival are well established indicators of 
cancer prevention and control. They are not available throughout the Region, but the further 
development of cancer registries on the limited scale proposed will be a most valuable part of a 
regional cancer information system. 

Other indicators discussed were those proposed in the WPRO document New horizons in 
health. Those indicators relevant to cancer are included in the recommendations of the 
meeting, together with several additional indicators. It was noted that collection of many of 
the indicators proposed would involve the use of sample surveys of populations. 

2.7 Reyiew of the Manual on Prevention and Control of Common Cancers 

Draft chapters of the manual were reviewed by the group. Early in the meeting, 
selected chapters were assigned to one or two members of the group, who later led the 
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discussion of those chapters. Written comments were also submitted for subsequent 
consideration when preparing final revisions. Some members of the working group 
volunteered to make further reviews of chapters of the manual. 

There was unanimous agreement of the need for such a manual in many countries and 
areas of the Region. and members look forwarc to its early completion. ~onsideration should 
be given to issuing the manual in modules, so that individual cha ters caribe uPdated from -
time c on cancers in some countfles or areas are not common III ers, 
chapters could be selected according to the cancer profile of a country or area. 

The manual requires further editing. and would be more "user friendly" with page 
numbers. a detailed table of contents. and an index. 

3. GENERAL CONCLUSIONS AND RECOMMENDATIONS 

3 . I Conclusions 

The epidemiological transition from predominantly communicable diseases to 
predominantly noncommunicable diseases has already occurred in several countries and areas 
in the Region. is nearing completion in many countries and areas throughout the Region. and 
has barely begun in others. Even in the last group. the transition has occurred in certain 
groups in the population such as the highly educated. the affluent, and those living in urban 
areas. The result is that noncommunicable diseases including cancer have become 
increasingly important throughout the Western Pacific Region, a trend which will continue and 
transform health service priorities. The burden of cancer will also increase due to ageing 
populations, increase of tobacco use and lifestyles change associated with the industrialization 
and urbanization of large populations. 

Major conclusions were reached about the increasing burden of cancer, tobacco smoking 
and related cancers, dietary changes that are occurring in the Region. and the avoidable 
suffering endured by cancer patients due to lack of effective pain control. Some details of the 
technical suggestions were provided by the working group for further implementation of 
cancer control programmes at country and regional levels. (Annex 4) 

3.2 Recommendations 

(\) All countries and areas should now formulate and implement a national cancer control 
programme as an integral part of national health planning. In some countries and areas in the 
Region, cancer control may be part of a broader noncommunicable disease prevention and 
control programme. 

(2) A national committee or leading group on cancer control should be established to 
formulate national strategies for cancer control. The membership of this committee should be 
selected so as to ensure multisectoral collaboration. 

(3) Comprehensive national policies and a national cancer control programme should ensure 
the integration of tobacco control, nutrition programme. health promotion. environment 
protection and occupational health. 

(4) S ecial attention should be iven to the inte ration of cancer control into prima health 
care. ew tasks of primary ea th care workers in cancer preven Ion an contro s ould be 

4refined. and should be tested and assessed in pilot studies prior to wider implementation. 
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• The cancer control programme should closely work with the 
tobacco control programme and promotion of healthy eating habits. 

• Hepatitis B vaccination should further be strengthened as part of the 
Expanded Programme on Immunization with emphasis on promotion of 
higher coverage. 

• Safety of blood transfusions and safe sex practices should be emphasized 
to support the prevention of hepatitis Band C infection, and the prevention 
of human papilloma virus (HPV) which is related to cancer of the uterine 
cervix, in addition to the prevention of HIV/AIDS related cancers. 

• Cancer prevention should interface with the development of occupational 
health and environmental protection. Occupational and environmental 
exposure to carcinogens should be reduced and controlled. 

(6) Early detection followed by appropriate treatment could prevent a high proportion of 
cancer of the uterine cervi)(. However, population-based screening programmes should be 
carried out only where there are investigative, diagnostic and treatment services able to cope 
with cancer detected. Thus screening programmes may not be immediately feasible in many 
countries. 

(8) Cancer ain relief should become the most important com onent of cancer control 
programmes. Revision of narcotic regu atlons an egis atlon to Improv I Ity 0 oral 
morphine is urgently needed. Continuing education in pain relief should be given to doctors, 
nurses and primary health care workers. Cancer pain relief should be added to health worker 
curricula, including medical, nursing and others. 

