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1 INTRODUCTION 

The WHO Regional Ofice for the Eastern Mediterranean (EMRO) convened the Third 
Intercountry Meeting on Cancer Control and Prevention in Cairo, Egypt, from 17 to 19 
September with the following objectives: 

- Review the progress made in the development of national cancer cnntrnl programmes 

since the Second Intercountry Meeting in December 1995. 

Assrss pugless r~lilcle ill the develup~lle~lt vf cancer registries in Menlbcr Statcs. 

Discuss the feasibility of establishing WHO Collaborating Centres for Cancer in the 
Region. 

Dr Abdel Aziz Saleh, Deputy Regional Director, inaugurated the meeting and delivered 
a message from Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean. In his message, Dr Gezairy emphasized that cancer was increasingly 
recognized as a major health concern in the Eastern Mcditerr'mean Region. The rapid rise in 
the magnitude of cancer represented one of the major health challenges at both global and 
Regional levels. Dr Gezairy highlighted the main contributors to the increasing prevalence of 
cancer in countries of the Region which were high rates of smoking in the population; 
transition to econotnic afi'lluence with associated changes in eating practices and nutritional 
status; and epidemiological transitions resulting in increased life expectaricy. 

Dr Gezairy also illustrated achievements of EMRO over the last 15 years. The W I O  
programme for cancer control had fostered the development of national cancer control 
programmes as a main intervention strategy for a coinprehensive and cost-effective approach 
at country level. During the last 10 years, cancer as a public health problem had been 
addressed in national programmes for cancer prevention and risk factor control. Dr Gezairy 
emphasized that primary prevention, early diagnosis, cancer management, palliative care and 
cancer surveiIlance and registry would be the main challenges of WHOiEMRO for the 
corning years. 

In his message, the Regional Director expressed his hope that the meeting would end 
fruitfully, with rcnsonablc rccommcndations in ordcr to strcngthcn nntionnl cancer activities. 

Participants from nine countries, t h e e  WHO temporary advisers and WHO staff 
anended -rhe meeting. The agenda, programme and list of participants are given in Annexes 1, 
2 and 3, respectively. 



2. OVERVIEW OF CANCER CONTROLACTIVII 1KS SlNCE 'I'HE: SKCOYU 
INTERCOUNTRY MEETING IN DECEMBER 1995 
Dr Oussurnu Khulib, Regranal  advise^ i2Toncommunicnble Diseases, W'HO/Eh.fRO 

As the number of cancer cases in the world increases, cancer is becoming a major kvorld 
health problem, with wide geographical variations in its incidence, and is also becoming an 
important item on every country's health agenda. The importance of cancer control was 
recognized by the Forty-third Session of the Regional Committee for the Easiem 
Mediterranean in 1996, which adopted a resolution (EM/RC.I3/R.12) considering cancer as a 
major health probIem and calling on Member States to initiate national programmes for 
cancer control. Two intercountry meetings on national cancer control programmes were held 
in 1993 arid 1995. Guidelines for the establishmenr of national cancer control programmes 
were also formulated. 

The key success factor in cancer prevention is carefuI targeting and the main emphasis 
of the two intercountry meetings was how to develop and implement national cancer 
programmes that will lead to a reduction in the incidence of cancer. 

Following the second intercountry meeting, cancer as a public heaIth problem has been 
addressed in national health programmes and the Regional O f i c e  has:  

Provided technical support to promote the development, strengthening and 
impIcmcntation of national canccr control prograrnmcs. This has allowed the cancer 

situation to be assessed, and priorities and achievable targets to be set. 

Given technical and financial support to establish population-based cancer registries and 
surveillance and, hence, formulated policy and set priorities in many countries. 

Organized, in 1993 in Amman, Jordan, the International Course on Cancer 
Epidemiology in collaboration with the International Agency for Research on Cancer. 
Cancer registries are most useful when they are linked to cancer co11tro1 and this was the 
first course linking epidemiology and registries with cancer control. 

Supported efforts to develop national guidelines for cancer treatment, pain relief and 
palliative treatment. EMRO has held training courses on palliative care for national 
focal points in many countries. 

Continued to support and develop programmes for early detection of cervical and breast 
cancer. 

Several countries are facing serious constraints in their national cancer control 
programmes. These can be summarized as: 

inadequate budgetary resources for cancer; 
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Inck of programmes in s o n ~ e  countries for curable cancer, e.g. Hodgkin's disease, 

testicular cancer and childhood Ieukaemia; 
inadequate tobacco control for prevention of lung and oral cancer; 
inadequate control of human papilloma virus infection for prevcxiliuri ufce~vical  cancer; 

and 
inadequate infection control, e.g. hepatitis 8 immunization for prevention of liver 
cancer. 

Special emphasis has been given to the fact that cancer is one of the major health 
problems in the Region and, therefore, great attention should be focused on comprehensive 
national control programmes that include raising public awareness, promoting healthy 
lifestyles and carrying out dietary surveillance. Coverage of the: popillatinn with hepatitis F3 
immunization is another important prevention strategy. Building an effective national 
surveillance system is a priority for access to data information on incidence, prevalence and 
risk facturs related to canccr. 

The Regional Office supports the idea that a comprehensive national cancer control 
programme is unthinkable without a system of surveillance {and monitoring) of cancer, and its 
determinants and outcome. Continuous evaluation is crucial to the success of national cancer 
control programmes and should focus on both process measures and outcome measures. 
National cancer control programmes should be oriented towards the most pressing problems 
among the largest population concerned. 

