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FOREWORD 
Globally, cancer is now considered a disease of serious public health 

concern. Its impact in low- and middle-income countries (LMICs), including 

Nigeria, is increasingly becoming catastrophic. Once perceived as a disease 

of affluence and longevity, cancer has become a leading cause of morbidity 

and mortality across all age and socioeconomic strata. The global cancer 

burden is shifting rapidly, with LMICs, including Nigeria accounting for over 

70% of cancer deaths worldwide. Nigeria, being the most populous country 

in Africa, is experiencing an upsurge of cancer incidence, morbidity and 

mortality, largely as a result of epidemiological transitions, environmental 

exposures, systemic health system challenges and social determinants of 

health (SDoH) challenges. 

The current Cancer Observatory estimates shows that Nigeria recorded 

127,763 new cancer cases and approximately 79,542 cancer-related deaths 

in 2022, with the most common types being breast (25.3%), cervical (10.7%), 

prostate (14.1 %), with most cases diagnosed at late stages. This late diagnosis 

is often linked to poor awareness, cultural stigma, limited access to screening 

services and weak referral systems. Consequently, survival rates remain low 

compared to high-income countries where early detection and advanced 

treatment are more accessible. Over a five-year period from 2017 to 2022, 

Nigeria recorded a total of 209,109 prevalent cancer cases, underscoring the 

persistent burden of cancer on the population. Cancer mortality ratio stands 

at an unacceptable figure level 0.62, pointing to a high likelihood of death 

following a cancer diagnosis. 

The Federal Ministry of Health and Social Welfare through the National 

Cancer Control and Nuclear Medicine Programme has established a 

robust policy framework to advance cancer control including the National 

Cancer Control Plans 2007-2013, 2018-2022, the National Strategic Plan for 

Prevention and Control of Cancer of the Cervix 2017-2021, the National 

Chemotherapy Safety Policy, the National Policy and Strategic Plan for 

Hospice and Palliative Care and the National Nuclear Medicine Policy and 

Strategic Plan. Implementation of these policies has made tremendous 

impact in our national cancer control and prevention efforts. These have 

led to the upgrade and establishment of cancer treatment centers across 
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the country, training and retraining of various oncology specialists in various 

disciplines and development of collaboration with various development 

partners and stakeholders for resource mobilization for improved access to 

cancer care. 

The development of this edition of the National Cancer Control Plan is based 

on the improvements already made with the implementation of the previous 

plans and policies and the need to upscale our national efforts in line with 

the current reality. 

The National Cancer Control Plan 2026-2030 aligns with the Renewed Hope 

Agenda of the administration of His Excellency, President Bola Ahmed 

Tinubu, GCFR and the four Point agenda of the Federal Ministry of Health 

and Social Welfare under my leadership. The four-point agenda include: 

i. Health security 

ii. Unlocking the healthcare value chain 

iii. Coordination and governance 

iv. Improving population Health. 

The current leadership of the Federal Ministry of Health and Social welfare 

shall ensure full implementation of this Plan and adhere strictly to its 

monitoring, evaluation and learning framework for effective impact in our 

national health system in general and cancer care in particular. 

It is my hope that every stakeholder especially the state governments and 

the private sector players desirous of improving access to cancer care in 

Nigeria will find this document very useful. 

&:>e~ '<..., 1,th November, 2025 

Dr lziaq Adekunle Salako 
Honourable Minister of State for Health and Social Welfare 
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PREFACE 

The Federal Ministry of Health and Social Welfare is committed to addressing the perennial 

challenges associated with the provision of cancer care services in Nigeria. Although 

several efforts have been made in the past, some of the challenges confronting cancer care 

in Nigeria are still complex and systemic. Healthcare infrastructure for cancer prevention, 

diagnosis, treatment, and palliative care is still below the expected level to make 

services widely available across the country. Diagnostic and therapeutic facilities such as 

radiotherapy centers are largely concentrated in a few tertiary hospitals, most of which are 

located in major urban areas. Rural and peri-urban populations remain underserved. Even 

where facilities exist, functionality is often characterized by prolonged down time due to 

several factors associated with power and inadequate number of experts to maintain the 

equipment as well as shortages of consumables. Inadequate number of trained health 

professionals in oncology also significantly hamper service delivery. Our national cancer 

care system is also adversely impacted by the weakness of data management, and poor 

integration of existing cancer registration activities into the national health information 

system, which hinders accurate tracking of cancer incidence and outcomes, limiting the 

ability to formulate evidence-based policies. 