(9) The cancer epidemiological situation and cancer control programmes should be monitored 
and formally reviewed every five years at country and regional level. Cancer data collection 
including high quality cancer registration in at least some part of each country is highly 
recommended. 

(10) National technical capacities should be strengthened at appropriate levels though training 
in cancer prevention and control, cancer epidemiology, surgical oncology, chemotherapy and 
radiotherapy etc. Technical guidance and training materials should be developed to support 
cancer control practice at country level. WHO publications on cancer are examples of suitable 
materials. 

(11) Research should be strengthened towards resolving those key issues which are clearly 
linked to opportunities for reduction of the burden of cancer in the Region. In addition to 
basic and clinical research, research on cancer aetiologies and prevention and behavioural 
modification should be included. 

(12) The prevention and control of noncommunicable diseases including cardiovascular 
diseases, diabetes and cancer should be given very high priority by WHO. Consideration 
should be given to put the issue onto the agenda for discussion at the next sessions of the WHO 
Regional Committee in 1997 or 1998. 
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ANNEX 1 

OPENING REMARKS BY THE 
REGIONAL DIRECTOR AT THE WORKING GROUP MEETING ON 

CANCER PREVENTION AND CONTROL, MANILA 
7-11 OCTOBER 1996 

LADIES AND GENTLEMEN, 

I am pleased to welcome you all to this working group on cancer prevention and control. 

Cancer is widely recognized as one of the most formidable human afflictions. It is an 
increasingly important item on every country's health agenda. Cancer annually affects 9 
million people and causes 5 million deaths. In the Western Pacific Region, cancer is one of 
the three leading causes of adult mortality in 24 countries and areas. The mortality rate of 
cancer exceeds 100 per 100 000 population in Australia, China, Japan, Republic of Korea, 
New Zealand and Singapore. In China alone, deaths from cancer amount to 1.3 million each 
year. At the same time as the proportion of elderly people is increasing in most countries, so 
too are tobacco use, unhealthy behaviours, and exposure to other carcinogens. The burden of 
cancer is therefore likely to rise significantly. It is ex ected that 300 million new cas 
cancer and 200 million deaths from the disease will occur goa m ears with 
a most two-thir s 0 cases ansmg m eve 0 m 

Scientific studies and successful control activities indicate that cancer is not inevitable. 
One-third of all cancer cases are preventable, and a further one-third if diagnosed sufficiently 
early are potentially curable, while appropriate palliative care of the remaining one-third of 
cancer patients can bring about substantial improvement in the quality of life. 

WHO has set priorities for cancer control, primary prevention, and early detection 
followed by effective therapy and alhatlve care es ecially pain relief. In the past two 
decades, considerable progress as been made through rapl a vance of scientific knowledge 
and technology, and effective implementation of these priorities. 

The world today provides many challenges to our traditional ways. Many new health 
issues have appeared which require different approaches. In this Region, we have developed a 
document entitled New Horizons in Health which was endorsed for action by the Member 
Countries and areas at the forty-fifth session of the Regional Committee in 1994. The 
innovative approaches proposed are people-centred and reflect the recognition that lives are led 
in complex and changing circumstances. Individuals the family and the community have e 
responsibility than ever before to hel themse ves avoid diseases an 0 ev 0 I es les and 
environments at support positive health. Governments must ensure that appropriate policies 
are developed and adequate services are in place to support individual, family and community 
activities. Cancer prevention and control must take into account the larger context in which 
people live and work, which helps to shape their health. 

As you are aware, changing lifestyles, unhealthy behaviour patterns, ageing populations 
and unhealthy environments are major factors in cancer etiology. We are dealing with broad 
and complex issues, such as anti-tobacco activities, reduction of alcohol consumption, 
reduction of environmental and occupational exposure to carcinogens or change of eating 
habits, etc. Therefore, the health sector needs strong multisectoral collaboration with those 
involved in industry, commerce, environmental agencies, education, agriculture, public 
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Annex 1 

information, and mass media. We need to work with other sectors to realize the objectives of 
our health programmes to minimize cancer hazards and to achieve the objectives of cancer 
prevention and control. 