Dr Khatib cmpllasized that establishing national cancer centres is an initial component 
of an enhanced cancer control programme. A national cancer centre can link health centres 
and medical departments and has proven to be a cost-effective way of maintaining cancer 
health quality care across the cancer health system. The strategic concepts of national cancer 
centres will be: 

formulating measurable cancer objectives; 
determining the size and spectrum of the cancer problem; 
realistically assessing the cancer situation; 
collaborating with primary health care workers in the cancer field; 
raising public awareness of the fight against cancer, particularly through public 
education; 
prioritising the needs of the country; and 
developing and disseminating a consensus protocol for management of cancer and 
initiating cancer system research. 

Among othcr issucs, thc usc of tclcmcdicinc for dcvclopment of national cancer centres 
should be considered. WHO recognizes telemedicine as an element of national health care 
systems and it requires policy development, planning, monitoring and evaluation with the 
involvement and collaboration of various national agencies. The use of telernedicine is now a 
daily practical approach among many European countries and it has many potential benefits for 
cancer control, such as support for diagnosis (primary, collaborative, second opinion), distance 
learning and encouraging of collaboration among professionals. There is not enough awareness 
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yet, in the medical community nf the Region, of the oppol-tunities presented by tc lc~~~cdic ine  

and possibly even negative attitudes to\vards any change. 

3.1 Mini cancer control centres 
Profissor SherfOmal; ?THO Temporary Adviser, WHU/EMRO 

Professor Omar chnwed that the incidence of cancer exceeds 200 per 100 000 
population in Europe, whereas the incidence in the Eastern Mediterranean Region is less and 
this may be due to the reduced lifespan of peopIe of the Region. Schistosoma-related bladder 
cancer and breast canccrs arc the most collllnorx carlccis in Egypt. SurgicaI interventions for 
bladder cancer and conservative therapy for breast cancer are the usual methods for their 
treatment. Combined adjuvant therapy and radiation therapy are supporting measures for 
these two disorders. The main reason for cancer admissions in Cairo University Hospital is 
urinary cancer, followed by breast in females that seems to be more aggressive than in 
industrialised countries and thirdly by lympho-haematolgical cancers. 

Professor Omar raised an important question of WHO adoption of clinical trials and 
said that, with international collaboration, competent centres could implement phase 3 clinical 
trials. He discussed the latest laboratory investigations that included DNA sequences, 
principles of micro array, turnour suppressor genes, oncogenes and the cell cycle kinetic. Cost 
and cost-effectiveness of screening were also discussed in dctaiI. 

Professor Omar told the meeting that Cairo Cancer Centre was estabIished in 1969 and 
has GOO k l l y  equipped beds. It is a National Cancer Centre and offers full inpatient, 
statistical, epidemiological and research services. The speaker suggested consideration of the 
above centre as a WHO colhborating centre. Professor Omar also presented the case of the 
Fakous Cancer Centre which was established eight years ago. It is fully equipped and it 
includes a computerized system of patient records and serves as part of the national cancer 
registry. Services such as chemotherapy, radiotherapy, surgery and palliative care are avaiIable 
and this centre also runs a training and research programme for junior doctors. The speaker 
suggested that mini cancer centres such as that in Fakous should be established in countries of 
the Region to serve the needs o f  the  community. 

3.2 Recent advances in cancer chemotherapy 
Professor Hussein Khcrleil, WHO Tenzpor-ur-y Adviser; Ft'HO/'E?viRO 

Cancer is one of the major health problems in industrialized and developing nations. 
The magnitude of the problem differs in lncidence and profile in different regions and in 
different countries. Thus, in the Eastern Mediterranean Region, the cancer profile and 
incidence rates are not simiIar to those of the United States of America and other 
industrialized countries. As an example, bilharzial bladder cancer is the most common 
malignancy presenting to the National Cancer Institute of Cairo, the largest comprehensive 
cancer centre in Egypt. 
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Effective trcstmcnt of canccr  nus st conlprisc a multidiscipIinary approach which 
includes surgery. radiotherapy and systemic therapy u.ith hormones or chemotherapy. The use 
of one or more of these nlodalities will depend on the type and stage of the disease. 

Among other important issues are cell kinetics and cell cycle studies, which are 
designed to conduct a combination of chemotherapy and drug pharmacokinetics. During the 
last twenty years the concept of the combined modality approach, with the use of one or more 
different cancer treatment modalities (including surgery, radiotherapy and systemic therapy), 
has been introduced. Long-term and Iate complications have started to appear, and designing 
of criteria to evaluate chemotherapy toxicity is among developments in the last years. Now, 
the scope of medical oncology and systemic therapy of cancer include other agents, other 
ceIluIar intervention approaches and other ways to attack preferentially malignant cells. 

There are four main types of cancer chemotherapy: induction chemotherapy, adjuvant 
chemotherapy, prin~ary chemotherapy and local chemolherapy. Tht: ~riairi ail11 uT carlcer 

chemotherapy is to decrease the number of malignant cells to undetectable sub-clinical levels, 
i.e. below 109 malignant cells in the host body. The possibility of cure will be directly 
proportionate to the number of malignant cells remaining in the body, thus allowing the 
immune system to deal successfully with the remaining few cells. 

Depending on the type of tumour and stage of disease, cancer chemotherapy may cure 
in the advanced setting, e.g. lymphoma, leukaemia; cure in the adj~vant  setting, e.g. breast 
and cnlnn canrpr: produce good responses but not nlrp, e g hladder cancer, chronic 

rnyelogenous leukaemia and multiple myeloma; or have little effect or no response. e.g. 
osteogenic sarcoma, thyroid cancer. It  is the art of the medical oncologist to increase the 
cfficicllcy and dccrcasc thc toxicity of any agent(s) uscd during thcrapy. Most of thc toxicity, 

however, occurs in body systems where there are rapidly dividing cells with a high rate of 
renewal capabilities, such as in bone marrow, hair follicles and sex organs. 