In order to overcome these challenges, the Federal Ministry of Health and Social Welfare, 

in 2006, set up the National Cancer Control and Nuclear Medicine Programme as a unit 

under the Department of Hospital Services to drive the development and implementation 

of policies, programmes and activities for cancer prevention and control in Nigeria. This 

was strengthened by the National Health Act, 2014 which empowers the Federal Ministry 

of Health to ensure development and implementation of policies and programmes for 

the improvement of the health system in Nigeria. Consequently, the Government has 

established over 80 Federal Tertiary Health Institutions with the mandate to provide 

health (including cancer) care service delivery, research and training. Other agencies 

such as the National Institute for Cancer Research and Treatment (NICRAT), Nigeria 

Institute for Medical Research (NIMR), National Institute for Pharmaceutical Research and 

Development (NIPRD, all supervised by the Ministry, were also established by the Act of 

the National Assembly to assist with the implementation of the policies and programmes 

developed by the Ministry. 

The primary objective of this National Cancer Control Plan 2026-2030 is to guide the 

Federal and State Governments in collaboration with all the agencies, development part­

ners, civil society and Non-governmental Organizations to improve cancer risk assess-
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ment, prevention, screening and early detection, diagnosis, treatment, survivorship and 

End-of-Life care services across the country. The strategies of the plan are intended to: 

• Strengthen cancer prevention through comprehensive risk assessment and 

vaccination programs; 

• Ensure equitable access to effective cancer screening and early detection service; 

• Streamline diagnostic pathways to reduce delays and ensure timely initiation 

of treatment; 

• Enhance access to comprehensive, integrated cancer treatment services; 

Strengthen survivorship and long-term follow-up care; 

• Expand palliative care and end-of-life services at all levels of the health system; 

• Improve access to technology for more effective and efficient cancer care 

through precision oncology; 

• Leverage safe, equitable and evidence-driven Al (artificial intelligence) to 

improve prevention, earlier diagnosis, accurate diagnosis, efficient treatment 

planning, inclusive research and timely surveillance. 

• Build national capacity for high-quality cancer research, innovation, and 

workforce development; and 

• Improve governance, coordination, and financing for sustainable cancer control. 

Strict implementation of the specific activities outlined for each of the strategies of all 

the pillars enumerated in this National Cancer Control Plan over a period of 5 years will 

put Nigeria on a path towards significant reduction in cancer morbidity and mortality 

in the country. Therefore, I hereby strongly urge all the stakeholders in the Nigeria 

Oncology ecosystem to assist with the implementation of this Plan. 

Daju, Kachollom S. mni 
Permanent Secretary, Health 
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EXECUTIVE SUM MARY 

The Nigeria cancer care landscape comprises a mix of public (Federal and State 

Tertiary Institutions) and private facilities working to address the country's growing 

cancer burden. These institutions vary in capacity and service delivery, ranging 

from comprehensive cancer centers to facilities offering limited treatment options. 

Currently there are over 80 Federal Tertiary Health Institutions (FTHls) and selected 

private cancer care providers contributing to diagnosis, treatment, and support 

services across the country. 

The National Health Act 2014 assigned the responsibility for healthcare delivery 

and its management across the three tiers of government: Federal, State, and Local 

Government Areas (LGAs). The National Health Act provides that the Federal Ministry of 

Health shall ensure the development and implementation of Policies and programmes 

for the Nigeria health system. In line with the Act, the federal government provides a 

regulatory and advisory function alongside the centralized provision of some services, 

including tertiary health facilities, and finances infrastructural improvements. The state 

governments manage secondary healthcare while the primary level, including primary 

health care (PHC) centers, is managed by LGAs. 

The previous editions of National Cancer Control Plans focused on 8 priority Areas of 

action including: prevention and early detection, diagnosis and treatment, survivorship 

and palliative care, research and innovation, governance, finance and Social/resource 

mobilization. However, implementation was not optimal due to, inadequate funding, 

and low political prioritization . Cancer care is also not well integrated into Nigeria's 

primary health care system, which limits community-level reach and referral 

This edition of the National Cancer Control Plan took cognizance of some of the 

limitations of the previous editions and seek to address the non-integration of Cancer 

Control programmes into other health programmes. This Plan is also well aligned with 

the National Health Act 2014, National Health policy 2017, World Health Organization 

Global strategy for the elimination of cancer of the cervix, Global Breast Cancer 

