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1. INTRODUCTION 

The meeting was opened by Dr Francisco J. Dy, Regional Director. 
He stated that it had been recognized for the past thirty years that 
morbidity and mortality from cancer had been increasing, not only in 
industrialized countries but also in countries with an agricultural 
economy. He noted that the control of cancer depended on close 
collaboration between epidemiologists, pathologists, radiologists, 
surgeons, therapeutists, public health administrators, immunologists 
and health educators in multidisciplinary studies aimed at providing 
effective prevention and improved treatment; the objective should be to 
reduce development of new cases and to enable the majority of patients 
to sustain a more acceptable quality of life. 

Dr J.e. Tao, Secretariat, introduced the participants (Annex 1). 
The following officers were then elected: 

Chairman: Dr Generoso F. Basa 

Vice-Chairman: Dr John Borrie 

General Rapporteur: Dr K. Shanmugaratnam 

Subject Rapporteurs: 

"Size and nature of the problem" Dr K. Shanmugaratnam 

"Strategy for cancer control" Dr Kenichiro Yanagisawa 

"Prevention" Dr W. Cotter Harvey 

"Detection" Dr S.K. Dharmalingam 

"Treatment" Dr John Niblett 

"Educa tion" Dr Byung Soo Kim 

"Systems engineering" Dr Jona B. Senilagakali 
.. 

The Agenda (Annex 2) was adopted, and a number of publications 
and working papers (Annex 3) were made available. 

Dr Takeshi Hirayama, Consultant, defined the scope and objectives 
of the meeting as follows: 

(a) to exchange information on the prevalence and incidence 
of cancers of various types and sites in countries in the Region; 

(b) to identify priority problems of cancer in the Region; 
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(c) to assess the existing and potential resources for the 
detection and treatment of cancer in the Region; 

(d) to discuss and recommend practical methods for the long
term prevention and community control of cancer, with particular 
reference to the characteristics of the Member countries; 

(e) to discuss and suggest pilot projects for the community 
control of cancer; 

(f) to promote the exchange of experience and cooperation 
between countries in cancer control. 

He stated that cancer was a serious medical, public health and 
social problem in the Western Pacific Region. It was estimated that 
approximately 1 million persons were dying from the disease annually in 
the countries of the Region, with a combined population of 1 127 million. 
It was the purpose of the meeting to discuss effective and feasible 
cancer control programmes in the countries with particular reference to 
cost-effectiveness. 

2. EXTENT AND NATURE OF THE PROBLEM 

Dr M. Ishida, Secretariat, reviewed the existing sources of 
statistics in the Region and discussed various forms of cancer 
registration. Registration should not be restricted to cases confirmed 
by histological examination, which were the most important group, but 
should include cases diagnosed by other methods. The next revision of 
the WHO International Classification of Diseases (ICD-9) was scheduled 
for 1979. The field trial edition of the section on oncology (ICO-o) 
was now available. It was distributed to all participants. 

Following Dr Ishida's introduction, several participants reported 
on the extent and nature of cancer problems in the different countries, 
as follows: 

Australia (Dr Harvey). The cancer pattern resembles that of many 
Western o~ "developed" countries. There has been an increase in lung 
cancer incidence in recent years in both males and females, the increase 
being more marked among migrants from the United Kingdom. The incidence 
of skin cancer and melanoma is exceptionally high. 

New Zealand (Dr Borrie). Cancer is the second ranking cause of 
death. The common sites are lung, colon, prostate, stomach and rectum 
in males, and breast, colon, uterus, ovary and cervix in females. The 
cancer pattern in Maoris resembles that in Caucasians. Maori women show 
an exceptionally high incidence of lung cancer. 

Papua New Guinea (Dr Niblett). The common sites are the mouth 
(associated' with the betel-nut/lime chewing habit), skin (mainly 
associated with chronic tropical ulcers) and liver in males and the 

II 
II 
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cervix, oral cavity, skin and breast in females. The most common cancer 
in children is Burkitt's lymphoma. The incidence of cancer, as a whole, 
appears to be low in Papua New Guinea but there is a possibility of 
under-reporting. 

Fiji (Dr Senilagakali). A cancer registry has been in operation 
since 1965. The most common sites in Fijians are the stomach and lung 
in males, and the cervix and breast in females. Oral cancer occurs 
more frequently in Indians. 

Philippines (Dr Basa). There has been comprehensive cancer 
registration in Greater Metropolitan Manila since 1968. The most common 
sites are the lung, liver, nasopharynx, stomach and lymphoid tissue in 
males and the breast, cervix, thyroid, ovary and corpus uteri in females. 

Malaysia (Dr Dharmalingam). Efforts are being made to introduce 
a cancer registration scheme. The Malaysian Cancer Society is operative. 

Singapore (Dr Shanmugaratnam). The most common cancer sites are 
lung, stomach, liver, nasopharynx and esophagus in males, and breast, 
cervix, stomach, lung and colon in females. There are significant 
differences in the cancer patterns among the major ethnic groups in 
Singapore. The most common sites are the lung, nasopharynx, liver, 
stomach, and esophagus among the Chinese and the tongue, mouth and 
hypopharynx among Indians. With regard to the incidence of cancers of 
the nasopharynx and liver, the rate in Malays is between that in Chinese 
and that in Indians. Specific Chinese communities or dialect groups 
also showed interesting differences in cancer patterns. 

People's Republic of China (Dr Tsung Yung Sheng). As the result 
of rapid disappearance of serious infectious diseases such as cholera, 
smallpox, plague, etc., cancer control has become a comparatively 
important task. Through large-scale mass surveys, the epidemiological 
status of various commonly seen cancers has been clarified. For example, 
esophagus cancer is remarkably high in areas of North China. The 
incidence rates are highest in counties and cities in the southern part 
of Taihang Mountain Range. The high incidence of pharyngeal and 
esophageal cancers in domestic fowls seen in the same regions suggested 
an etiological connexion with the environmental factor causing the 
cancer. The incidence of nasopharyngeal cancer is especially high in 
Kwangtung Province in Southern China. Multiple occurrence in family 
units has been observed. No environmental factor has yet been 
demonstrated. Dr Tsung stated "we firmly believe that by relying on the 
strength and wisdom of the masses, fully arousing their enthusiasm and 
creativity and by training our own anti-cancer personnel we can rapidly 
develop our cancer control work." 

Republic of Korea (Dr Kim). The most common sites of cancer are 
the stomach, lymphoma, liver, large intestine, lung and larunx in males, 
and cervix, stomach, breast, large intestine and placenta in females. 
The high incidence of stomach cancer and hepatoma might be considered 
for identification of a possible carcinogen in the environment. In 
children the most common cancers are acute leukemia, lymphoma, 
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retinoblastoma, neuroblastoma, Wilms' tumour and osteogenic sarcoma. One 
of the features of the cancer pattern in childhood is the relatively high 
frequency of acute myelogenic leukemia. In the Republic of Korea, cancer 
is the second ranking cause of death among the hospital deaths. 

Japan (Dr Yanagisawa). The situation is marked by exceptionally 
high incidence of cancer of the stomach. In females, cancer incidence in 
the cervix is high and that in the breast relatively low. 