One of the constraints for cancer control :s that it has been given a low priority in 
national health plans in terms of funding, staffing and political commitment. Advocacy is 
needed to develop appropriate policies and national programmes. We must work towards 
providing an assessment of the disease burden, setting achievable goals and priorities for 
action, development of political leadership, and systematic prevention and control measures, as 
well as establishment of mechanisms for coordination with other sectors. Cancer control needs 
a comprehensive national plan which integrates administrative, legislative, educational and 
technical efforts. 

Health promotion is an important approach. Through health promotion, we can 
encourage people, in conjunction with their families, communities and nations, to improve and 
manage their own health. Most of the measures for primary prevention and early detection of 
cancer are strongly related to personal behaviours and lifestyles, as well as to awareness of 
health issues. Therefore, the general public should be provided with sufficient information and 
guidance on what are the risk factors and how to avoid them. They need to know what may 
cause cancers, how to prevent some types of cancers, and how to recognize early signs of 
cancer. 

Implementation of cancer control programmes should be intensified at national, 
provincial and community levels with emphasis on anti-smoking activities, increase of the 
coverage of hepatitis-B vaccination, improvement of cost-effectiveness and coverage of early 
detection and screening for breast cancer and cervical cancer, and availability of palliative 
care, especially pain relief, in most countries of the Region. 

When we promote the development of national policies for cancer control, the 
importance of integration of cancer control into primary health care should be emphasized. 
This is a direct response to the epidemiological transition of disease pattern occurring in many 
countries and areas. New responsibilities of primary health workers in cancer control should 
be very well developed and defined. 

Cancer prevention and control is a long-term effort. It has a complex range of causal 
factors and many difficulties in terms of early diagnosis and effective therapy. The programme 
is also constrained by the lack of trained health workers and insufficient reliable statistics in 
many countries and areas. In order to meet these new challenges, this working group was 
organized to review the epidemiological situation of common cancers, to assess progress, to 
identify the problems in cancer control, to review the draft manual on prevention and control 
of common cancers, and to recommend appropriate strategies for future planning. 

I believe that comprehensive discussions of these issues will take place. You have a 
great resource here of the experience and wisdom possessed by this group of participants. The 
working group will provide important suggestions to solve current problems and provide good 
advice on the future directions of the programme. I am looking forward to hearing your 
conclusions on cancer prevention and control in the Region. 

I would like to express my sincere thanks to the members of the working group for 
taking this time to share their experiences and expertise. I wish you a successful meeting and 
an enjoyable stay in Manila. 

Thank you. 
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ANNEX 3 

PROVISIONAL AGENDA 

1. Opening ceremony 

2. Adoption of agenda 

3. Regional epidemiological situation and trends in common cancers 

4. Cancer surveillance 

5. Cancer prevention in the Region 

6. Early detection followed by effective treatment of cancers -

appropriate screening for breast and cervical cancer. stomach cancer 

7. Palliative care and cancer pain 

8. Indicators on prevention and control of cancer 

9. Development of a manual on prevention and control of common cancers 

10. Drafting of recommendations and discussion 

11. Finalization of recommendations 

12. Closing ceremony 
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TECHNICAL SUGGESTIONS PROVIDED BY THE WORKING GROUP 
FOR THE IMPLEMENTATION OF CANCER CONTROL PROGRAMMES 

AT COUNTRY AND REGIONAL LEVEL 

The epidemiological transition from predominantly communicable diseases to 
predominantly noncommunicable disease has already occurred in several countries and areas in 
the Region, is nearing completion in many throughout the Region, or has barely begun in 
others. Even in the last group. the transition has occurred in certain groups in the population 
such as the highly educated, the affluent, and those living in urban areas. The result is that 
noncommunicable diseases have become increasingly important throughout the Western 
Pacific Region, a trend which will continue and transform health service priorities. The 
burden of cancer will also increase due to ageing populations. 

1. All countries and areas should now formulate and implement a National Cancer 
Control Programme as an integral part of national health planning. In some small countries 
and areas in the Region, cancer control may be part of a broader Noncommunicable Disease 
Prevention and Control Plan. 