Initiative (GBCI), Global Initiative for Childhood Cancer (GICC) as well as the Cure-All 

strategy for childhood cancer care. The Plan is also well aligned with the Renewed 

Hope Agenda of His Excellency, President Bola Ahmed Tinubu and the Four point 

Agenda of the current leadership of the Federal Ministry of Health and Social welfare. 
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Chapter four of this plan describes the governance framework work, roles and respon­

sibilities of all the relevant agencies and players. While the National Cancer Control 

and Nuclear Medicine Programme at the Federal Ministry of Health and Social Welfare 

in line with National Health Act 2014 will lead the implementation of this Plan, other 

agencies of government including all the Federal Tertiary Health Institutions, the Nige­

ria Institute for Medical Research, National Institute for Pharmaceutical Research and 

Development, National Health Insurance Authority, National Primary Health Develop­

ment Agency and the National Institute for Cancer Research and Treatment shall assist 

with the implementation in line with their respective mandates as contained in their 

Establishment Acts. This section also prescribes roles and responsibilities for State gov­

ernments through the State Ministries of Health, professional Associations, Regulatory 

and Statutory government agencies, development Partners, Civil society and Non-gov­

ernmental Organizations as well as patient groups and survivors. 

Chapter five of the National Cancer Control Plan deals with Monitoring, Evaluation and 

Learning. This section provides strategic activities with timelines and output indicators 

for all the seven Pillars of the Plan. This will guide with tracking of level of implementa­

tion of the plan . 

Chapter six provides the framework for quality assurance and quality improvement of 

cancer control and care across the entire cancer care continuum in the country. This is 

the first of its kind in our national cancer control Plan in Nigeria . Chapter seven describes 

Strategic Oncology Workforce Planning and Pipeline Development in Nigeria. Nigeria's 

oncology workforce challenge is systemic but solvable. Medical education expansion 

increases both the risks and rewards of HRH policy choices. Therefore, embedding co­

ordinated pipeline reforms within the National Cancer Control Plan will pave the way for 

Nigeria to translate workforce expansion into sustainable cancer control capacity. 

Chapter eight of this Plan contains the cost estimate for the implementation of each 

of the Pillars of the Plan . This took into consideration the current financial challenges 

that characterized the poor implementation of the previous National Cancer Control 

Plans. It is assumed that adequate provision of fund in line with the estimated budget 

in this section will make it easier to achieve the objectives of this National Cancer 

Control Plan 2026-2030. 

r 
Dr Uchechukwu Emmanuel Nwokwu MBBS, MHM, FWACP 
National Coordinator, National Cancer Control & Nuclear Medicine Programme 
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CHAPTER ONE: INTRODUCTION 

1.0 Background 

Cancer has become a disease of public health concern globally, and its impact in low- and 
middle-income countries (LMICs), including Nigeria, is increasingly becoming catastrophic. 
Once perceived as a disease of affluence and longevity, cancer is now a leading cause of 
morbidity and mortality across all age and socioeconomic strata. The global cancer burden 
is shifting rapidly, with LMICs currently accounting for more than 70% of cancer deaths 
worldwide.1 Nigeria, being the most populous country in Africa, is experiencing a rising tide 
of cancer incidence, morbidity and mortality, largely driven by epidemiological transitions, 
environmental exposures, and systemic health system challenges. 

Recent data from the Global Cancer Observatory estimates that Nigeria recorded 127,763 
new cancer cases and approximately 79,542 cancer-related deaths in 2022, with the most 
common types being breast (25.3%), cervical (10.7%), prostate (14.1 %), with most cases 
diagnosed at late stages.2 This late diagnosis is often linked to poor awareness, cultural 
stigma, limited access to screening services and weak referral systems.3 Consequently, 
survival rates remain low compared to high-income countries where early detection and 
advanced treatment are more accessible. Over a five-year period from 2017 to 2022, Nigeria 
recorded a total of 209,109 prevalent cancer cases, underscoring the persistent burden of 
cancer on the population. Cancer mortality ratio stands at an unacceptable figure level 0.62, 
pointing to a high likelihood of death following a cancer diagnosis. 

1 Shah, S. C., Kayamba, V., Peek Jr, R. M., & Heimburger, D. (2019). Cancer control in low-and middle-income countries: is it time 

to consider screening. Journal of global oncology, 5, 1-8. 