In summarizing the presentations on the various countries, 
Dr Shanmugaratnam stressed the importance of cancer registries as an 
instrument in cancer control. The data provided by cancer registries may 
be used to assess demands on medical resources and to determine priorities 
for research. They are also of value in analytical studies on cancer 
etiology and in assessment of the efficacy of various forms of treatment. 
The scope of cancer registration (i.e. whether population-based, 
hospital-based or site-oriented) should be determined in the light of 
local conditions and resources. However, methods of registration should 
be standardized as far as possible to enable comparisons between different 
areas and to facilitate collaborative studies. 

3. STRATEGY FOR CANCER CONTROL 

The discussion was started by Dr Tao, who spoke of his experiences 
in tuberculosis control and their possible application to cancer control. 
Consideration must be given to epidemiological, administrative, 
methodological, sociological and operational procedures, with a view to 
their adaptation to local ·communities. The target should be nationwide 
control, and the programme should be planned on a permanent basis. The 
services must be a part of existing medical and health services and the 
training and utilization of other health workers is of importance. The 
methods used should be effective, simple, applicable on a mass scale 
and acceptable to the patients and population. Early detection and 
diagnosis should be closely linked with treatment facilities, and 
countries should be sure that they can afford any proposed programme. 
Services should be made available to patients who are well motivated and 
actively seek medical care. 

There was much discussion on a phased approach to cancer control. 

Dr Hirayama described objectives and approaches in cancer control, 
stressing the need for consideration of the natural history of cancer 
and an ecological understanding of causation. He identified four 
essential components of a comprehensive cancer control programme into: 

(1) prevention 

(2) detection 

(3) diagnosis and treatment 

(4) rehabilitation 

• 
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Dr Yanagisawa described the Cancer Control Programme in Japan as 
an example of a national-level approach, with five "pillars": 

(1) public education (especially during cancer campaign month) 

(2) detection (mass screening) 

(3) treatment facilities (covering whole country) 

(4) professional training, and 

(5) research promotion. 

The development of each pillar was described. Membership fees 
and donations were major source of funds of the Cancer Society; there 
was no direct financial support from the Government. 

As an example of activities on the provincial level, Dr Bustamante 
described the experiences of the Rizal Community Cancer Control Programme 
in the Philippines, stressing the efforts made to reach down to the 
grass roots, to encourage community participation and to obtain financial 
and administrative assistance from local governments. 

Questions were raised on the training of midwives who take Pap 
smears; and it was proposed that appropriate guidelines be formulated. 

Dr Anatalio described the National Cancer Programme in the 
Philippines, with its difficulties and limitations relating to follow-up 
and its need for centralized staff training especially in radiotherapy. 

4. PREVENTION 

4.1 Review of existing information and knowledge 

Dr Basa made a wide review of the existing knowledge of cancer 
etiology with regard to the possibility of prevention of cancer in man. 
It has been stated that about 75% of cancers in man are preventable. 
Based upon identification of environmental carcinogens and the 
identification of high-risk groups, prevention of cancer could be 
carried out by: 

(1) avoidance of exposure to causative agents 

(2) protection against the action of causative agents. 

The risk factors for the major cancers in the Region are as 
follows: 

Lung cancer: mainly cigarette smoking; also metals such as 
chromate, nickel and asbestos; 
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Cervical and breast cancer: selected epidemiological markers 
related to sexual/reproductive experience; 

Oral cavity: betel-nut/lime/tobacco chewing; 

Skin cancer: sunlight; 

Colon cancer: diet (low fibre, high animal fat), microbiological 
flora of intestinal contents and familial polyposis; 

Stomach cancer: diet (smoked and salted foods). 

In addition, a large number of chemicals are considered potential 
occupational hazards in cancer. Natural carcinogens such as bracken 
fern and, above all, aflatoxin are important. 

Certain high-risk factors of the host such as illlJllllno-deficiency 
also play important roles. He stressed the value of identification of 
high-risk groups, including precancerous conditions, in mass screening. 

Dr Li Chen Chuan reported on a large-scale epidemiological study 
of cancer of the esophagus in Northern China covering three provinces 
and 50 million people. The crude mortality rate was reported in one 
year as 53.96/100 000 and the adjusted rate was 37.39/100 000 (with a 
range varying from the highest rate of 139.80 and the lowest of 1.43). 
Male/female ratio was 1.6:1. In the endemic areas, nitrosamines, trace 
elements, fungus, etc., are being studied. For nasopharyngeal cancer 
(NPC), a retrospective study on 244 patients in Chung shan co~ty, 
Kwangtung Province, revealed no definite relationship with cigarette 
smoking; but a striking association was noted with family history. Ten 
per ~ of nasopharyngeal cancer patients had a family history of cancers, 
of which 50% were in the nasopharynx. In one case, out of 48 family 
members in two generations, 9 had developed NPC and one breast cancer. 
No relationship was noted between ABO blood groups and NPC. 

4.2 Undesirable habits, cigarette smoking in particular 

The effect of the habit of smoking cigarettes on the risk of 
various forms of cancer, especially lung cancer, was discussed in detail, 
including counter measures, in the form of both education and restrictive 
measures. 

Dr Harvey reviewed the situation in Australia and in other 
countries, pointing out that the consumption of cigarettes is diminishing 
in men and increasing in women, and that there is an alarming increase 
in school-age children. 

Education of pregnant women to refrain from smoking was also 
necessary. The Group unanimously agreed that measures against cigarette 
smoking are a matter of priority in the prevention of cancer in man. 

The roles of governments, citizens and of manufacturers were 
discussed. 

• 
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Switching to cigar and pipe smoking was considered not advisable 
as former cigarette smokers tended to inhale. Special attention is 
needed to observe the increasing consumption of cigarettes in the Region. 

4.3 Cancer hazards related to food intake 

Dr H.J.L. Burgess reviewed carcinogenic hazards related to food 
intake. Points of note are: 

The use of vinyl chloride in food packaging, the presence of 
nitrosamine in food and its formation in vivo and the role of fiber 
content of food in shortening retentio~time and diluting possible 
carcinogens in food. Aflatoxin is of particular importance in the 
Region. As the fungus which produces the toxin (aspergillus flavas) 
tends to grow on cereals stored under humid conditions, improvements 
are needed in methods of harvesting and storage. 

Acute aflatoxicosis is said to be protected by high protein diet 
in animals and suggestive evidence of this phenomenon in man also exists. 
There is a close relationship of aflatoxin with liver cancer; monitoring 
is particularly necessary in the Republic of Korea and Japan where 
consumption of fermented food prevails. The acceptable level of aflatoxin 
must be determined. 

Liver cancer is of high frequency in an aboriginal group in 
Malaysia. It would be rewarding to make further epidemiological studies 
on this group. 

Peanut, peanut butter and corn are major foods that are contaminated 
by aflatoxin in the Philippines. 

4.4 Environmental monitoring in the prevention of cancer 

The methods (laboratory and epidemiological) of monitoring 
environmental agents for carcinogenic activity were discussed by 
Dr Shanmugaratnam. 

Laboratory methods provide accurate and conclusive results but are 
not often directly applicable to man. The results of epidemiological 
studies, although often less conclusive, are more directly applicable to 
the prevention of human cancer. 