With the advent of new molecular biology techniques and recent advances in the field of 
genetic engineering and molecular biology, many improvements and innovative approaches to 
fight cancer have emerged. These approaches include some new concepts such as overcoming 
the phenomenon of multi-drug resistance, development of organ protectors against side effects 
of chemotherapy, use of target-directed therapy with monoclonal antibodies and Iiposomes, 
and the use of gene therapy and tumour cell vaccines. 

3 3  Bone marrow transplant in Egypt 
Professor flossam Kame1 Mahmoud, WHO Temporary Adviser, W H O / ' R O  

Professor Malunuucl explair~ccl the 5teri1  ell i~ar~spla~llatiuii plugrarnrnt: in Egypt. Tht: 
annual number of bone marrow transplants in Egypt is increasing yearly. The main indications 
for bone marrow transplant are lymphoma and leukaemia. Peripheral stem cell transplant is an 
ideal transplant and 400 cases have been done to date. The rate of bone marrow transplants in 
Egypt is three per million whereas in the United Kingdom of Great Britain and Northern 
Ireland it is 46 per million. 
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One of difficulties faced in when carving m ~ t  hone marrow transplant is the lack of a 
matched unrelated donor for cluonic myelogenous leukaernia patients m d  lack of an identical 
family donor. This has led to the search for an alternative approach. The speaker addressed the 
advantages of mini-transplants, which arc supposcd to be easy technically ar~d chc~iper. There 
was a heated debate about bone marrow transplant centres, standardization and establishing 
national and regional guidelines for bone marrow transplant. 

3.4 Framework Convention on Tobacco Control (FCTC) 
Dr Fatima Al-Awa, Ac f ing Regional if dvisel; Tobacco Free I~itiative, WHO/EMRO 

Dr AI-Awa started her presentation by showing the prevalence of smoking among men in 
countries of the Eastern Mediterranean Region. Djibouti has the highest prevalence with more 
than 75% of Inen smoking, whereas 01nan has the lowest at 15%. The percentage of young men 
of the Region smoking is very high and in Lebanon and Gaza is estimated to be 40%. 

The following are necessary for control of tobacco: 

rccognition of the problem; 
political commitment; 
national programmes; 
national committees; 
legal support and useful mechanisms for enforcement; and 
partnerships. 

The role of EMRO is to assist governments in identieing countries' needs, to support 
national studies and surveys, to work with the  media and to initiate events aimed at reducing the 
prevalence of tobacco. Tobacco control needs national legislation to combat illegal practices of 
the industry and to ensure disclosure of truth. Also, partnerships with national and Regional 
organizations need to be enhanced. 

The Framework Convention on Tobacco Control (FCTC) is a tool for reducing morbidity 
i i r d  ~rlorlality reIated ro tobacco use, as four million deaths occur worldwide every year as a result 
of tobacco use. The number of deaths is expected to rise to 10 million by 2010 and 70% of these 
deaths will occur in developing countries. The health sector will not succeed alone in tobacco 
control unless there is national action that has international support. 

The hture challenges will be how to: 

face the tactics and strategies of the tobacco industry in the Region; 
imprnve and evaluate Regional plans and actions; 
enhance the role played by other organizations such as UNICEF and the World Bank; 
and 
activate the role of no~lgoven~llental UI-giui~alions. 
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3.5 Telerr~edici~te and cancer- 

Dr Nujeeb Al-Sizorbnji, Regional Adviser, Health Information Szrpport, IYHO/EMRO 

Telernedicine is an umbrella term that enconlpasses any medical activity involvirlg a11 

element of distance. Simply, it is the practice of medicine using interactive audio, visual and data 
communications and includes medical care delivery, consultation, diagnosis and treatment, as 
well as education and the transfer of medical data. Dr Al-Shorbaji illustrated telemedicine issues 
and trends and these incIuded: 

standardization and hardware compatibility; 
finance problems; 
rncasuring cost-effectiveness; 
cost-saving due to low transportation costs and less work time; and 
international cooperation and the role of WHO. 

Dr Al-Shorbaji went on to emphasize the role of the Internet in health matters. He explained 
in depth cancer-related sites on the Internet that support training and continuous education, 
information index, remote diagnosis, emergencylepidemic support, preventive care education and 
electronic publishing. Telemedicine would be a good diagnostic tool for radiology, cytology and 
other laboratory investigation for cancer diagnosis. Also, it could provide a tool for accessing the 
Iatest rnedicine,.radiotherapy and surgery for cancer treatment. 

3.6 Food safety and cancer 

Ms Susanne Gelders, Short-term Professional, Food Safety, FVHO/EMXO 

Food safety is the area of work that covcrs all aspccts of the safety of food in relation to its 
effects 011 human health. Food, in relation to its inherent risks, has long been an important aspect 
of human development. Risks are various, and grow in complexity, starting from the price, to the 
actual quantity purchased, to the 'acute' quality, and finally the 'long-term' quality. 

Concerning chemical contamination, regretfully, there are no figures indicating its extent. 
Chemical contamination can have direct, acute effects, which are often known and are prevented 
by not exposing consumers to them. The long-term effects, such as cancer, are often not as clearly 
linked to chemical substances and neither cause nor effect can be proven except after a number of 
studies have been performed or links have been proven. There are three main categories of 
chemical residue that may contaminate food: veterinary drug residues, residues From pesticides 
and herbicides, and contaminants from the production or distribution ~ ~ O C P S S .  All  of these 

chemicals must be used safely and in appropriate amounts, and the consumer must be able to rely 
on this. 