2 https:// gco.iarc. who.int/media/ globocan/factsheets/populations/566-nigeria-fact-sheet.pdf 

3 Nonzee, N. J., Ragas, D. M., Ha Luu, T., Phisuthikul, A. M., Tom, L., Dong, X., & Simon, M. A. (2015). Delays in 

cancer care among low-income minorities despite access. Journal of women's health, 24(6), 506-514. 



16



17



18



19



20



21



22

CHAPTER TWO: NIGERIA CANCER LANDSCAPE 

2.0 Situational Analysis of Nigeria Health System 

The National Health Act 2014 assigned the responsibility for healthcare delivery and its 
management across the three tiers of government: Federal, State, and Local Government 
Areas (LGAs). The National Health Act provides that the Federal Ministry of Health shall 
ensure the development and implementation of Policies and programmes for the Nigeria 
health system. In line with the Act, the federal government provides a regulatory and 
advisory function alongside the centralized provision of some services, including tertiary 
health facilities, and finances infrastructural improvements. The state governments 
manage secondary healthcare while the primary level, including primary health care (PHC) 
centers, is managed by LGAs. 

2.1 Cancer Care Facilities 

Nigeria's cancer care landscape comprises a mix of federal tertiary institutions and private 
facilities working to address the country's growing cancer burden. These institutions vary 
in capacity and service delivery, ranging from comprehensive cancer centers to facilities 
offering limited treatment options. Below is an overview of the Federal Tertiary Health 
Institutions (FTHls) and selected private cancer care providers contributing to diagnosis, 
treatment, and support services across the country. 

Federal Tertiary Health Institutions (FTHls): There are 83 FTHls comprising 35 Federal 
Teaching Hospitals (FTHs), 25 Federal Medical Centers (FMCs) and 23 Specialty Hospitals 
(SHs) strategically located across the country. The 35 FTHs and 25 FMCs are established 
to provide tertiary health care to patients including comprehensive cancer diagnosis, 
treatment and associated support services. However, only 13 of the combined FTHs and 
FMCs (60) currently offer full range of chemotherapy, surgery and radiotherapy, while the 
rest provide only chemotherapy and surgical interventions to cancer patients. 

In recognition of the need to expand cancer care capacity in the country, the FMOH is 
currently supporting the upgrade of 6 out of the 13 FTHls to serve as centers of excellence 
for cancer diagnosis and treatment. These centers when upgraded are expected to be 
focal referral points for other cancer treatment facilities. The upgrades include equipping 
them with cutting-edge medical infrastructure like linear accelerators, brachytherapy 
machines, and CT simulators. These efforts are aimed at improving diagnosis and 
treatment for all cancers, with emphasis on the commonest cancers which include breast, 
cervical, prostate, head and neck and childhood cancers. The hospitals include Federal 
Teaching Hospital, Katsina, University of Benin Teaching, Benin, Jos University Teaching 
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the National Primary Health Care Development Agency (NPHCDA) routinized the human 
Papilloma virus vaccination and the Hepatitis B and C virus vaccination for the prevention 
of Cancer of the uterine cervix, liver, oral cancers. 

2.4 Diagnosis and Treatment 

The availability of cancer diagnostic and treatment capacities vary across the country's geo­
political zones. Currently there are over 80 Federal Tertiary Health Institutions across the 6 
geopolitical zones with some level of capacity for cancer diagnosis and treatment. However, 
only about 11 of them have capacity for comprehensive cancer care including Radiotherapy. 
The map below shows the location of different Federal Tertiary Hospital in the country . 

• North Central Region 

• North East Region 

North West Region 

• South East Region 

• South South Region 

• South West Region 
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List of Federal Tertiary Health Institutions 

* Teaching Hospitals 33 

e Federal Medical Centers 23 

• Psychiatric Hospitals 10 

/ Orthopaedic Hospitals 6 

National Eye Care 1 

~ National Ear Care 1 

Obstetrics Fistula Center 4 

Total 78 

2.5 Pathology and Laboratory Services 

Pathology services are provided in secondary and tertiary healthcare centers across the 
country. The majority provide essential cancer diagnosis services such as histopathology 
and immunology; molecular biology and genetic marker testing are not readily available, 
requiring specimens to be sent abroad or to specialized local private facilities. Out-of­
pocket payment is the primary method for accessing laboratory and pathology services, 
with limited coverage by health insurance and funding from NGOs or philanthropists. 
Human resources for clinical pathology are mainly concentrated in urban areas. There are 
well-established training programs for pathologists, oral pathologist, medical laboratory 
scientists, and technicians. Continuing professional development (CPD) is a requirement for 
licensure and is managed by various councils, such as the Medical and Dental Council of 
Nigeria (MDCN) and the Medical Laboratory Scientists Council of Nigeria (MLSCN). However, 
challenges such as low salaries, weak infrastructure, and migration of health workers hinder 
the availability of specialized workforce to provide cancer diagnostic services. 
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2.12 National Quality Assurance and Quality Improvement (QA/QI) Program for Cancer Care 