Genetic factors play varying roles in different cancers and are 
probably of major importance in some. The majority of human neoplasma 
are primarily dependent on environmental factors for their development. 
However, only in a relatively small proportion of these cancers have 
the etiological factors been established with sufficient specificity for 
preventive measures to be instituted. Environmental agents may be 
classified into three groups on the basis of general acceptance of their 
carcinogenic activity in man and the practicability of introducing 
preventive measures, as follows: 
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1. Substances/factors whose carcinogenic role is generally 
accepted and for which preventive measures should be instituted: 

(a) tobacco smoking 

(b) betel-nut, lime and tobacco chewing 

(c) contact with large number of occupational carcinogens 
(coal tar, polycyclic hydrocarbons, aromatic amines 
compounds, aniline dyes, asbestos, nickel, vinyl chloride 
and many others) 

(d) unnecessary radiation 

(e) excessive exposure to sunlight in high-risk groups 

(f) infestation with liver flukes (clonorchiasis) 

2. Substances or states whose relationship to human cancer is 
supported by fairly good epidemiological evidence and for which 
preventive measures should be introduced, but primarily for effects 
other than cancer: 

(a) alcoholism 

(b) tropical ulcer 

3. Other substances and factors whose carcinogenic or co-carcinogenic 
role is supported by laboratory and epidemiological evidence. Further 
research, including preventive intervention trials wherever feasible, should 
be undertaken to establish or clarify the carcinogenic role: 

(a) aflatoxin 

(b) hepatitis B virus 

(c) high fat/low fibre diets 

(d) high salt diets 

(e) bracken-flow 

(f) nitrosamines/food additives 

(g) smegma/circumcision 

(h) H2 virus 

(i) EB virus 

(j) air pollution 

(k) others. 
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4.5 High risk group identification, genetics, immunology, etc. 

Dr Simons reviewed immuno-genetic and immuno-viro1ogica1 aspects 
of the problem of identification of cancer high-risk groups. 
Nasopharyngeal carcinoma which prevails among Chinese in Singapore now 
appears to be associated with certain immunogenetic markers of the 
human leukocyte antigen (HLA) system. EB virus infection in some 
individuals of the high-risk immunogenetic type may be involved in the 
causation of NPC. 

The hypothesis of a possible relationship between hepatitis B 
virus and hepatocellular carcinoma has been supported by some consonance 
between ethnic variation of hepatoma incidence and the prevalence of 
HB virus carriers in some ethnic groups. An intervention trial 
involving the administration of gamma globulin to babies born to 
HB antigen positive mothers has been instituted in an attempt to 
interrupt development of the HB virus carrier state. HB viral subunit 
vaccines are becoming available. In future it may be possible to assess 
the effects of HB vaccination on the occurrence of hepatocellular 
carcinoma. 

It is considered that EB virus is etiologically involved in 
Burkitt's lymphoma (BL) , which is prevalent in Papua New Guinea and in 
Africa. However, intervention approaches in NPC or BL are not yet 
possible. 

The International Agency for Research on Cancer (IARC) prospective 
study of 40 000 children was mentioned and the effect of immuno
suppressive factors such as malaria and immuno-stimu1ative factors such 
as BCG vaccination discussed. 

Attention was drawn to a report of reduction of leukemia following 
BCG vaccination, a point on which there is, however, a need for further 
evidence. Certain high-risk conditions for childhood leukemia were 
reviewed by Dr Hirayama, including malformation such as mongolism, 
genetic load, prenatal radiation, maternal age and weight at birth. The 
value of Alfa feto protein (AFP) and carcino embryonic antigen (CEA) was 
discussed by Dr M.J. Simons. When AFP is present in levels detectable 
by immuno-diffusion it is virtually diagnostic of hepato-ce11ular 
carcinoma in adults with liver disease. Detection of AFP and CEA by 
sensitive methods such as radio-immuno assay was considered useful in 
assessing the effects of treatment and in prognosis. 

5. DETECTION 

5.1 General concepts and review of available techniques 

The rationale for early detection was defined as the identification 
of preclinical cancer cases by means of various tests or procedures and 
their successful treatment. This will reduce the patients' chances of 
developing invasive carcinoma, improve the prognosis and increase the 
cure rate. 



- 10 -

Clinical examination, cytology (exfoliative and fine needle) 
aspiration), radiology and immuno-biological tests were mentioned as 
screening procedures for different cancer sites: skin, oral cavity, 
cervix, esophagus, nasopharynx, lung and liver. In a programme for early 
detection, the following components must be considered: (a) detection, 
(b) confirmative diagnosis, (c) treatment, (d) follow-up. Professional 
and public education are considered important complements to these 
procedures. Carcinoma of the cervix is at present the form of the 
disease that is most readily controlled by early detection. 

These components must be well coordinated within an integrated 
programme, keeping in mind that the ultimate objective is treatment of 
the detected cases. 

Dr Baker presented the concepts of cost-benefit and cost
effectiveness. The cost-effectiveness ratio should be considered when 
planning mass screening programmes for cancer control. 

5.2 Detection of cancer of the cervix 

In relation to the organization of a cervical cancer control 
programme, the following points were discussed by Dr Prado: 

(1) Detection. Exfoliative cytology is the method of choice. 

(a) Organization of cytology laboratories. The aim is to 
achieve a high efficiency level and low operational costs taking 
into account quality control and workload. A work output of at 
least 25 000 cases per year is required to maximize the efficiency 
of a cytopathology laboratory. Each cytotechnician should be 
trained to screen not less than 10 000 slides per year. 

(b) Collection of specimens. Samples from the endo-cervix 
and from the squame-columnar junction should be included to 
minimize false negative cases. 

(c) Evaluation. The prevalence rate of carcinoma in situ 
may be expected to be approximately three times that of invasive 
carcinoma in the screened population; this ratio could serve as 
one of the indicators in evaluating the efficiency of the programme. 

(2) Confirmative diagnOSis. The final diagnosis of detected cases 
must be made by adequate biopsy procedures. Nomenclature for cytological 
and pathological diagnosis must be uniform. 

(3) Treatment and follow-up. It was decided that these points 
should be discussed later. 

Evaluation procedures must ·be bui.lt in at each stage of cancer 
control. Two WHO publications were mentioned as reference for nomenclature 
and for planning of a cervical cancer control programme: 
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Riotton, G. & Christopherson, W.M. et al. (1973) Cytology of 
the Female Genital Tract, World Health Organization, Geneva; 

Manual of Norms and Procedures for Cervical Cancer Control 
(1972) Pan American Health Organization, Washington, D.C. 

5.3 Detection of cancer of the breast 
-----t. , 

In planning screening programmes for the detection of breast cancer, 
it is important to review the natural history of the disease. The spread 
of tumour cells may occur while the tumour is very small. Carcinoma in 
situ (ductal and lobular) of the breast is not detectable by presentlY
available screening methods; detection is therefore centred on early 
invasive lesions. With regard to the different methods for detection of 
cancer of the breast, mammography may carry the risk of undesirable X-ray 
exposure when used as a routine screening method. Furthermore, great 
expertise is needed to achieve good results and the operational costs are 
high. Xerography has no radiation effect but the cost of equipment is 
very high. Palpation of the breast, including self examination, should 
be borne in mind as a screening method; and there is a need for training 
of health personnel in this practice. 

Dr Hirayama pointed out the importance of concentrating detection 
activities on high-risk groups in the population. 

Dr Borrie mentioned the value of annual X-rays and six-monthly 
sputum examinations in groups at high risk of lung cancer. 