One of the major issues related to food safety and cancer is contamination of grain and 
other crops with aflatoxin, which is a well-known etioIogical factor for cancer of the liver. This 
problem has been well known for many decades as a cause of cancer in many African countries. 
As food chains lengthen and trade becomes more global, the importance of being able to trace all 
of the components of a food item increases, from the finished product and packaging back 
through its constituent ingredients to the substances (like fertilizer or animai feed) used in 
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producing those ingredients. Here, the role nf risk analj-sis becomes important. Risk analysis is 
the process where identification of hazards and establishrnel~t of the extent of their inherent risks 
inform management decisions regarding the actual handling of the hazard, Fortunately, during the 
last two decades food contamination has bccome less alld is rlut a major problem due to better 
food preservation and easy transportation. During recent years many industrialized countries have 
established a standardization formula for food preservation that prevents factories from adding 
any pote~~tiillly carcinogenic material. In many countries, the producers are responsible for 
labelling food products, showing in detail any the preservative materials used. It was discussed 
during the meeting that Member States should take into consideration food preservation and 
labelling. Ministries of agriculture and health should issue decrees for control of preservations. 

4. COUNTRY PRESENTATIONS 

4.1 Cancer control in Bahrain-current situation and future improvements 
Dr Jurnul A/-Sayad, Chronic Diseases Programme, Bahrain 

Cancer is the second leading cause of death in Bahrain, causing 12.2% of all deaths. The 
leading types of cancer among Bahraini males (1 998) are lung (1 7.3%) and leukaemia ( I  5.8%), 
whereas in females they are breast (26.6%) and lung (9.4%). 

Dr Al-Sayad described the activities of the Bahraini cancer registry. In 1995 screening 
programmes for breast and cervical cancer started and include clinical breast examination for 
women aged 30 tn 64 years and pap smears for u70men aged 3 5  to 64 ycars. The Bahrain Suc;ieLy 

Against Cancer (BSAC) has been established and it has scientific and community functions. Its 
scientific activities include making educational materials and holding conferences, seminars and 
lecturcs. Its community activities irlcludr home nursing care, raising donations for the Ministry of 
Health and giving donations to cancer patients. 

Dr Al-Sayad concluded his presentation by showing areas for better contro1ling of cancer. 
These included setting standards, monitoring and evaluating the situation, developing human 
resources and monitoring human performance. 

4.2 Cancer prevention and control in Egypt 
Dr Mohamed Saad Zaghloul, AE Minya C(xncr?r Centre, Egypt 

The Ministry of Health and Population considers cancer as an important problem and 
puts it high on its agenda, The most common cancers in Egypt are breasl cancer, urinary 
bladder cancer and liver cancer. Urinary bladder cancer and liver cancer have an 
environmental predisposition and can often be prevented. Cancer prevention is achieved by 
natiol~al planning, setting an action plan, establishing a cancer registry and establishing a 
network for prevention and early detection. 

In 1996 the NationaI Committee for Cancer ControI was established. The Ministry of 
Health later established the cancer registry through a decree and cancer is a notifiable disease. 
Eight cancer centres have been established throughout Egypt (Aswan, Sohag, A1 Minya, A1 



Salaam, Tanta. Naqser Institute, Damanhour and Damiettal. These centres. in collaboration 
with the university, military, police and charity hospitals. cover the whole populated land of 
Eg>.pt. The centres are well equipped with the necessary technical medical equipment and are 
staflcd by highiy trairlcd scientific, mcdical and technical personnel. These centres deal not 
only with patient management and treatment, but also with cancer prevention and medical 
education for the regional local medical staff. Cancer prevention is established through 
primary, secondary and tertiary prevention. All the facilities in cancer centres, as well as all 
the facilities of the Ministry of Health and Population, are geared to the prevention and early 
detection of cancer. Primary prevention is achieved through changing lifestyles, avoiding risk 
factors, hepatitis vaccination, public awareness and health education. Secondary prevention is 
achieved through ensuring diagnosis in early stages, screening and early detection. Tertiary 
prevention is now carried out in the cancer centres through management, treatment, 
rehabilitation and minimizing complications+ A population-based cancer registry has been 
introduced in Egypt to provide accurate statistics to support the cancer control programme and 
to help in accurate decision-making. 

4.3 Cancer rcgistry in Egypt-past, present and future 
DJ- Ibrahir~z A bdel Bar Se if Eldeir?, Tanta Ccrrzccr Ccntrc, Empt 

Dr Seif Eldcin explained that in 1998 the Ministry of Health and Population established 
eight new cancer centres scattered geographically throughour Egypt. Furthermore, cancer was 
declared a notifiable disease through ministerial decree and National Cancer Registry 
activities were started. Nasser Cancer Centre was chosen to be the central registry and eight 
regional registries were established, one in each cancer centre. A modified cancer registry 
programme with a unificd format was dcveloped and installed in the eight regional registries. 
The eight regional registries are connected to the central registry by e-mail, and data are sent 
rnoxlthly to the central office wherc analysis and reporting are carried out. The registry is 
tnulti-i~lstilutional, apart from in the Gharbia region where a population-based cancer registry 
is functioning. 

It was recommended that other major health facilities dealing with cancer be contacted 
to encourage them to join thc network, namely all univei-sity hospitals, national canccr 

institutes, and insurance, teaching, military and police hospitals. One regional registry should 
be population-based. It is suggested that the next population-based cancer registry be in A1 
hdinya, as it is a localized community, representing upper hgypt, where most of cancer cases 
can be collected easily because they pool into A1 Minya Cancer Centre. 

it was also recommended to start a national cancer control programme, based on the 
preliminary report of the National Cancer Registry that showed breast, bladder and liver to be 
the most prevalent types of cancer in Egypt. In addition, mini clinics should be established for 
screening individuaIs at high-risk of developing these three cancers. 



