
All the world against cancer 
by Jan Stjernsward 

N othing would have a greater 
impact on cancer through
out the world than being 

able to put into effect the enormous 
knowledge we have already gained 
in cancer control. This is the funda
mental basis for WHO's cancer con
trol programme. About one-third 
of all cancers are potentially pre
ventable today. At least one-third 
of cancer patients can be cured pro
vided the diagnosis is made early 
enough and provided adequate 
routine therapies can be offered. 
For the great majority of the 
world's cancer patients the diag
nosis comes too late, and for most 
patients with incurable cancer, un
necessary pain could be avoided 
by appropriate medicine and the 
quality of life could be improved by 
adequate palliative car"e. 

Cancer is a Third World problem 
too. One out of every ten deaths 
throughout the world is due to can
cer. Every year, some six million 
new cases of cancer are diagnosed 
and of these more than half are in 
developing countries. Each year 
4.3 million people die of cancer. In 
developing countries most patients 
are incurable at the time of diagno
sis, and only a fraction -less than 
ten per cent- are seen at specialised 
centres. In black Africa there are 
fewer than 75 full-time cancer spe
cialists of any kind to serve over 
285 million people. More than 
three and a half million patients 
suffer from cancer pain every day 
worldwide, and only a fraction of 
that number receive adequate 
treatment for it. 

The mortality pattern of devel
oping countries is progressively ap
proaching that occurring in indus
trialised countries. If existing trends 
continue, cancer mortality is ex
pected to rise in the future in nearly 
all regions of the world. The major 
reasons are the increasing age of 
the world population and the still 
increasing use of tobacco. 

The most frequent forms of 
cancer are those of the stomach, 
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lung, breast, colon/rectum, cervix, 
mouth/pharynx, oesophagus and 
liver, in that order. About three
quarters of the cervical cancers oc
cur in developing countries, where 
it is the most common tumour. Inci
dence rates for cancer of the 
mouth, oesophagus, stomach, liver 
and cervix are higher in developing 
countries than in developed ones. 

Or Jan Stjernsward is Chief 
of WHO's Cancer Unit. 

In most countries, cancer control 
activities lack overall coordination. 
Usually most of the resources are 
used for therapy, often at relatively 
high costs yet with limited effect, as 
the great majority of patients are 
incurable at time of diagnosis. Par
ticular emphasis should be given to 
the careful setting of priorities, 
since cost-effectiveness consider
ations play the greatest role when 
resources are severely limited. 
Launching a cancer control activity 

Tattooing poses a threat of hepatitis B 
which in turn can lead to liver cancer. 
A successful hepatitis B vaccine would 
form an element in cancer prevention. 
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can be expensive and can take 
many years to complete. The use of 
a formal procedure for evaluating 
potential activities and setting pri
orities can usually be accomplished 
in a few days at a tiny fraction of 
the cost of launching a programme, 
and may protect against the waste 
of large amounts of money and 
resources. 

Of the eight most frequent tu
mours, five are more common in 
developing countries, three are pre
ventable, screening or early diag
nosis is effective in three, therapy is 
curative in three (but only if diag
nosed at an early stage), and final
ly, pain relief and palliative care 
are needed for most. Worldwide, at 
least two-thirds of all cancer pa
tients will die of their tumours. Ac
tive palliative care including pain 
relief should therefore be a high 
priority instead of a low one; there 
is a need for re-thinking. Quality of 
life and comfort before death could 
be considerably improved by a 
relatively small reshuffling of 
resources. At present-in nearly all 
countries-most of the available re
sources for cancer control go to 
therapy. But other approaches, 
such as primary prevention and 
early diagnosis, would have great 
effect and deserve more resources. 

So unless the right priorities and 
strategies are determined in a sys
tematic way to gain maximum ben
efit from available resources, pref
erably through well-conceived 
national cancer control pro
grammes, there is unlikely to be 
much impact on cancer, especially 
in the less developed countries. 

Tomorrow's cancers 
are preventable today 

Based on current estimates, 
about one-third of cancers are po
tentially preventable today. We 
know enough about the cause-rela
tionship in the development of 
common tumours such as lung, 
oral, liver and skin cancers to take 
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Cancer Control 
Priorities and strategies 

Tumour 1 Primary Prevention Early Diagnosis Curative 3 Therapy Pain Relief 

Stomach 
Lung 
Breast 
Colon/rectum 
Cervix 
Mouth/pharynx 
Oesophagus 
Liver 

1 Listed in order of 
the eight most 
common tumours 
globally 

2 + + = effective 
+ = partly 

effective 
- = not effective 

3 Curative for majo
rity of cases with a 
realistic opportunity 
of finding them 
early 

+ 
+ 
++ 

++ 

active measures to prevent them. 
WHO has produced specific policy 
documents explaining how to con
trol them. National tobacco control 
programmes are being put into ef
fect in several Member States. 

WHO has planned and initiated 
field intervention trials (with hepa
titis B vaccines) to prevent hepatitis 
B and liver cancer in China and 
Gambia, where the prevalence of 
infection with hepatitis B virus and 
liver cancer are known to be high. 
Production of a national vaccine 
has begun in China, where the aim 
is to cover most new-born children. 

At least a third of cancer patients 
can be cured provided the diagnosis 
is made early enough and adequate 
therapies can be offered. For cer
tain tumour sites such as the cervix, 
skin, mouth and breast, many years 
may elapse between the cellular in
ception and the established tumour, 
thus permitting early detection 
while the cancer is still amenable 
to cure. 

WHO actively encourages cost
effective methods for the early de
tection of cancer. It promotes stud
ies to find the right kind of diagnos
tic intervention technologies suited 
to local facilities and conditions. It 
is important to have strict policies 
that are scientifically valid and real
istic for each country's health care 
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system, otherwise screening will 
not be beneficial and can be harm
ful to he~lthy people. 