Despite our progress in strengthening infrastructure, policy, and workforce capacity, major 

gaps persist in the quality, consistency, and equity of cancer services delivered across the 
country. Patients continue to encounter late presentation, diagnostic delays, variability in 

guideline adherence, weak referral pathways, and limited data use for decision-making.10 

These system-wide gaps undermine the effectiveness of investments in cancer control and 
contribute to preventable deaths. 

Global evidence shows that countries that embed structured OA/01 systems into cancer 

control strategies achieve earlier detection, improved treatment outcomes, and increased 
survival. Quality is not an optional add-on; it is the foundation that translates resources, 

policies, and clinical expertise into improved outcomes and lives saved. For Nigeria, a 

coordinated national OA/01 program ensures that cancer care delivered across all states is 
consistent, evidence-based, and patient-centered. 

10 Anyanwu, S. N., Egwuonwu, 0 . A., & lhekwoaba, E. C . (2011 ). Acceptance and adherence to treatment among breast cancer 

patients in Eastern Nigeria. The Breast, 20, S51-S53. 
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CHAPTER THREE: STRATEGIC FRAMEWORK 

3.1 Vision 

A Nigeria where cancer burden is reduced by 50% in 2030 through a multi sectorial 
sustainable approach, leveraging on the available health systems and resources. 

3.2 Mission 

To improve our public health care system that is equipped, staffed with trained, and 
competent personnel to provide a full range of comprehensive cancer risk assessment, 
prevention, screening and early detection, diagnosis, treatment, survivorship and End-of­
Life care options across the country. 

3.3 Goal 

To reduce cancer incidence and mortality in Nigeria by 50% by 2030. 

3.4 General Objectives 

i. To strengthen cancer prevention, risk assessment, screening, and early detection. 
ii. To ensure timely, equitable, and high-quality cancer diagnosis, treatment, 

survivorship, and End-of-Life care. 
iii. To strengthen cancer surveillance, registration, strategic information systems, 

and research capacity. 
iv. To advance partnerships, coordination, workforce development, and 

innovations that enhance cancer control. 
v. To promote active subnational, community, and patient engagement across 

the continuum of cancer control. 
vi. To leverage Al for accelerating infrastructural and operational capabilities of 

stakeholders in achieving cancer care goals 

3.5 Guiding Principles of the Cancer Control Plan: 

The Nigerian National Cancer Control Plan is guided by the following key principles: 

i. Ownership and leadership in the implementation of the national plan across 
the three tiers of government. 

ii. Equitable and sustainable distribution of services that is affordable and accessible. 
iii. Partnership, and collaboration with development partners and stakeholders at 

different levels with clear understanding of roles, responsibilities and mandates. 
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Strategy 1.1.1: Reduce prevalence of tobacco use and tobacco-related products and by­

products from 5.6% by 50% to 2.8% by 2030. 

Activities: 

i. Advocate for increased excise taxation to the WHO recommended 70% of retail price, 
and continued use of pricing mechanisms to limit access to tobacco products. 

ii. Integrate tobacco control key messages in cancer awareness, education, and 

mass media campaigns. 

iii. Integrate tobacco control strategies into the cancer prevention and control 

interventions in the community, schools and workplaces. 
iv. Support provision of tobacco cessation services (counselling and 

pharmacotherapy) through integration at health facilities and cancer 

treatment centers 

Strategy 1.1.2: Promote consumption of healthy diets, physical activity, reduce overweight 

and obesity. 

Activities: 

i. Integrate health education and awareness interventions in cancer control 

activities in schools, community and in health care facilities at all levels to 

promote healthy nutrition and physical activity and mitigate overweight 
and obesity. 

ii. Support enactment of policies and legislation to reduce marketing and 

advertising of unhealthy foods and drinks, and to provide incentives for access 
to and sale of healthy foods. 

iii. Work with stakeholders to review policies on urban and city designs to 

promote active lifestyles. 
iv. Promote establishment of workplace and community wellness programs. 

Strategy 1.1.3: Reduce exposure to environmental and occupational risk factors. 