Dr Tao presented a diagram dividing a population of cancer patients 
into groups according to their morbidity status, their motivation to seek 
and accept treatment and the availability of medical care facilities 
(Figure 1). Because of such variations, it is important to provide the 
symptomatic and motivated patients with treatment before embarking on 
mass screening programmes. 

5.4 Ongoing screening programmes in Member countries 

Members of the group reported on the situation in their countries 
as follows: 

Malaysia (Dr Dharmalingam). A cytology programme for cervical 
cancer is being conducted with the support of the National Cancer Society 
of Malaysia in various states. Coverage is not yet extensive but cancer 
cases are being treated at an earlier stage than before. There are good 
treatment facilities. 

Papua New Guinea (Dr Niblett). There are no plans for wide-scale 
cervical cytology programmes at present because of limited economic 
resources and pathology staff. It is intended later to implement clinical 
schemes for the early detection of easily visualized sites such as the 
cervix, skin and mouth, utilizing and training existing nursing and other 
health staff. 
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Republic of Korea (Dr Kim). Screening for cervix cancer is being 
conducted together with family planning. Public health nurses provide 
education and take smears. There is easy access treatment and from 1977 
free treatment for indigent people will be made available. 

New Zealand (Dr Borrie). Reference should be made to the 
publication "Cancer of the Lungs in New Zealand" (Annex 3). Facilities 
include (i) a national health service, (ii) regional hospital-based chest 
physician clinics (in community hospitals), (iii) five regional thoracic 
surgical centres, (iv) national statistics section of the Health 
Department, (v) national cancer register. With regard to symptomatology 
and diagnostic investigations in lung cancer, it has been found that the 
patients at risk are (i) heavy smokers over 40 years of age, (ii) specific 
groups such as craftsman, administrators and transport workers. 

Fiji, (Dr Senilagakali). Cervical cancer detection is done by 
district health nurses in the rural areas and by doctors in the urban 
areas. Cancer is a notifiable disease and patients are referred to 
hospitals for clinical and laboratory diagnosis. There are two hospitals 
with facilities for cytology. Most cases of cervical cancer are seen in 
late stages of the disease. There is need for better treatment 
facilities. 

Philippines (Dr Anatalio). The cancer control programme is based 
on: one National Cancer Center in Manila, which is responsible for the 
nationwide coordination of cancer control activities; and three regional 
cancer control centres, in Baguio, Cebu and Davao, which are in close 
relation with the provincial hospitals and rural health centres. The 
Philippine Cancer Society is responsible for the tumour registry and plays 
an important role in public and professional education as well as in 
cancer detection. There are basic cytology facilities in the teaching 
hospitals and screening for cervical cancer is also done within the family 
planning programme. 

Singapore (Dr Shanmugaratnam). Screening for cervical cancer is 
done for family planning acceptors, patients in the obstetric and 
gynecological services, and women who ask for this service. 

Detection of lung cancer is performed indirectly through the routine 
chest X-ray examination for tuberculosis. Alfa-fetoprotein tests for 
liver cancer are used in the diagnosis of patients and for research, but 
not for population screening. 

Japan (Dr Yanagisawa). A mass screening programme for gastric 
cancer has been conducted in Japan since 1966. Today about 300 mobile 
units with the necessary equipment for detection are in operation; the 
target population are asymptomatic persons. Symptomatic cases are 
diagnosed at hospitals and clinics and not by the mobile units. Detection 
is performed in two phases, through: (i) interview of high-risk groups 
(40 years and above) and (11) photofluorography. Each unit screens 
50-60 persons per day with a pick-up rate of 20%. Suspicious cases are 
sent for further examination by gastro-fibroscope, gastro-camera, cytology 
and biopsy. In 1973, 2 710 000 people over 40 years of age were screened. 
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2700 cases of gastric cancer were detected, representing 0.1% of the 
screened population. 42 000 cases, or 2%, were found to have benign 
ulcer or polyps. This screening programme has led to a considerable 
decrease of gastric cancer mortality among young people. For cancer of 
the cervix, some 100 mobile units go to the different communities to 
facilitate the collection of specimens for cytological screening. 

People's Republic of China (Dr Li). Dr Li reported as follows: 
"Cancer control in China is guided by our great leader Chairman Mao's 
revolutionary health line and by the principles of serving the workers, 
peasants and soldiers, putting prevention first, uniting doctors of both 
traditional and Western medicine and integrating public health work with 
mass IIIOvements". The method adopted is that of the "three-in-one" 
combination consisting of leading cadres, medical workers and the broad 
masses in carrying out the anti-cancer campaign. This is being developed 
by special educational and training programmes at different levels of 
the country: province, county, commune and production brigades. Over 
one million barefoot doctors are responsible for the detection, 
registration, treatment, referral and follow-up of cancer cases. The 
programme for combating cancer should consist of three main components 
(i) etiological research activities, (ii) early diagnosis, and (iii) radical 
therapy, which are inter-related and coordinated. At the present, early 
diagnosis is the most important step. This includes discovery of cases 
and confirmative diagnosis, with early treatment. Cancer control 
activities are being conducted in selected areas of the country in which 
high prevalence rates for specific cancer sites are known to exist. 

Research on esophagus cancer has centred on large-scale epidemiological 
surveys in regions of high incidence. Chemical analysis of potential 
carcinogenic substances in the environment and laboratory animal research 
has been performed. At the same time, early treatment and clinical trial 
for prevention are being conducted. Epidemiological research between 1959 
and 1970 showed that the average incidence rate of esophagus cancer in 
Linhsien county of Honan Province was 108.6/100 000. The mortality rate 
was 99.8/100 000. This figure accounted for 20% of the total number of 
cancer cases being the first cause of death. The total population of 
20 brigades in Linhsien county is 31 126 with 10 642 above 30 years of 
age. A cyto smear study .as conducted in 7212 persons of both sexes 
randomly selected; 118 cases (including 78 newly detected) of esophagus 
cancer were found, with a prevalence rate of 379/100 000. A total of 
1228 cases were operated on during the ten-year period (1964-1974) with 
a five-year survival rate of 44%. 

With regard to detection of cancer of the cervix in Shanghai, 
548 936 married women workers were examined during the period 1958-1972 
and 476 cases were detected, with a prevalence rate of 86.5/100 000. A 
62% decrease in the prevalence rate was apparent when comparing the first 
3-year period of 1958-1960 (91.5/100 000) and the recent 3-year period 
of 1970-1972 (34.3/100 000); 82.6% of the detected cases were of 
carcinoma ~ situ and stage I invasive carcinoma. A 100% follow-up of 
all cases has been maintained. A fifteen-year survival rate of 90.6% 
was recorded. 
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A programme for control of nasopharyngeal cancer was started in 
Kwangtung province in 1970, the organization background being the same 
as described for the esophagus cancer in Linhsien. In Chungshan Hsien, 
the mortality rate was reported as 11.2/100 000. The incidence rate was 
14.4/100 000 and the prevalence rate 54.8/100 000. Based on the data of 
biopsy materials of the whole Kwangtung province, nasopharyngeal cancer 
accounted for 33.1% of all cancer cases. It ranked first in all cancer 
cases. It was also the most prevalent cancer among women. 

Detection is made by clinical and cytological examinations. Cytology 
has been proved to be approximately 90% accurate in detecting early lesions. 
A special instrument has been designed to improve cytology procedures. 