2. A National Committee or leading group on cancer control should be established. 
The purpose would be to formulate national strategies for cancer control. The membership of 
this committee should be selected so as to ensure multisectoral collaboration. There should be 
a designated senior spokesman to provide leadership in the development of a National Cancer 
Control Programme, and details of the programme should be widely disseminated. 

3. Within the health sector. comprehensive national policies and programmes for cancer 
control should be developed with emphasis on integration between programmes, for example 
in tobacco control, nutrition policy. health promotion, environment protection, and 
occupational health. 

4. The integration should include the work of various types of health workers, including 
those delivering primary health care and specialists in the treatment and management of 
cancer, and include workers with epidemiological training and experience in cancer control. 
Special attention should be given to the integration of cancer control into primary health care. 

5. New tasks of primary health care workers in cancer prevention and control now need 
to be defined. and should be tested and assessed in pilot studies prior to wider implementation. 

6. Organizations involved in National Cancer Control Programmes should be 
encouraged to collaborate to achieve programme objectives. 

7. Research is needed, targeted towards resolving those key issues which are clearly 
linked to opportunities for reduction of the burden of cancer in the Region. 

8. Cancer prevention should be emphasized [t is recognized that an unmet demand for 
clinical services in many countries and areas cannot be ignored, but sound health planning 
mandates that substantial resources must also be allocated to evidence-based preventive 
measures. The specific prevention measures adopted should be prioritized according to the 
disease pattern in each country. 
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8.1 The cancer control programme should closely work with the tobacco control 
programme to reduce the risk of lung cancer, oral cancer, and other tobacco related cancers. 
The top priority must be the prevention of primary school children becoming smokers. 

8.2 The population nutrient goals (4) are necessary for health in general and may assist 
in the prevention of cancer and other noncommunicable diseases. The goals include: 

• Total fat, lower limit IS % of energy, with an upper limit of 30% as an interim 
measure until populations can adapt to the lower limit. 

• Saturated fatty acids, lower limit 0% of energy, upper limit 10% of energy. 
• Polyunsaturated fatty acids, lower limit 3% of energy, upper limit 7% of energy. 
• Total protein, lower limit 10% of energy, upper limit 15% of energy. 
• Total carbohydrate, lower limit 55% of energy, upper limit 75% of energy. 
• Complex carbohydrates, lower limit 50% of energy, upper limit 70% of energy. 
• Dietary fibre, lower limit 16g/day, upper limit 24g/day. 
• Fruits and vegetables, lower limit 400g/day 
• Pulses, nuts and seeds, lower limit 30g/day (as part of the 400g of fruit and 

vegetables) 
• Free sugars, lower limit 0% of energy, upper limit 10% of energy. 
• Salt, upper limit 6g/day, lower limit not defined. 

Healthy eating habits and the components of a healthy diet should be promoted. Low fat 
intake and the high consumption of complex carbohydrates and high fibre foodstuffs are 
desirable aspects of many traditional diets which have provided protection against the 
development of noncommunicable diseases including cancer. Fruits and vegetables are 
especially important as they contain many elements which protect against noncommunicable 
diseases including cancer. 

8.3 Policies to reduce excessive drinking and limit consumption in those who drink to 
moderate levels defined in units of alcohol per day should be promoted. 

8.4 Where virus carrier rates are substantial, Hepatitis B vaccination should be 
strengthened as part of the Expanded Programme of Immunization. Further efforts should be 
made to promote higher coverage. Safety of blood transfusions and the use of safe syringes 
should be ensured to control viral hepatitis Band C. 

8.5 Safe sex practices for the prevention of HIV/AIDS, especially the use of condoms, 
should also assist in the prevention of hepatitis viruses Band C infection, and human 
papilloma virus (HPV) related cancer of the uterine cervix, in addition to AIDS related 
cancers. 

8.6 Cancer prevention should interface with the development of occupational health and 
environmental protection. Occupational and environmental exposure to carcinogens should be 
reduced and controlled. 

9. Detection of some precursor lesions or early cancer is an important measure to 
improve the effectiveness of cancer therapy, and may reduce morbidity, mortality, and prolong 
survival, but must be done only where there are investigative, diagnostic and treatment 
services able to cope with cancers detected. Population-based screening programmes should 
be undertaken only where there is proven evidence of efficacy, and after pilot studies of the 
feasibility and acceptability of the proposed methods at the local level. This includes the 
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demonstration that resources are sufficient to cover at least 70% of target group, that there is 
clear cost-benefit in the context of competing national priorities, and that appropriate 
diagnostic and treatment facilities exist for further medical care. Thus screening programmes 
may not be immediately feasible in many countries. 