Activities: 

i. Institute active surveillance programs for food, environmental and occupational 

risk factors for cancer. 
ii. Create public awareness and sensitize communities on environmental and 

occupational risk factors. 

iii. Advocate for the review, enactment and enforcement of existing policies, laws, 
regulations and guidelines to limit exposure to environmental and 

occupational toxins and pollutants. 

iv. Promote research on the role of chemicals, pesticides, environmental and 
occupational risk factors and pollutants, in cancer causation . 
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Strategy 1.2.3 (Genomics): Increase identification of individuals at high hereditary cancer risk 

through genetic risk assessment from baseline to 1 OX of eligible individuals by 2030. 

Activities: 

i. Implement standardized family-history risk assessment tools at secondary and 
tertiary facilities. 

ii. Establish genetic counseling units in at least 12 tertiary hospitals by 2030. 
iii. Train healthcare providers on referral criteria for genetic counseling and testing. 
iv. Conduct public education campaigns on hereditary cancers (e.g., BRCA, Lynch 

syndrome). 

Strategy 1.2.4 (Genetic Testing I Genomics): Expand access to genetic testing for hereditary 

cancers to at least 1 center per geopolitical zone by 2030. 

Activities: 

i. Equip designated tertiary centers with validated genomic testing technologies. 
ii. Establish national guidelines for cancer genetic counseling and testing. 
iii. Strengthen partnerships with accredited genomic laboratories and 

international research networks. 
iv. Integrate genomic testing into clinical pathways for high-risk patients. 

Strategy 1.2.5 (High-Risk Screening - Genomics): Ensure 80% of individuals with confirmed 

hereditary cancer risk (e.g., BRCA, Lynch) enroll in enhanced early detection pathways by 2030. 

Activities: 

i. Develop enhanced surveillance protocols for hereditary cancer carriers. 
ii. Train clinicians on risk-based screening and follow-up. 
iii. Use digital tools to track screening adherence among high-risk groups. 
iv. Collaborate with patient advocacy groups to support high-risk individuals. 

3.6.1.3 Strategic objective 1.3: Improve secondary prevention of cancer through 

screening, early diagnosis and institutionalized referral linkage to care 

Strategy 1.3.1: Accelerate equitable access to quality cancer screening & early 

diagnosis interventions 

Activities: 

i. Strengthen provision of organized cancer screening and early diagnosis 
services as appropriate at all levels of health care. 
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Strategy 1.3.4 (Equity): Reduce geographic disparities in access to screening and genomics 

services by expanding services to at least 80% of rural LGAs by 2030. 

Activities: 

i. Deploy mobile screening units to remote and underserved communities. 
ii. Strengthen Primary Healthcare-level capacity for early detection services. 

iii. Provide targeted community engagement in hard-to-reach areas. 

iv. Monitor and report screening coverage disaggregated by geography and 

socioeconomic status. 

Strategy 1.3.5 (Timely Linkage to Diagnosis): Ensure that 80% of individuals with positive 

screening tests receive diagnostic confirmation within 60 days by 2030. 

Activities: 

i. Implement tracking and referral systems between screening and 
diagnostic centers. 

ii. Train providers on prompt management of abnormal screening results. 

iii. Strengthen tele-consultation systems for diagnostic triage in remote areas. 
iv. Establish quality assurance systems for timely follow-up of positive screens. 

Strategy 1.3.6 (Impact/ Outcomes): Reduce late-stage presentation of priority cancers 

(breast, cervical, prostate) by 30% by 2030. 

Activities 

i. Implement public awareness campaigns emphasizing early symptoms. 

ii. Expand integrated referral networks linking Primary Health Care to 
diagnostic centers. 

iii. Strengthen systems for stage-at-diagnosis reporting. 

iv. Train health workers on early clinical detection at the point of care. 

3.6.1.4 Strategic objective 1.4: Strengthen early detection of childhood cancers 

Strategy 1.4.1: Improve public awareness of childhood cancers and the importance 

of early detection. 