In developing countries, for 
years to come, nationally efficient 
screening policies for specific carci
nomas will be unrealistic. Their 
main problem is to get the patients 
referred for treatment early enough 
for curative therapy. At present the 
great majority are incurable, and 
adequate manpower is lacking. In 
such circumstances it is vital that 
the giving of therapy should be 
linked with the search for earlier 
diagnosis. All too often, limited 
resources are spent on expensive 
curative therapies which have a 
marginal effect when applied to an 
ocean of incurable (and penniless) 
patients. 

It is equally essential to be able 
to offer efficient therapies for the 
cases found by earlier diagnosis. 
In most developing countries, the 
lack of resources and manpower 
(nurses, trained surgeons, radio
therapists, medical oncologists and 
other specialists) makes it unrealis
tic to apply such approaches as rou
tine procedure. So research has to 
be encouraged on therapeutic pro
cedures that are appropriate in situ
ations where there is a minimal 
health care infrastructure. 

Following its review of essential 
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chemotherapeutic drugs for cancer, 
WHO recommended that only 14 
drugs were required for treating 
curable cancers, and those cancers 
where the cost-benefit ratio clearly 
favours drug treatment. WHO is en
couraging local health administra
tors to develop lists of basic or es
sential drugs as part of a process of 
efficient resource allocation. 

The Organization also promotes 
the development of efficient base
line outreach therapies for cancer 
that could be applied on a global 
scale, for instance, the anti-oestro
gen tamoxifen for breast cancer pa
tients. The primary responsibility 
for conducting the necessary con
trolled studies is delegated to WHO 

Collaborating Centres. National 
and regional training facilities for a 
suitably adapted curriculum in ra
diotherapy and oncology are being 
set up (in Sri Lanka and Zimba
bwe) , and an international curricu
lum to train individuals for leader
ship in national cancer control 
programmes is being developed by 
WHO in close collaboration with the 
Soviet Union. 

Freedom 
from cancer pain 

Freedom from cancer pain is 
possible with available technology. 
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All the world against cancer 

Betel-chewing, a common habit in 
South-East Asia, is a suspected cause 
of mouth cancer. 
Photo W HO/E. Schwab 

Relatively simple, inexpensive 
methods exist that can control the 
majority of cancer pains and there
by solve this neglected public 
health problem. Two-thirds of all 
cancer patients today will die of 
their disease. Both in developed 
and developing countries, cancer 
pain is undertreated. Most patients 
in developing countries are incur
able at the time of diagnosis; so be
fore primary prevention will show 
its effect, before early referral and 
diagnosis will be implemented, and 
before adequate manpower for cu
rative therapies have been trained, 
pain relief is the only realistic and 
humane alternative for years to 
come. Yet few countries have any 
cancer pain relief policies or 
programmes. 

A relatively simple and inexpen-
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sive method to ease cancer pain has 
been developed and field tested by 
WHO and has received international 
consensus. This method provides 
for drugs to be administered imme
diately by mouth if there is pain, to 
be increased from non-opioids (as
pirin or paracetamol) to mild 
opioids (codeine), and then to 
strong opioids (morphine) until the 
patient is free from pain. Hence the 
concept of the three-step ladder for 
cancer pain relief. Drugs are to be 
given "by the clock," that is, from 
every three to every six hours, 
rather than "on demand" only at 
time of pain. Tests have shown that 
the right drug in the right dose, 
given at the right time, relieves 80 
to 90 per cent of pain, thus leading 
to freedom from cancer pain. 

WHO's programme calls for: a glo
bal network to disseminate know
ledge of what can be done to 
relieve pain; an increase in aware
ness among patients and their fam
ilies that pain is almost always con
trollable; the incorporation of 
cancer pain therapy into the train-

ing of doctors and nurses at the 
undergraduate and graduate levels; 
the full development of cancer pain 
relief in standard cancer textbooks ; 
the treatment of cancer pain in gen
eral hospitals, health centres and 
even at home rather than only in 
specialised cancer centres ; the re
framing of national drug legislation 
in ways that do not hinder pain
relieving medication from reaching 
patients; and the raising of extra
budgetary funds, from public and 
private sources, to support local 
and national programmes of pain 
therapy. 

WHO is encouraging countries to 
develop their own national cancer 
control policies and programmes 
and to integrate them into the exist
ing health care system. Such pro
grammes are being evaluated in se
lected countries such as Chile, India 
and Sri Lanka, and in parts of the 
American, European, Eastern Med
iterranean and South-East Asian 
Regions. Model systems for the 
care of selected cancer types are 
operating in the European Region. 
In the Western Pacific Region, min
istries of health and national com
mittees are setting up cancer con
trol units. 

A method devised by WHO for 
setting priorities compares the ef
fectiveness and costs of various 
cancer control activities by provid
ing a structure and language so that 
each element can be addressed 
separately. 

The International Agency for Re
search on Cancer (rARe) , based in 
Lyon, France, adds its own activi
ties to those of wHo. IARC represents 
a major international investment in 
cancer research by 14 WHO Member 
States. A clear division of work be
tween WHO and IARC has been estab
lished. While WHO's Geneva head
quarters and the six Regional 
Offices concentrate on cancer con
trol, including prevention, early di
agnosis, therapy, cancer pain relief, 
operational research and interna
tional dissemination of policies and 
strategies, IARC's efforts are mainly 
directed, through a combination of 
laboratory and field research, to
wards identifying risk factors for 
cancer in the environment, defining 
high risk groups in different 
populations, describing the world 
epidemiological situation and dis
seminating worldwide the acquired 
information. • 

W oRLD HEALTH, October 1988 