9. 1 Increasing the awareness of the general public and health professionals about the 
early signs and potential for cure of cancer should be pursued through health education and 
mass media to enable people to seek prompt medical attention and appropriate referral. 

9.2 Breast cancer. Health care workers should routinely ask women aged over 35 years 
whether they have noticed any breast changes and in such circumstances offer breast 
examination. They should be trained in techniques of breast self examination and teach these 
to women aged 35 years or over. It is important to ensure that there is a link between the 
identification of an abnormality and the patient's referral for diagnosis, treatment and follow 
up. 

If resources are available, screening mammography may be recommended, but only for 
women older than 50 years, and then at 2 to 3 year intervals within organized screening 
programmes. 

9.3 Cervix cancer. Establish a clear policy to screen women over the age of 35 years, 
and on the management of abnormalities detected by screening. In countries with limited 
resources, every woman should be screened once in her lifetime between 35-40 years of age. 
If resources are sufficient, women should be screened every 5 years from ages 35 to 64 years; 
with very young populations, the age range could be 30 to 59 years. Good quality control in 
laboratories is essential. Appropriate training and continuing assessment of cytotechnicians 
and cytopathologists are required. It is important to ensure that there is a link between the 
identification of abnormalities and referral of the woman for diagnosis, treatment and follow 
up. Policy is needed for the management of low level Cervical Intrepithelial Neoplasia to 
avoid unbalanced use of resources. Appropriately trained and supported primary health care 
workers have an important role in taking Pap smears, and ensuring that women with positive 
smears go for follow-up investigation. 

9.4 Oral cancer. Primary health care workers, including dental assistants and nurses, 
can be trained to detect precursors of oral cancer, and early cancers. This should be organized 
and evaluated where these cancers are common, and where facilities exist for their further 
diagnosis and treatment. 

9.5 Gastric cancer. General screening is not recommended where it has not already 
been introduced. For the present, screening should only be carried out in the context of well 
structured studies in high risk groups. 

9.6 Colorectal cancer. There is currently insufficient evidence to recommend screening, 
though colonoscopy may be recommended for particularly high risk groups, e.g. persons with 
a strong family history of colorectal cancer. Faecal occult blood testing has low specificity 
with many false positives and is unsuitable for general screening. 

9.7 Prostate cancer. There is no evidence that screening by prostate specific antigen 
(PSA), rectal digital examination, or trans-rectal ultrasound reduces mortality from this cancer. 
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9.8 Hepatocellular carcinoma. General screening is not recommended. For the 
present, screening of high risk groups such as carriers of hepatitis viruses Band C might be 
considered in a trial setting among very high ri~k populations. 

9.9 Nasopharyngeal carcinoma. General screening is not recommended. Trials of 
screening for antibodies or by inspection are first needed to demonstrate efficacy. 

10. Cancer treatment should be prioritized in favour of situations where a high 
probability of cure has been demonstrated, using methods that are cost-effective . 

• 
10.1 Resources allocated for the management of cancer cases should focus on specific 

sites/stages for which there is strong evidence for significant increase in survival and 
improvement in the quality of life, e.g. leukaemia in children. 

10.2 There is an urgent need for communication to be improved between physicians, 
other health personnel and patients with cancer. Undergraduate and specialist training should 
be strengthened in this area, which includes disclosure of diagnosis and prognosis (truth 
telling; breaking bad news) in an empathetic manner. This aspect of management needs to be 
strengthened in follow-up and continuing care. 

10.3 Member countries and areas should be encouraged to formulate and implement 
cancer management guidelines for common cancers, and select modalities of treatment that are 
appropriate given available resources. 

10.4 Cancer management guidelines should include an essential drug list that will be 
required for curative treatment, cancer pain relief, and palliative care. 

11. The current situation in the Region in relation to cancer pain relief and palliative 
care is generally most unsatisfactory, but able to be greatly improved. 