Australia (Dr Harvey). Results obtained in Australia are similar to 
those presented by Dr Borrie for cancer of the lung. Great emphasis is 
placed on the training of general practitioners in prevention activities 
(education). Bronchoscopy of patients with unresolved pneumonia and 
pleural effusion has been useful in assessing the diagnosis of lung cancer. 
At present only 25% of detected cases are found to be operable. 

6. TREATMENT 

Diagnosis and treatment of cancer patients 

Dr Kim presented a table of types of cancer with their corresponding 
chemotherapeutic agents, effective dosages and indications. Half of those 
stated in the table appear often in children and half in adults. While it 
is emphasized that chemotherapy should be administered by the oncologist 
or chemotherapist, ways and means are being explored to involve the other 
health personnel in the administration of the drugs under supervision. A 
cheaper and safer method of administration should be found. Among the 
particular problems discussed were acute lymphoblastic leukemia, Hodgkin's 
disease, breast cancer with particular reference to the prevention and the 
management of metastases, cancers of the colon, skin, esophagus and lung 
and hydatidiform mole. Small cell carcinomas of lung have 60% complete 
remission following radiation and intensive chemotherapy; Cytoxan and 
Vinscristine are the preferred chemotherapeutic agents. Small cell 
carcinoma of the lung is generally medically managed. Epidermoid carcinoma 
of the lung is managed better with surgery. Other considerations are: 
maintenance therapy in colon cancer; for disseminated colon cancer, the 
combination treatment of 5-FU and radiotherapy; preventive chemotherapy for 
high-risk groups, e.g. with methotrexate or actinomycin D for hydatidiform 
mole, which has been shown to prevent choriocarcinoma; and the cost of 
chemotherapy. Dr Tao considered the problem of how to make chemotherapy 
cheaper, with WHO and UNICEF involvement. Chemotherapy is of value in 
developing countries, in contrast to radiotherapy and surgery which 
appear to be more feasible in advanced countries and in large cities in 
developing countries. The problem of effectiveness, toxicity, cost and 
availability of the drugs and the age groups in which these tumours occur 
are important considerations. Recommendations may be made for UNICEF to 
include assistance with these drugs in their general health services 
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projects in developing countries. These drugs could be procured, at a 
cheaper rate, upon government request: the Member country could deposit 
the money. even in local currency, in the account of WHO, w~ich could 
procure the drugs for the Government. Other mechanisms involving WHO 
may also be feasible. 

Dr Bustamante commented on the technical problems involved in 
chemotherapy and stated that the treatment should be administered only by 
trained personnel. 

Dr Niblett described some of the problems in Papua New Guinea 
relating to availability of personnel and facilities. Surgery and 
chemotherapy are available in certain peripheral areas and selected cases 
requiring radiotherapy are referred to the specialized centre in Lae. A 
manual of recommended procedures for cancer management for doctors in 
Papua New Guinea has been prepared by the cancer management committee. 

Dr Senilagakali reported that in Fiji chemotherapeutic agents are 
available at the main hospitals and are administered on the direction of 
specialists. Where chemotherapeutic drugs are not available every effort 
is made to obtain them through the Health Ministry. An exchange programme 
or a WHO regional centre for the training of doctors in the management of 
cancer, particularly chemotherapy. could be set up. 

Dr Niblett defined the scope and current usage of the various methods 
of radiotherapy of cancer. Other considerations are the relative merits, 
applications and costs of the different types of machinery and isotopes 
availab Ie for cance r the rapy . 

Radiotherapy is an essential modality of treatment for which there 
is no satisfactory alternative in many cancers. Over a 5-year period a 
90% survival rate is recorded for following cancers if treated at the 
first stage: cervix, larynx, Hodgkins, penis, skin and mouth. 
Radiotherapy is also effective in the treatment of nasopharyngeal cancer, 
Burkitt's lymphoma, seminoma testis, Wilms' tumour, leukemia, cancer of 
the central nervous system (eNS), retinoblastoma and early breast cancer. 

7. FOLLOW-UP AND REHABILITATION 

The discussion was opened by Dr Senigakali who described cancer 
patient follow-up as an integrated process with other chronic disease 
follow-up programmes maintained at "grass roots" level by the Fiji district 
nursing service. 

Follow-up problems in various countries were discussed by the 
participants. Deficiencies in communication make follow-up of cancer 
patients difficult in some areas. In general, follow-up system should 
be coordinated with the cancer registry system if one exists. 

Rehabilitation 

Problems of rehabilitation were discussed by Dr C. Anatalio. To 
be maximally effective rehabilitation must start at the time of diagnosis 
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and continue beyond the period of treatment. Activities must be directed 
towards physical, emotional and social aspects of the patient's need. 
Consideration should be given to the treatment applied, physical and 
functional disabilities, emotional and psychological attitudes of the 
patient, social attitudes and economic and vocational disruption. Those. 
affected in rehabilitation are the patients, their families and the publ~c 
in general. Some deficiencies exist in professional education and 
rehabilitation facilities. Other considerations are establishment of a 
rehabilitation training team, inclusion of rehabilitation in the educational 
curriculum, and public and community involvement. Reduction of fear of 
cancer can be attained by involvement of the society, family, media, etc. 

A central advisory committee on the rehabilitation service may 
usefully be established for purposes of continuing care and acceleration 
of rehabilitation, continuing surveillance and care of patients. 

Dr Hirayama illustrated the structure and functional activities of 
the Cancer Society and the hospitals in education, detection, diagnosis, 
treatment and follow-up, and in actual rehabilitation. Rehabilitation 
appears to be a mutual function of both the Cancer Society and the 
hospitals. 

8 • EDUCATION 

8.1 Professional education 

The discussion was opened by Dr Tsung Yung Sheng of the People's 
Republic of China. At the Chungshan Medical School, Canton, Kwangtung 
Province, there are special classes for advanced training in early 
detection, early diagnosis and treatment. Barefoot doctors were also 
instructed. For example, in 1972, the proportion of NPC cases of 
stages I and II detected in Shaolum commune by barefoot doctors and 
medical personnel amounted to 81.2%, a proportion which was much higher 
than that diagnosed in some city hospitals. 

Dr Kim described in detail the postgraduate training courses in 
oncology (subspecialty) available in the Republic of Korea, and the 
radiotherapy training scheme, now separated from diagnostic radiology. 
There is also a programme for radiotherapy technicians and physicists. 

Dr Borrie described in detail the New Zealand undergraduate and 
postgraduate training. Treatment is specialist-based. Radiotherapists 
cooperate with other specialists and share chemotherapy responsibility 
with medical oncologists. Continuing medical education is provided 
through postgraduate societies, organ societies, college meetings, etc. 

Dr T. Maramba described the undergraduate and postgraduate education 
in the Philippines. Postgraduate education or residency training is done 
by discipline, i.e., internal medicine, surgery, paediatrics, pathology, 
etc. Oncology is not taught as a separate discipline. Some specialists 
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have received advanced training locally or overseas, mainly in the United 
States where some have attended courses in medical oncology, cancer 
surgery and radiotherapy. 

The education of nurses, midwives, health educators and other health 
personnel follows the same pattern as that of the physicians in that no 
special training is given in cancer. More intensive postgraduate training 
is needed for public health workers in the field if they are to contribute 
effectively in the cancer control programme of the country. 