4.4 Cancer prevention and control. in Jordan 
Dr Meynsser Ziildah, Nonconrn7ic?zicnble Diseases Depal-fnzei~t, filinistly of Health. 
Jordnn 

In Jordan cancer is mainly a disease of the elderly, with 9.2% of all cancers occurring 
before the age of 20 and 38.8% occurring after the age of 60 years. The crude incidence rate 
of all cancers anlong Jolda~lials is 7 1.1 per 100 000. The most common cancers in 1998 were 
as follows: breast (14.5%), lymphoma (7.9%), leukaemia (7.2%), lung (6.7%) and colon (6%). 

The National Cancer Prevention and Control Programme was established in 1996. The 
goals of the programme are to decrease both mortality and morbidity fiom cancer and to 
improve the quality of life for cancer suffers. The Jordanian c~mcer registry is a population- 
based registry and was established in 1995. The data is collected by active reporting and 
sources of information are hospitals, cancer centres, laboratories and clinics. 

Dr Zindah showed that the main achievements of the Jordan Cancer Control Programme 
are formulating: 

a national plan for cancer prevention and control 2000-2002; 
national guidelines for palIiative care services; 
training guidelines on early detection of breast cancer; and 
training activities for doctors and paramedicals on early detection, prevention and 
management of cancers. 

Dr Zindah ended her presentation by saying that financial support is required to implement 
different activities and the priority areas can be summarized as: 

screening facilities and equipment; 
preparation of a protocol (guidelines) for treatment of the various types of cancer and 
drugs available for such protocols; 
training in epidemiological research in cancer; 

+ inci-eased co~l~rnurlity awarerless; and 

general education on tobacco control, diet and environmental factors. 

4.5 Cancer control in Lebanon 
Dr John Jabboul; National Noncommunicable Diseuses Programme, 'Lebanon 

I? is estimated that between 3000 and 4000 new cancer cases occur every year in 
Lebanon. The most common cancers in males are lung, bladder, larynx and lymphoma, 
whereas in females they are breast, cervix, lymphoma and brain. 

The idea of establishing a national cancer registry started in 1971. In 1995, a national 
comrnittcc hcndcd by thc Dircctor Gcncral of IIcalth was estabIished in order to develop a 

national cancer registry. Today, there is political con~mitment to establish a national cancer 
registry and is supported by the Minister of Public Health. 
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Tile objectives of cancer control in Lebanon are to: 

determine cancer patterns among the Lebanese population; 
rriorlilvr caIlccr 11~1liIs; 

assist in setting national strategies for cancer prevention and control; 
guide planning and evaluation of cancer control programmes; 
help set priorities for allocating health resources; and 
provide information for an aggregated and centralized database of cancer incidence. 

The national cancer control programme lacks a national strategy and policy, national 
proposals and also the role of Ministry of Public Health is service-oriented rather than 
preventive. 

4.6 Cancer control in Morocco 
Pi~ufessor Elkhalil Brahint El Gueddari, Irtstitut National d'Oncologic dc Rabat, 
Movocco 

Professor Gueddari started his presentation by saying that the population of Morocco is 
30 million, equally divided between urban and rural areas. New cancer cases number 
35-4011000 but only 10 000 cases reach hospitals. In Morocco, there are three public and 
three private hospitals for cancer control but no national cancer control programme. The most 
common cancers are breast, cervical and gastrointestinal. The hospital-based registry started 
in 1985. A population-based cancer registry was started in Rabat covering the whole 
popuhtion of.'Rabat, Sali and Zemmam Zaiz (a total of 2.5 million inhabitants) but stopped its 
activities in 1993 due to lack of staffing and financial resources. A need for the reactivation of 
this population-based cancer registry is now realized. 

Cancer control services are concentrated only in Rabat and Casablanca. In Rabat, the 
National Cai~cei- Centic offcrs full irlpatierlt services, with a capacity of 270 beds. It is a 
teaching hospital that annually serves 5000 new cases, 2000 surgical operations and 50 000 
radiation treatment with 600 palliative care. Between 1985 and 2000, 58 693 new cases were 
seen in the centre and 34% of these cases were breast/cervix. It is considered a training centre 
for the postgraduate diploma in oncology and it is a bilateral programme. There are many 
educational programmes for increasing community awareness of breast and cervical cancers 
and research programmes are also in operation. Nevertheless, there are many constraints for 
cancer control, chiefly lack of financial resources and the absence of a national cancer control 
programme. However. a national committee for cancer control was established in December 
1998 and there is optimism due to the high awareness and sensitization of the authorities. 
Three new centres are now being built in Agadir, Fez and Marrakesh, in an attempt to improve 
access to cancer control centres outside big cities. 

4.7 EpidemioIogy of cancer in Saudi Arabia 
Dr Nu~ser  Al-Humdun, hiurivnal Cuncer Regislly, Suudi Arubiu 

Dr Al-Harndan started his presentation by saying that any inpatient or outpatient, Saudi 
or non-Saudi, previously diagnosed with cancer and presenting to government or private 
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health facilities from O I  January 1994 \\as reported as a p a t  uf  casc rcpur ling criteria. Dr Al- 

Hamdan said that the incidence and distribution of cancer in Saudi Arabia is better knoxvn 
now than any time before. 

The following incidence rates are for Saudi Arabia during the period 1994-1 996: 

Female breast cancer 8.8%. It is also the most common cancer among females in all the 
six countries of the Gulf Cooperation Council. The highest Age Standardized Incidence 
Rate (ASIR) was in Kuwait at 41.1/100 000, followed by Qatar at 71 ?/I00 000 and 
Bahrain at 25.9/100 000. 

Liver cancer 7.5%. 

Leukaemia 7.5%. It is among the five most common cancers in Bahrain, Qatar, Saudi 
AI-abia a i d  0111ari. The ASIR fur males in Bahrain was 14.9/100 000, in Qatar was 
10.81100 000, in Saudi Arabia 4.41100 000 and in Oman 2.5/100 000. 