11.1 Cancer pain relief often requires oral morphine which should be made available to 
patients at home. The availability of drugs used for pain relief including oral morphine should 
be improved through amendment of narcotic regulations and legislation, improvement in the 
supply, distribution and ways of prescribing opiods. 

11.2 Continuing education should be given to doctors and nurses and primary health 
care workers in cancer pain relief and palliative care. Health worker attitudes and knowledge 
should be investigated to develop appropriate approaches for training. Health worker 
curricula, including medical, nursing and others, require revision. The WHO method of pain 
relief and palliative care is strongly recommended. 

11. 3 Cancer patients in many countries of the region are frequently diagnosed too late 
for curative therapy. and may be sent home without treatment. For effective palliative 
services, several levels of the health system may be involved.. Effective communication is 
needed between physicians who have diagnosed and/or treated cancer patients and primary 
health care workers assisting in their domiciliary care. The physician should be responsible 
for ensuring that there are adequate drugs and resources for palliative care. 

12. The cancer epidemiological situation and cancer control programmes should be 
monitored and formally reviewed every 5 years at country and regional level. Cancer data 
collection including high quality cancer registration in at least some part of each country is 
highly recommended. 
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12.1 Where certification of cause of death is incomplete, or an unacceptable proportion 
of certificates are completed by non-medical personnel (> 10%), consideration should be given 
to ensuring adequate certification of a sample of the population. This sample should be 
representative so that national estimates can be prepared. 

12.2 Cancer registration is of high priority, and should conform to international 
technical and methodological standards as defined in relevant publications of the International 
Agency for Research on Cancer and the International Association of Cancer Registries. 

• All countries with a population of 200 000 or more should maintain at least one population
based cancer registry. Countries with populations > 5-10 millions should nat aim for 
national registration, but rather aim for regional registries covering timited population, the 
number of such 'sentinel' sites, depending on the size of the country. 

• For small countries and areas, periodic cancer 'surveys' (retrospective census of cases) are 
a more realistic option. 

• Population-based registries should aim to identify all cases (however diagnosed) in a 
defined population. They should collect information from all potential sources of 
information, these should include at least (1) Hospitals (2) Pathology laboratories (3) Death 
registrations. In the absence of well-established existing health information systems, 
collection of information requires active search for cases by dedicated personnel. 
Registration dependent upon notification of cancer cases by health care personnel is not 
adequate for the purpose. 

• The information recorded on cancer cases should comprise lL1..least the minimum data set 
recommended by the International Agency for Research on Cancer and the International 
Association of Cancer Registries: name of patient; date of birth (or age); sex; address; 
primary site of cancer, histology; date of diagnosis; basis of diagnosis; source of 
information. 

• Adequate staffing is required. This implies some form of medical supervision (at least part 
time depending on the registry size), and clerical personnel trained in data collection, 
coding and entry. As an indication, about one clerk is required per 1000 annual new 
registrations. 

12.3 Indicators for better evaluation of cancer control programmes should be developed 
to meet the demands of cancer control programmes at the country level, and of WHO/wPRO. 
Improved mechanisms for exchanging cancer information between WHO/wPRO and countries 
and areas are needed. 

• At the country level, the indicators in WHO's National Cancer Control Programmes (5) 
are recommended as models to be adapted to the specific needs of programmes. They may 
also be useful for the WHO/wPRO Cancer Control Programme. 

• At the Regional level, indicators relevant to cancer proposed for the New Horizon 
indicators and data base for the Region are: 

--Cancer mortality 

--Cancer: incidence 

--Availability of valid, efficacious screening programmes for common cancers. 
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--Percentage of persons by gender and ten year age groups, overweight and obese (Body 
Mass Index). 

--Percentage of persons by gender and ten year age group who smoke tobacco. 

• Additional Regional indicators which would be highly desirable include: 

The status of legislative actions for tobacco control including taxation, bans on 
advertising, the banning of smoking in public places, and the ending of subsidies to the tobacco 
industry. 

--Percentage of persons who smoke tobacco by single year of age at ages 6 to 15 years. 

--Availability of cancer survival data for the general population .. 

--Presence of a National Cancer Control Programme. 

--Availability of morphine for pain control to cancer patients at home. 

13. Regional and national capacities in cancer prevention and control, including cancer 
epidemiology, and cancer C\iagnosis and treatment, need to be strengthened at appropriate 
levels. 