Activities: 

i. Integration of key messages on childhood cancers into existing public health 

promotion programs. 

ii. Train and engage community health workers, cancer survivors, administrators 
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Strategy 2.2.2: Increase timely access to quality and accurate cancer pathology and laboratory 

medicine services nationwide 

Activities: 

i. Expand and improve the availability of histopathology laboratory infrastructure 
at national and all state referral hospitals. 

ii. Adopt and adapt innovative service delivery models such as rapid diagnostic 
and mobile testing facilities to enhance timely cancer diagnosis. 

iii. Establish frozen section services at the tertiary hospitals. 
iv. Establish a national archiving system for tissue blocks and biobanking with 

linkage to the gross specimen image, whole slide image (WSI), and the final 
pathology report. 

v. Work with relevant stakeholders to improve testing for blood and 
blood products. 

vi. Strengthen and expand availability of HPV testing platforms for cervical cancer 
screening including point of care testing and HPV self-testing. 

vii. Explore genomic testing services for improved cancer diagnosis, research, and 
treatment monitoring of cancer patients. 

3.6.2.3 Strategic Objective 2.3: Strengthen the availability and capacity of human 

resources to support cancer diagnosis 

Strategy 2.3.1: Enhance the availability of human resources for cancer diagnosis 

Activity: 

i. Promote appropriate recruitment of personnel at cancer imaging, pathology, 
and laboratory medicine facilities as per international and national standards 
by levels of care. 

ii. Enhance the capacity strengthening of human resources for cancer diagnosis 
iii. Collaborate with local and international institutions to establish and strengthen 

local fellowship programs for subspecialty training in cancer diagnosis and 
implementation of cancer guidelines and decision aids. 

iv. Work with health training institutions to include basic cancer diagnosis content 
in pre-service training curricula of medical and other health workforce and 
training programs. 

3.6.3. PILLAR 3: Cancer Treatment, Survivorship and End-of-Life care 

Strategic Goal: Ensure timely, equitable, and patient-centered cancer treatment, while 
strengthening access to high-quality, sustainable care and supporting survivorship and 
palliative services to optimize quality of life for all cancer patients. 
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Strategy 4.4.2: Mainstream Advocacy, Communication, and Social Mobilization on cancer 

across all sectors 

Activities: 

i. Train, equip, and mentor community health resource persons and other 
stakeholders to increase cancer awareness among the general public. 

ii. Mobilize political commitment, involvement, accountability, and resource for 
cancer advocacy and communication activities. 

iii. Involve persons living with cancer, caregivers, and community leaders in cancer 

advocacy and communication . 
iv. Work with communities to reframe cancer services and cancer-related 

messaging so that they do not stigmatize people or behaviours. 

Strategy 4.4.3: Promote knowledge sharing within and outside the health sector on cancer 

Activities: 

i. Conduct regular National Cancer Summit annually in collaboration with 

relevant stakeholders including civil society. 
ii. Provide support for state Ministries of Health to develop cancer action plans to 

implement the national cancer control strategy. 

iii. Observe priority cancer commemoration days from the community level. 
iv. Promote the establishment of State cancer control focal points in the state 

Ministries of Health to oversee implementation of cancer control activities. 

v. Establish a National Steering Committee on Cancer Prevention and Control 
with members health and non-health actors. 

Strategy 4.4.4: Strengthening supply chain management for cancer prevention and control 

health products and technologies (HPTs) at all levels 

Activities: 

i. Ensure availability of commodities, equipment, infrastructure at health facilities. 

ii. Review and update essential cancer prevention and control commodities and 
supplies in the Nigeria Essential Medicines & Supplies Lists. 

iii. Support local manufacturing of commodities and technology transfer and 
nurture innovation. 
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3.6.4.2 Strategic objective 4.2: Strengthen engagement and partnerships at National and 

state levels 

Strategy 4.2.1: Strengthen cancer control coordination structures 

Activities: 

i. Convene regular coordination meetings with state Ministries of Health to 
disseminate cancer policies and provide technical support on their implementation. 

ii. Develop a mechanism for sharing regional cancer control resources between 
states, including human resources, infrastructure, and commodities. 

iii. Ensure continuity of essential cancer services during emergencies and pandemics. 

Strategy 4.2.2: Strengthen cancer control legislative framework 

Activities: 

i. Support enactment of legislation to reduce the marketing and advertising of 
unhealthy foods and drinks. 

ii. Advocate for policies and legislation that promote access to essential cancer 
services including screening and diagnosis. 

iii. Review and update national cancer policies, including NCCP 
implementation plans. 

iv. Advocate for legislative measures to support cancer control (e.g., tobacco 
control, vaccine mandates, funding allocation). 

v. Monitor and evaluate policy implementation and compliance across sectors. 