Non-Hodgkin lymphoma 7.3%. It ranks first in Saudi Arabia, second in Kuwait and 
third in Qatar and the United Arab Emirates. The highest ASIR was in Qatar 
(1 1.15/100000), followed by Saudi Arabia (9/100 000) and Kuwait (6.51100 000). 

Colo-rectal cancer 5.5%. 

Lung cancer ranks first among males in Bahrain, Kuwait and Qatar. The highest ASIR 
for males was in Bahrain (22.61100 000), followed by Kuwait (15.61100 000) and Qatar 
(14.3/100 000). 

The ASIR in GCC country nationals was 81.6/100 000. The highest incidence among 
GCC countries was in Qatar and the lowest was in United Arab Emirates. 

The Gulf Centre for Cancer Registration (GCCR) was established in 1997. It works 
within the hnctions of the Saudi National Cancer Registry and its activities are on the agenda 
of the Gulf Cancer Registration Committee. The objectives of the GCCR are registration of 
cancer cases in GCC countries to determine the incidence and disease trend in the Region and 
to use the data to plan for cancer services and to develop effective cancer control programmes. 
The GCCR and GCC countries cancer control plans are: 

preparation of the plan at country level; 
using registration data as a base to direct the plan; 
cvllection of data and information needed for the plan; 
coordination between GCC countries and WHO for plan development; and 
follow-up of the implementation of the plan in GCC countries. 

The functions of GCCR are as follows: 

training in cancer registry; 
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preparation of reports on cancer incidence for GCC countries; 

utilization of collected data to monitor cancer trends and to have benchmarks against 
which data from different countries could be prepared: 
arrangement for consultarions in cancer registration and epiderniolugy \tlicri  quested 
by GCC countries; 
coordination between GCC countries and international agencies specialized in cancer 
registration, training and research; and 
development of cancer control plan for GCC countries. 

4.8 Cancer registration and control in Sudan 
Dr Abdel Magid Mohammed El Rufai, Federal Ministry of Heulth, Sudan 

Cancer is the ninth leading cause of mortality among hospital admissions in Sudan. The 
most common cancer is carcinoma of the breast, which is by far the most common tumour 
anlong females (34.5%), followed by carcinoma of thc ccrvix (14.3%). Cmcinoma of the 
nasopharynx is the most common tumour among males, followed by cancer of the 
oesophagus. The incidence of these types of cancer highlights the importance of primary 
prevention. The pattern of malignant diseases in Sudan emphasizes the role of tobacco and 
diet as causes of cancer. Sudan is now fully committed to the Tobacco Free Initiative. Dr 
Rufai said that most cancer patients seen in hospital are at an advanced stage of disease 
(mostly stages 3 and 4) and this shows the need for public health education about cancer. 

There are three places where cancer registries are available: Khartoum National 
Laboratory where the bulk of registration used takes place; Wad Medani Ilospital which is a 
cancer registry where most of the hospital-based diagnosed cancers are registered; and 
Elobeid North Kordofan which will be developed as a hospital cancer registry. The long-term 
objectives of cancer control in Sudan are: 

Rcduciion o r  rriorlaliiy from cancer ihrough an inlegraled seclural appluacl~ basal uri 

primary health care and the health care system. 

Provision of therapeutic facilities for cancer patients through establishing new district 
centres (EIobeid in Northern Kordofan is now suggested as a third centre for 
radiotherapy). 

Increasing the availability of palliative and supportive care to cancer patients. 

4.9 National cancer control programme in the Syrian Arab RepubIic 
Dr Maisclon Juhani, National Cancer Control Prt~grnmme, Syrian Arab RepubEic 

Prevention of cancer is a priority. The National Cancer Control Programme in the 
Syrian Arab Republic includes promotion of tobacco control, promotion of healthy eating 
habits and dietary guidelines, control of infections associated with cancer and control of 
environmental hazards. 
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Thc Syrian National Cancer Registry was establisIled iii 2000 d i d  is bupporied by  he 

Mlnistry of Health, with WHO coIlaboration. It is airned at being a popuIation-based cancer 
registry and is designated to cover the whole country, a population of 17 million living in 14 
governorates. The National Cancer Keglstry priorities are tra~ning of data collection 
personnel, generation of statistical reports and analysis, data management, and quality control. 
Cancer registry form design will include personal data, turnour data and coding data. 

Dr Juhani put emphasis on the tobacco control programme and suggested that 
education, legislation and taxation will lead to a reduction in the incidence o f  tobacco I l q e .  

Regarding cancer treatment, surgery facilities are only located in big hospitals found in the 
major cities. Radiation and chemotherapy are only available in Damascus but will be 
established in Aleppo. Regarding ~ a i n  relief, there are restrictions on prescriptions and this 

area needs great attention. 

4.10 National cancer control programme in Tunisia 
Dr Mounira Nabli, National Cancer Control Programme, Tunisia 

Dr NabIi started her presentation by saying that in 1998 the Minister of Health ordered 
the creation of three regional registries of cancer and in 1999-2000 preparations to do so were 
made by different subcommittees of the national strategy against cancer. There are now three 
cancer registries but death certificates are not yet available. In men, the most common cancers 
are lung, bladder, skin, prostate and stomach. In females, the most common cancers are brcast, 
skin, cervix, gallbladder, rectum ,and leukaemia. Some studies show that the cancer mortality 

rate is as high as 13% of general mortality. 

Programilles aiined at early detection aid scree~li~lg ful bleast aiid txivical caricers art: 

important. Mass organized screening should be based on promoting and increasing 
community awareness of breast self-examination; mammography for women at high risk; 
education of the population; and initiating cervical cancer screening. 