Dr Yanagisawa (Japan) described the cancer training programmes 
offered by the Ministry of Health for doctors, X-ray technicians, nurses 
and cytologists. There is no university professorship in oncology. A 
clinical oncology course is offered at the National Cancer Centre, Tokyo, 
for foreign doctors under the Colombo Plan. 

Dr Senilagakali outlined the five-year undergraduate medical course 
in Fiji. Continuing medical education is provided through seminars. 
Cytologists are trained abroad. 

8.2 Public education 

Dr Harvey discussed the anti-smoking campaign in terms of persuading 
people (1) not to smoke, (2) to smoke less, (3) to smoke less dangerous 
cigarettes and (4) to change from cigarettes to cigars or pipes. Many 
members of the Group urged no compromise on this matter. The value of 
anti-smoking clinics seems to lie chiefly in helping those who need help; 
the majority of smokers would not use them and long-term cessation is 
only around 30%. 

There is a need for credibility in imparting information, by 
pamphlets, in the mass media or by doctors themselves. There must be no 
exaggeration or sensationalism in such action, especially by the media. 

WHO should take action to ensure if possible that information 
regarding cancer in the press be checked beforehand by a medical 
authority. Alternatively, editors should be requested to invite medical 
comment on "cancer news" to be published, if possible, at the same time. 

In some cases, such as that of the Cancer News of New Zealand, 
reliable and non-sensational news on cancer is regularly reported. 
Educational programmes to schools are meeting with little success. The 
age of smoking commencement is becoming lower and girls are smoking more. 
More should be done to educate the teachers on how to impart the message. 
Children whose parents smoke are more likely to commence. 

Changing people's habits is a difficult process and no solution 
has yet been found. The short- and long-term gain and loss tend to 
compete. It is easier to convince older as opposed to younger people of 
the advantages of not smoking, as they can more readily see the threat. 
There is a need to create positive image and enlist social support. 
Though earlier the middle classes realized the dangers, the cigarette, 
due to persistent advertising, is now associated with elitism; and 
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smoking is therefore tending to increase, especially among women. It has 
become a symbol of emancipation. Children also tend to see smoking as 
such a symbol, and that is one of many reasons why they commence. In 
brief, it is essential to create a climate of non-acceptability of 
cigarette smoking if any campaign is to succeed. 

Many campaigns are already under way in many countries, but there 
is a need for WHO to encourage the developing countries to instruct their 
health departments to engage in anti-smoking activities. 

Advertising has been restricted or eliminated in some countries, 
and there appears to be acceptance of the fact that any advertising of 
cigarettes, the chief cause of lung cancer, cannot be justified. 

Doctors should set an example by not smoking, at least in public. 
There is apt to be a double standard, in doctors not practising what they 
preach, in teachers smoking in front of pupils and in governments on the 
one hand supporting non-smoking programmes and on the other giving 
financial help to the growing and export of tobacco. 

9. SYSTEMS ENGINEERING 

Dr Baker discussed the principles of system analysis and its 
application to a cancer control programme. 

Cancer is included in the health programme of all countries. The 
organization and integration of this service varies with the stage of 
development, disease priorities and the available facilities. 

More developed countries have allocated additional funds for cancer 
control and these are supplemented by private organizations. The less 
developed and developing countries generally rely more on government 
support not only for prevention, detection and diagnosis, but also for 
the therapeutic and rehabilitative aspects. It appears then that a cancer 
control programme must receive sufficient and adequate budgetary support 
to implement its various objectives. Both government and private sources 
must be tapped. Fund raiSing and the budget should be in line with the 
objectives and the goal of the cancer control programme. 

10. CONCLUSIONS 

10.1 Extent and nature of the problem 

WHO should assist in the standardization of methods of collection 
of cancer data by: 

(a) providing manuals on cancer registration to Member countries; 

• 

I I 
I 
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(b) providing consultants to advise on registration problems 
whenever necessary. 

Information on the nature and existence of cancer in the Member 
countries provided by such registration would enable: 

(a) control programmes to be directed and focussed on groups 
at high risk for various cancers; 

(b) 
identifying 
Region. 

analytical epidemiological studies to be undertaken for 
the causative factors of the most prevalent cancers in .the 

• 
10.2 Prevention 

10.2.1 Since cigarette smoking is considered one of the most important 
risk factors for lung cancer and certain other cancers: 

(a) cessation or reduction of smoking should be encouraged by 
education; and education should be intensively directed to the younger 
generation in whom the risks are appreciably higher; 

(b) acceptable restrictive measures should be considered; 

(c) the quality of cigarette sold in Member countries should be 
monitored preferably on the initiative of WHO. 

10.2.2 Recognizing potential carcinogenic effects of aflatoxin, practical 
control measures adapted to the Region should be explored, taking into 
consideration an acceptable level of contamination and practical targets. 

10.2.3 Preventive measures should be introduced to eliminate or reduce 
conditions/substances whose carcinogenic action in man has been 
established, e.g. betel-nut/tobacco/lime chewing, unnecessary radiation 
and various occupational carcinogens. 

10.3 Detection 

10.3.1 Training programmes should be provided for health personnel on 
cancer detection techniques, with particular reference to cytological 
methods, according to the needs of each country. 

10.4 Treatment 

10.4.1 WHO should assess existing needs. demands and resources for 
radiotherapy and chemotherapy in Member countries in the Region and - on 
the basis of the information received and on the request of the countries -
may: 

(a) provide training courses or facilities for radiotherapists 
and paramedical personnel; 
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(b) advise on the organizational aspects of setting up radiotherapy 
centres; 

(c) procure chemotherapeutic drugs at reduced cost; 

(d) prepare manuals on the selection of patients, modality of 
treatments and expected results. 

10.5 General 

10.5.1 WHO should promote exchange of information on all aspects of cancer 
control among Member countries. 

# 
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PROFILE OF A POPULATION OF CANCER PATIENTS RELATING TO 
SYMPTOMS. MOTIVATION TO SEEK MEDICARE AND AVAILABILITY 
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AGENDA 

Registration 

Opening session 

Opening address by Dr F.J. Dy, Regional Director 
Introduction of the Consultants, Temporary Advisers, 

and members of the Secretariat - Dr J.C. Tao 
Remarks by Dr T. Hirayama, Consultant 
Election of the Chairman and Vice-Chairman 
Election of subject Rapporteurs - Dr J.C. Tao 
Adoption of the Agenda - Chairman 
Administrative announcements - Dr J.C. Tao 

Definition and scope of the meeting - Dr T. Hirayama 

Discussion: Topic 1 "Size and nature of the problem'" 

Existing sources of statistics - Dr M. Ishida 

Reports on the size 
including leading 
ethnic variations 

Australia 
New Zealand 
Papua New Guinea 
Fiji 
Philippines 
Malaysia 
Singapore 
People's Republic 

of China 
Republic of Korea 
Japan 

and nature of the cancer problem, 
sites by sex, time trends and 
in the countries represented: 

Dr W.C. Harvey 
Dr J. Borrie 
Dr J. Niblett 
Dr J.B. Senilagakali 
Dr G.F. Basa 
Dr S.K. Dharmalingam 
Prof. K. Shanmugaratnam 