13.1 Assessment of needs is required. Much data relevant to cancer prevention and 
control exists in the health system, but requires retrieval, collation and analysis. This can be 
done by health statisticians to epidemiologists. 

13.2 Depending on the existing situation, training may be further required in cancer 
epidemiology and prevention, surgical oncology, chemotherapy and radiotherapy to develop 
manpower for cancer control. National and international organizations are often able to assist 
in training. 

13.3 Technical guidance and training materials should be developed to support cancer 
control practice at country level. Books such as National Cancer Control Programmes, World 
Health Organization, Geneva, 1995; Cancer Pain Relief, 2nd Edition, World Health 
Organization, Geneva, 1996; and the WHO WPR Manual for Prevention and Control of 
Common Cancers, (in preparation in Manila) are examples of suitable materials. 

13.4 Research on cancer control should be strengthened. This means that in addition to 
basic and clinical research, research on cancer aetiology, behavioural modification, 
organization and outcome of cancer control programmes should be included. 



LEADING CANCERS, DETECTABLE PRECURSOR LESIONS, RISK AND PROTECTIVE FACTORS, AND POSSIBLE PREVENTION 

WESTERN PACIFIC REGION 

SITE TYPE DETECTABLE RISK FACTORS PROTECTIVE PREVENTION 
PRECURSOR FACTORS APPROACH 

Stomach Intestinal (adenocarcinoma) Atrophic gastritis H. Pylori ? High salt ? Dietary antioxidants ? Diet 
Intestinal mecaplasia ? High nitrite 

Oesophagus Squamous cell ca Dysplasia Nurrient deficiency Fruits, vegecables Remove risk factors 
Tobacco, alcohol 

Luog Squamous cell ca Nil Tohacco smoking Fruits, vegecables Remove risk factors 
Air pollution 

Adeoocarcinoma Nil ? Aerosols from Nil 
cookiog in China 

Liver Hepatocellular ca Nil Hepalitis viruses (B,C) Nil Vaccines 
Mycotoxins Food storage 

Mouth Squamous cell ca Leukoplakia Tobacco smoking or chewing ? Dietary micronutrients No smoking or chewing 
Betel quid with lime tobacco 
Alcohol 

Avoid lime 
A void alcohol 

Breast Various Nil Alcohol Nil Nil 
? Fat 

Uterine cervix Squamous cell ca Cervical Intra-epithelial HPV - 16,18(11,33) ? Dietary micronutrients Sexual behaviour 
Neoplasia ?Futurc vaccine 

Colorecrum Adenocarciooma Adenoma (polyp) Fat. red meat, excess energy Diecary fibre WHO population nutrient 
Fruits & vegecables goals include low fat, high 

fibre, fruits & vegetables 
Skin Squamous cell ca Ulltraviolet radiation Skin melanin Reduce UVR 

Basal cell ca Ultraviolet radiation Skin melanin Reduce UVR 
Melanoma - SSM A!ypical naevi Ultraviolet radiation Skin melanin Reduce UVR 
Mel- acral lentiginous ? Plancar naevi Not known 

Nasopharynx Carcinoma Nil Epstein Barr Virus (EBV) Nil ?Vaccine 
Exposure to preserved food at ? Avoid high risk foods at 
weaning weaniog 

EARLY DETECTION 
APPROACH 

Screeniog (Japan only 

Nil 

Nil 

Nil 

Nil 

Can detect early cancers 
inP.H,C. 

Mammography for high risk 
" Palpation -PHC or Self 
Pap smear 

Colonoscopy for high risk 

? Self-examination 
" . 
" 
" 

' Endoscopy screen 
? EBV antibodies 

.... 
UI 



- 27 -

REFERENCES 

(1) Coleman M.P. et a1. Trends in Cancer Incidence and Mortality, IARC Scientific 
Publications No 121, Lyon,l993 

(2) Final Report of the Second Working Group on the Organization of Comprehensive 
Cancer Control Programmes, WPRO, WHO 

(3) and (4) Diet, Nutrition, and the Prevention of Chronic Diseases WHO Technical 
Report Series 797,1990 

(5) National Cancer Control Programmes -Policies and Managerial Guidelines WHO 
Geneva 1995 