The plans for national cancer control are: 

training general practitioners for increasing community awareness about cancer; 
establishing good collaboration between general practitioners and specialists; 
strengthening palliative care; and 
offering proper psychological care for cancer patients. 

The most important constraint for national cancer control is financiai resources and Dr 
Nabli expressed the hope that EMRO would offer financial support for research and training 
fellows in palliative care and cytology services. 
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1.  National smoking control progranmes should be established in ministries of health and 
should have a focal point for active planning of national activities to reduce smoking 
rates. 

3. Health professionals should be trained to provide counselling on smoking cessation and 
risks from exposure to environmental tobacco smoke. 

3. An educational campaign should be mounted and directed at all health professior~als. 

4. Legislation should be introduced bcvlning smoking in workplaces and schools. 

5. Tobacco control programmes should be a part of school curricula. 

6 .  Anti-smoking programmes should be included in medical school curricula. 

7. Public. places should be designated as smoke-free 

8. The incidence of tobacco-related cancers in response to anti-smoking progranlznes 
should be monitored. 

9. Support for tobacco controI programmes should be sought from international and 
nongovernmental organizations. 

10. Support for tobacco control programmes should be sought from the Council of Arab 
Ministers of Health, including political support. 

11. The Noncommunicab~e Disease Unit and Tobacco-Free Initiative should collaborate for 
integration of the above strategies into an oriented plan of action. 

Primury prevention and early detection 

12. Awareness should be promoted in the community about the risks of common cancers, as 
well as tlleil culability if detrctcd cu ly .  

13. Technical quality of screening tests, and facilities that undertake them, should be 
carefully monitored. 

14. Early diagnosis and screening should be carried out, specifically targeted towards 
breast, liver and cervix cancers. It is not recommended to conduct mammography or 
cet-vical cytology screening nationwide. 
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National breast cancer programmes should be cstnbiished. 

A professional education campaign should be conducted on the early detection of all 
cS111ce1-S. 

Training for health professionals regarding cancer should emphasize adequate physical 
examination, diagnosis and referral. 

Legislation should be introduced to reduce the exposure of workers to carcinogens in 
the workpiace. 

Hepatitis R vaccination should be included in the expanded programme of 
immunization for children in countries with high MBV transmission rates. 

Dictary survcillancc should be developed, based 011 assess~ller~l uf  LZic diclary patterns of 
countries of the Region. 

National cancer committees shouId be invoIved in activities in the area of risk analysis, 
especially risk management and risk communication, in order to optimize the decision- 
making process as well as the actual communication of decisions to the consumers. 

Health promotion activities should be coordinated. It may be necessary to appoint a 
health promotion expert as part of a multidisciplinary team managing national cancer 
control programmes. Health pro~notion activities should include: health enhancement 
directed towards the entire population; raising awareness of risk factors for individuals 
who have not yet developed health problems; and risk reduction, aimed at thosc with 

moderate or high risk of health problems. 

Em-ly dclccliori should be integrated into primary health care. 

More consultancy meetings should be held for breast and cervical cancers. 

.er surveillance 

Priority should be given to building effective national surveiIlance systems. Population- 
based cancer registries (PBCR) should be established, with emphasis on epidemiology 
and public health. The main qnilrcec nf infaxmatinn for the PBCR should include: 

Records from treatment facilities, such as cancer centres, major hospitals, private clinics 
and hospiccs. All physicians treating patients with cancel- should be renliildcd uf their 

obligations to register the patients. This obligation would be met if they ensure that the 
registry receives a copy of relevant discharge, treatment and follow-up reports of 
patients with cancer. 
Diagnostic services, especially pathology laboratories. 
Death certificates from the death registration system. 
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25.1 The data on deaths from patients with cancer should be monitored, refined and analysed 

to provide reliable indicators of cancer mortality. It is important that this process be 
initiated among countries of the Eastern Mediterranean Region especially for breast 
cancer, to providc a reliable bascliilc to pelmit evaluation of the outcome of breast 

cancer early detection programmes. 

25.2 Attention should be given to issues such as reliability, completeness and validity. 
Tulnour stage details should be included in the cancer registry, as well as disease 
outcome, for the purpose of follow-up. 

25.3 CANREG 3 and 4 (Arabic Version) should be made avaiIable to all Eastern 
Mediterranean countries. 

25.4 Human resources should be supported. 

25.5 The experience of the Gulf Centre for Cancer Registration should be supported, 
encouraged and shared with other areas. 

Cancer treatment 

26. National strategies for cancer management should include the latest available 
technology, including that technology contributing to "centres of excellence", access to 
the technology based on national distribution and sustainability, and continuous 
upgrading of the technology acquired. Careful standardization of registry methods will 
greatly influence the success of treatment. 

26.1 Availability of drugs on the WHO cancer drug list should be ensured. 

26.2 Management guidelines should be established fur  nlust curable callcers such as Hudgkill 
lymphoma and testicular carcinomas. 

26,3 Cancer treatment should focus on curable cancers and clinical trials should be 
encouraged to evaluate relatively cost-effective approaches that can eventually be 
provided to all patients irrespective of their socioeconomic conditions. 

26.4 The GCC Cancer Control Programme and similar active programmes should be 
supported. 

PuEEiative and terminal care 

27. Education in cancer pain relief and palliative care must be an essential component of 
cancer control and should be incorporated into the health care system. 

28. National and regional guidelines for palliative care and pain relief should be established. 



29. National cancer centres should bc established. These centres can improve the eficiency 
and comprehensiveness of national efforts to ~ninin~ize the consequences of cancer, and 
would also provide the opportunity to treat rare turnours. The centres should address 
priority needs of the country, using available strategies for cancer control, and should 
develop and disseminate consensus protocol for management of cancer and initiate 
cancer system research. 