Dr Tsung Yung Sheng 
Dr B.S. Kim 
Dr K. Yanagisawa 

Summary (including importance 
of cancer registry) - Dr K. Shanmugaratnam 

Discussion: Topic 2 "Strategy for cancer control" 

Factors to be considered in organizing a national 
disease control service - Dr J.C. Tao 

Objectives and approaches 
of cancer control - Dr T. Hirayama 
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1330 - 1425 

1440 - 1600 

Thursday, 23 October 

0830 - 1000 
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Prevention (primary prevention) 

Environmental monitoring, high-risk group 
identification, etc. - Prof. K. Shanmugaratnam 

Detection (secondary prevention) 

Identification and management of pre-clinical 
cases, detection through mass screening, 
confirmative diagnosis and treatment - Dr R. Prado 

Diagnosis and treatment (tertiary prevention) 

Prevention of metastasis, recurrences and death by 
improving facilities and personnel - Dr B.S. Kim 

Follow-up 

Identification and management of detected cases, 
periodic control of patients under treatment 
and/or surveillance - Dr J. Niblett 

Rehabilitation (quaternary prevention) 

Education of medical and paramedical personnel, 
patients and families - Dr G.F. Basa 

Improvement of system and facilities - Dr G.F. Basa 

Discussion: "Cancer control strategy suited to 
each country" 

Actual examples in selected countries: 
National level: Japan - Dr K. Yanagisawa 
Provincial level: Philippines - Dr G. Bustamante 

Summary of discussions - Dr T. Hirayama 

Discussion: Topic 3 "Prevention" 

Primary prevention 

Review of existing information 
and knowledge - Dr G.F. Basa 

Undesirable habits, cigarette smoking 
in particular - Dr w.e. Harvey 
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Thursday, 23 October 
(continued) 

1015 - 1200 

1330 - 1445 

1500 - 1600 

Friday, 24 October 

0830 - 1000 

1015 - 1200 

1330 - 1700 

Saturday, 25 October 

0830 - 1000 
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Cancer hazards by food intake - Dr H.J.L Burgess 

Occupational and environmental 
cancer monitoring - Prof. K. Shanmugaratnam 

High-risk group identification, genetics, 
immunology, etc. - Dr M.J. Simons 

Summary of discussions - Dr T. Hirayama 

Discussion: Topic 4 "Detection" 

Secondary prevention 

General concept and review of 
available techniques - Mrs R. Lunt 

Cancer of the cervix - Mrs R. Lunt 

Ongoing screening programmes in 
Member countries - (individual participants) 

Evaluation, including the need for 
training programme - Mrs R. Lunt 

Summary of discussions - Dr R. Prado 

Field trip 

Visits to the Philippine Cancer Society and the 
Rizal Community Cancer Control Programme, etc. 

Coordinators: Drs G.F. Basa and G. Bustamante 

Discussion: Topic 4 "Detection" 

Secondary prevention (continued) 

Cancer of other sites 

Cancer of the breast - Dr G.F. Basa 

Cancer of the lung - Dr J. Borrie 
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Saturday, 25 October 
(continued) 

1015 - 1130 

1130 - 1200 

Monday. 27 October 

0830 - 1000 

1015 - 1200 

1330 - 1445 

1500 - 1600 
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Cancer of the stomach - Dr K. Yanagisawa 

Cancer of the esophagus - Dr Tsung Yung Sheng 

Cancer of other sites, including cancer 
of the liver and nasopharynx - Dr Li Chen Chuan 

Dr M.J. Simons 
Dr B.S. Kim 

Summary of discussions - Dr R. Prado 

Discussion: Topic 5 "Treatment" 

Tertiary prevention 

Diagnosis and treatment of cancer - Dr J. Niblett 

Review of available techniques: Discussion 
on actual status of diagnosis (clinical and 
laboratory) and treatment (surgery. radiotherapy 
and chemotherapy) in Member countries. 

Implementation and evaluation 

Summary of discussions - Dr S.K. Dharmalingam 

Follow-up - Dr J.B. Senilagakali 

Review of available techniques: Discussion 
on most suitable system for Member countries 

Implementation and evaluation 

Rehabilitation (quaternary prevention) - Dr C. Anatalio 

Review of available techniques: Discussion 

Implementation and evaluation: 

(a) professional education 
(b) education of patients and families 
(c) facilities needed 
(d) Others 

Summary of discussions - Dr G.F. Basa 



Tuesday, 28 October 

0830 - 1000 

1015 - 1200 

1330 - 1445 

1500 - 1600 

Wednesday, 29 October 

0830 - 1000 
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Discussion: Topic 6 "Education" 

Professional education and training 
in cancer - Dr Tsung Yung Sheng 

(a) medical schools 
(b) postgraduate training 
(c) special training programme 

Annex 2 

(d) training of other health personnel 
(technicians, nurses, midwives, etc.) 

Summary of discussions - Dr R. Prado 

Public education on cancer - Mr H.S. Dhillon 

(a) anti-smoking campaign 
(b) prevention of delayed diagnosis 
(c) participation to mass screening 
(d) problems related to behavioural science 
(e) mass media cooperation 

Summary of discussions - Dr W.C. Harvey 

Discussion: Topic 7 "System engineering" 

Administrative system for cancer control: 

(a) organization and integration of cancer 
control activities into the general and 
medical health services - Dr G.M. Emery 

Dr T.C. Hsu 
(b) cancer medicare system - Dr J.B. Senilagakali 
(c) resource mobilization - Dr J.B. Senilagakali 
(d) facilities and equipment - Dr J.G. Senilagakali 
(e) personnel 
(f) funds and budget 

Summary of discussions - Dr G. Bustamante 

Drafting the general summary, proposals 
and recommendations - Dr K. Shanmugaratnam 

Discussion: "Draft summary report, proposals 
and recommendations" 



Annex 2 

Wednesday, 29 October 
(continued) 

1015 - 1200 

1330 - 1400 
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Adoption of summary report. proposals and 
recommendations 

Closing session - Dr J.C. Tao 

Remarks by Dr Francisco J. Dy, Regional Director 

Closing remarks by Dr T. Hirayama 



.. 
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ANNEX 3 

LIST OF DOCUMENTS 

A. General 

1. "Consultation on Cancer Control in Africa, Geneva, 16-18 April 1973" 
by the Cancer Unit, WHO Headquarters. 

2. "First Meeting of the Regional Advisory Panel on Cancer, Alexandria, 
19-21 February 1975" by WHO Regional Office of East Mediterranean. 

3. "Objectives and approaches of Cancer Control". (T. Hirayama) 

4. "ICD-O - International Classification of Diseases for Oncology". 
Field Trial Edition 1975. World Health Organization. 

B. Epidemiology 

1. "Risk 0 f Disease and Di.sabi.li ty: Report on the Symposium on the 
Identification of High Risk Persons and Population Groups, Windsor, . 
16-19 May 1972" by WHO Regional Office for Europe. 

2. "Cancer Incidence, Survival and Mortality for Children under 
15 Years of Age" by American Cancer Society, 1974. 

3. "The Registry in Cancer Control".by International Union Against 
Cancer, Geneva, 1970. 

4. "Proceedings of the ICMR/IARC/WHO Seminar on the Epidemiology of 
Cancer, with Special Reference to South East Asia, New Delhi, 
26 November to 4 December" by WHO Regional Office for South East 
Asia. 