30. The national cancer centre should offer services such as: imaging, radiation treatment, 
chemotl~erapy and palliative care, pathology services, surgical anaesthetic services, 
symptom control clinic, and patient education and support. In addition, thc centre 

should include record and data nlanagcment services. 

N~lriunuI cuncer control programmes 

3 1. National Cancer Control Programmes should be established in countries of the Eastern 
Mediterranean Region. The National Cancer Control Programme strategy gives a 
comprehensive framework for addressing the cancer problem in any country in which 
the disease is an important cause of mortality and morbidity. 

Collaboration 

32. CoIlaboration is needed in order to identify clear cancer control priorities, analyse the 
epidelniological situation and develop cancer health information networks in order to 
foster stronger Iinks. Collaboration should be initiated with iiltci-rlatiurlal agerlcies buch 

as the International Agency for Research on Cancer, as well as with GCC countries and 
other countries of the Region. 

33. The Regional Office should support more technical meetings and consultations on 
cancer control. 
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Annex 1 

AGENDA 

Opening ceremony 

Oven~iew of cancer activities and progress achleved since the second intercourltry 
meeting in December 1995 

The mini cancer control centre 

Recent advances in cancer chemotherapy 

Bone marrow transplant in Egypt 

Framework Convention on 'Tobacco Control (FCTC) 

Telemedicine and cancer 

Food safety and cancer 

New vision for Tobacco Free Initiatives 

Country presentations 

Conclusion and recommendations 

12. Visit to a mini cancer control centre 



08:30-09:OO Registration 

09:OO-09:30 Opening ceremony 

09:30-10:30 Ovenriew of cancer activities and progress achieved since the second 
intercountry meeting in December 1995/Dr 0. Khatib, WWOiEMRO 

10:30-1l:OO The mini cancer control cIinicinr S. Ornar? WHOiEMRO 

11 :OO-11:30 Receril advances in cancer chemotherapyiUr H. Khaled, WHO 
Temporary Adviser 

11 :30-12:OO Rune rrlarrow transplant in Egypt/Dr H. Mahrnoud, WHO Temporary 
Adviser 

12:OO-13130 Discussion 

13:30-14:OO Framework Convention on Tobacco Col~troVDr F. AI-Awa, W O E M R O  

14:OO-15:OO Country presentations 

15:OO-15:30 Discussion 

Tuesday, 18 September 2001 

09:OO-09:30 Telernedicine and cancer/Dr N. Al-Shorbaji, WIIOIEMRO 

09:30-I 0 3 0  Advances in cancer therapyiDr S.  Om=, WHO Temporary Adviser 

1O:;O-13:30 Country presentations 

13:30-14:OO New vision for Tobacco Free InitiativesDr F. Al-Awa, WHOEMRO 

14:OO-15:OO Discussion 

Wednesday, 19 September 2001 

09:OO-09:30 Food safety and cancer/Ms S. Gelders, WHO/EMRO 

09:30-11 :OO Discussion 

11 :OO-13:OO Recommendations and closing session 

13:OU-17:OO Visit to a mini cancer control centre 
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Annex 3 

LIST OF PARTICII'ANTS 

BAHRAIN 
Dr Jarnal AI-Sayad 
Manager of the Chronic Diseases Control Programme 
Ministry of I-Iealth 
Manama 

EGYPT 
Dr Mohamed Saad Zagloul 
Director, A1 Minya Cancer Centre 
A1 Minya 

Dr lbrahim Abdel Bar Seif EIdein 
Vice Director, Tanta Cancer Centre 
Coordinator of National Cancer Registry 
Gharbia 

ISLAMIC REPtTBLlC OF IRAN 
Dr Ashraf Samavat 
Programme Manager for Genetic and Cancer Programme 
Ministry of IIealth and Medical Education 

Teheran 

JORDAN 
Dr Meyasser Zindah 
Head of Noncommunicable Diseases Department 
Ministry of Health 
Amman 

LEBANON 
Mr John Jabbour 
National NCD Programme Manager 
Beirul 

MOROCCO 
Professeur Elkhalil Brahim El Gueddari 
Directeur de 1'Institut National d'oncologie de Rabat 
Rabat 
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SAUDI AIUBIA 
Dr Nasser El Harndan 
National Focal Point 
National Cancer Registry 
Riyadh 

SUDAN 
Dr Abdel Magid Mohammed El Rufai 
Specialist in Radiotherapy and Nuclear Medicine 
Federal Ministry of Health 
Khartoum 

SYRIAN ARAB REPUBLIC 
Dr Maisoon Juhani 
National Director of Cancer Control Programme 
Ministry of HeaIth 
Damascus 

TUNISIA 
Dr Mnunira Nabli 
Responsible Officer for the National Cancer Control Programme 
Ministry of Public Health 
Tunis 

WHO SECRETAIUAT 

Ur Abdel Aziz Saleh, Deputy Regional Director, WHOiErVIRO 

Dr Anna Verster, Director, Division of Health Protection and Promotion, WHOEMRO 

Dr Oussama Khatib, Regional Adviser, Noncommunicable Diseases, WHOIEMRO 

Dl Najceb AI-Shorbaji, Regional Adviser, Health Information Services, WHOEMRO 

Dr Fatirna AI-Awa, Acting Regional Adviser, Tobacco-Free Initiative, WI-IO/EMRO 

Ms Susanne Gelders, Short-term Professionai, Food Safet,y, WHOiEMRO 

Dr Hussein Khaled, WHO Tcmporslry Adviscr, WIIOIEMRO 

Dr Hosam Kame1 Mahmoud, WHO Temporary Adviser, WHOEMRO 

Dr Sherif Ornar, WHO Temporary Adviser, WHO/EMRO 

Ms Weaarn Elmetenawy, Secretary, WHOEMRO 