5. "The Quantification of Environmental Carcinogens" by International 
Union Against Cancer, Geneva, 1970. 

6. "Some statistical data based on 1958-73 notifications from the 
Tumour Registry of Papua New Guinea". Compiled by G.H. Aiken 
(J. Niblett). 

7. "Tabulations of data from the Central Tumour Registry of the 
Philippines". Philippine Cancer Soc. Inc. (G.F. Basa). 

8. "Existing source of cancer statistics. (M. Ishida). 

9. "Health Statistics Report Cancer Data". New Zealand Department 
of Health. (J. Borrie). 

10. "Cancer Incidence By Site and Sex"; National Study (1958-1967) 
by Korean Academy of Pathology (Submitted by Byung Soo Kim). 

11. "Cancer Incidence By Site and Sex", Yonsei Cancer Center (1967-1971) 
(Submitted by Byung Soo Kim) • 



Annex 3 - 34 -

C. Chemotherapy 

1. "Cancer Chemotherapeutic Agents" by American Cancer Society, 1973. 

2. "Controlled Chemotherapeutic Trials in Cancer", UICC Technical 
Report Series, Volume 14, 1974. 

3. "Chemotherapy of Gynecologic Cancer" by the Department of 
Obstetrics and Gynecology, New York Medical College, New York, 
U. S.A. 

4. "Anti-tumour Studies on Nitrocaphane (AT-1258)", Clinical 
Cooperative Group of Nitrocaphane, Shanghai, the People's Republic 
of China, 1974. 

5. "The Murine Spermatogonial Depletion Assay as a Method for Primary 
Screening of Anti-Tumour Substances", Chinese Academy of Medical 
Sciences, the People's Republic of China, 1974. 

6. "Effective chemotherapy of disseminated cancer". (B.S. Kim). 

7. "Treatment Management Recommendations" (Dr J. Niblett & Dr B.S. Kim). 

D. Cancer of the Digestive System 

1. "Oral Cancer Examination Procedure" by the Oral Cancer Prevention 
and Detection Center, St Francis Hospital, Poughkeepsie, N.Y., 
U • S.A., 1966. 

2. "Oral Cancer: Diagnosis, Treatment and Rehabilitation" by the 
American Cancer Society, 1973. 

3. "The Epidemiology of Esophageal Cancer in North China and 
Preliminary Results in the Investigation of Its Etiological Factors" 
by the Co-ordinating Group for Research on the Etiology of 
Esophageal Cancer of North China, the People's Republic of China, 
1974. 

4. "Studies on the Relationship Between Epithelial Dysplasia and 
Carcinoma of the Esophagus" by the Coordinating Group for the 
Research of Esophageal Carcinoma, Chinese Academy of Medical 
Sciences and Honan Province, the People's Republic of China, 1974. 

5. "The Epidemiology of Esophageal Cancer in North China and 
preliminary results in the investigation of its etiological factors. 
The coordinating group for research on the etiology of esophageal 
cancer of North China". (Tsung Yung Sheng). 

6. "Early Detection of Oral Cancer" Obtained from Dr G.H. Leatherman, 
Federation Dentaire Internationa1e, 64 Winfo1e St., London, 
WIM Sag. 28 pages. 

• 
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E. Cancer of Hemo-lymphatic System 

1. "Symposium on Lymphomas, Hammamet, Tunisia, 25-28 March 1974" 
(in French) by the WHO Regional Office for the East Mediterranean. 

2. "Laboratory Studies on a Transplantable Mouse Leukemia (L6l5)" 
by the Leukemia Coordinating Group, Chinese Academy of Medical 
Sciences, the People's Republic of China, 1974. 

3. "Childhood Cancer (1969-1973) at the Yonsei Medical Centre, Korea". 
(Byung SooKim). 

F. Cancer of the Reproductive System 

1. "Current Concept in Cancer, No.4: Cancer of the Cervix" by the 
American Cancer Society, Inc., 1965; JAMA 193: No.3, 1965. 

2. "Manual of Norms and Procedures for Cervical Cancer Control" by 
the WHO/PARO Regional Office for the Americas, 1972. 

3. "Fifteen Years of Mass Survey and Treatment of Carcinoma of the 
Cervix - A Retrospect" by the Shanghai Textile Industrial Bureau, 
the People's Republic of China, 1974. 

4', !lAp evaluation of a Regional Mass 11iniature Radiography programme 
1956-1967". Report No. 36 issued by National Health Statistics 
Centre. Department of Health, Wellington, New Zealand. (J. Borrie). 

5. "An evaluation of a Regional Mass Miniature Radiography Prograuune 
1956-1967". Department of Health Special Report (3b) by F .A. Hamel, 
published by A.R. Sheaver - M.H. Government Printer, Wellington -
1970 - 43 pages. 

6. "Cancer of the Lung in New Zealand". 
National Health Statistics Centre of 
Wellington. (J. Borrie) • 

G. Cancer of the Respiratory System 

Report No. 42 issued by 
the Department of Health, 

1. "Radiotherapy of Nasopharyngeal Carcinoma - Comparison Between the 
Split Dose Technique and Conventional Fractionation Technique" by 
the Department of Radiology, Tumour Hospital of Chung Shou Medical 
College, Kwangchow, the People's Republic of China, 1974. 

2. "Factors Influencing Survival After Resection for Bronchogenic 
Carcinoma - with Analysis of 1,118 Cases" by the Shanghai Chest 
Hospital, Shanghai, the People's Republic of China, 1974. 
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H. Cancer of the Skin 

1. "Early Detection of Primary Cutaneous Malignant Malanoma: A Color 
Atlas" by the American Cancer Society. 1973. 

I. Cancer Control 

1. "The Organization of Comprehensive Cancer Control Programme) Oslo, 
21-24 November 1972" by the WHO Regional Office for Europe. 

2. "Guidelines for a National Organization for Cancer Control" by the 
Committee on National Cancer Control Programmes, International 
Union Against Cancer. 

3. "Manual on Fund Raising" by the International Union Against Cancer, 
1972. 

4. ''Manual on Volunteer Recruitment" by the International Union Against 
Cancer, 1972. 

5. "An Evaluation of Cancer Control Measures", UICC Technical Report 
Series, Volume 16, 1974. 

6. "Cancer Control in Japan". (K. Yanagisawa). 

7. "A Brief Report on the Progress of Cancer Control in the Philippines", 
National Cancer Center of the Department of Health. 

8. "Report of the National Cancer Society of Malaysia". (S.K. Dharmalingam). 

9. "A Brief Informal Report on Cancer of Nasopharynx, Oesophagus, liver 
and Uterine Cervix in China". (Tsung Yung Sheng and Li Chen Chuan). 

10. "A Community Cancer Control ProgralDlJle - Pattern and Experiences in 
the Province of Rizal". G.M. Bustamante (G. Bustamante). 

J. Health Education on Cancer Control 

1. "Public Education About Cancer", UICC Technical Report Series, 
Volume 6, 1970. 

2. "Public Education About Cancer". UICC Technical Report Series, 
Volume 11, 1974. 

3. "Health Education Theory and Practice in Cancer Control", UICC 
Technical Report Series, Volume 10, 1974. 

4. "Influencing Smoking Behaviour", UICC Technical Report Series, 
Volume 3, 1969. 
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