Strategy 4.2.3: Strengthen the National Cancer Control Program (NCCP) 

Activities: 

i. Deploy adequate staff to deliver its mandate as per its staff establishment structure. 
ii. Build the capacity of NCCP Staff to deliver on its mandate. 
iii. Facilitate the NCCP to conduct capacity building, provision of technical 

support, supportive supervision to state Ministries of Health and all the cancer 
treatment centers across the country for cancer control and to develop and 
support policy implementation. 

iv. Provide adequate resources for the development and regular dissemination of 
cancer prevention and control policies/guidelines. 
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3.6.4.4 Strategic objective 4.4: Strengthen partnerships for cancer prevention and control 

at all levels 

Strategy 4.4.1: Strengthen multisectoral partnerships in cancer control 

Activities: 

i. Strengthen Public, Private, and Partnerships to enhance cancer control across 
the continuum of care. 

ii. Promote strategic collaborations with cancer Health Products and Technologies 
manufacturers, emphasizing framework agreements and local manufacturing to 
enhance access to quality and affordable cancer commodities. 

iii. Work with regulatory bodies to streamline processes for the review, evaluation, 
and clearance of new cancer screening, diagnostic, and treatment health products 
and technologies, including those for cancer research and clinical trials. 

3.6.4.5 Strategic objective 4.5: Increase innovative sustainable financing for 

comprehensive cancer prevention and control at national and state levels 

Strategy 4.5.1: Strengthen innovative financing mechanisms for an effective cancer response 

Activities: 

i. Increase public financing for cancer control including in the UHC 
benefit package. 

ii. Leverage on the catastrophic Health Insurance fund and BHCPF in NHIA to 
cushion individuals from catastrophic health expenditure and impoverishment. 

iii. Support state governments to create cancer control annual work plans; and to 
allocate budget lines for cancer prevention and control. 

Strategy 4.5.2: Ensure adequate financing toward achieving a 60% survival rate for children 

with cancer 

Activities: 

i. Advocate for the provision of sustainable, comprehensive cancer care for 
children as per the CURE ALL framework. 

ii. Advocate for Universal Health Coverage with differentiated care packages 
for children. 

iii. Institutionalize mechanisms for facilitating and financing national/state 
procurement of essential childhood cancer medicines, rehabilitative and other 
health products and technologies. 

iv. Create a social protection package for childhood cancer patients and their 
families for their protection against catastrophic expenditure. 
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3.6.5. PILLAR 5: Strategic Information, Registration, Surveillance and Research 

Strategic Goal: Establish a comprehensive, sustainable, and integrated framework for 
cancer registration, surveillance, research, and knowledge management to generate 

timely, high-quality evidence that informs policy, planning, and practice. 

Monitoring and evaluation (M&E) is critical to cancer control programs. Effective M&E 

includes tracking of performance periodically, to guide corrective actions. Monitoring 

involves routine collection of data against well-defined indicators to provide detailed 

information on progress and gaps. Evaluation involves collection of data at discrete time­
points to assess effectiveness or impact of cancer control interventions. A well-functioning 

integrated health information system is critical for effective Monitoring and evaluation 

and continuous quality improvement in cancer control. Cancer surveillance is primarily 
conducted through cancer registration. 

3.6.5.1 Strategic objective 5.1: Strengthen availability, quality, demand and utilization of 

cancer data at both national and sub-national levels 

Strategy 5.1.1: Enhance the coordination structures and optimize cancer surveillance data use. 

Activities: 

i. Develop and deploy standardized surveillance protocols. 

ii. Increase reporting rates and utilization of cancer surveillance data. 

iii. Publish and disseminate cancer surveillance reports. 
iv. Advocate for inclusion of key cancer indicators in national and state surveys 

Strategy 5.1.2: Create a framework for service and data quality improvement at all levels 

Activities: 

i. Standardize data collection tools and protocols for cancer registries. 

ii. Conduct training for registry staff on data entry, coding, and quality assurance. 

iii. Integrate registries with national health information systems for real-time reporting. 
Conduct periodic Service Quality Audits (SOA) and Data Quality Audits (DOA) 

and incorporate recommendations into continuous quality improvement (COi). 

iv. Provide technical support to sub-national levels for Continuous Quality 
Improvement for all cancer control interventions. 
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Strategy 5.1.3: Implement a monitoring and evaluation framework for the National Cancer 

Control Plan. 

Activities: 

i. Launch and disseminate the Monitoring, Evaluation and Learning 
(MEAL) framework. 

ii. Conduct annual, mid-term and end-term and impact evaluation of 

implementation of the NCCP and disseminate the findings to all stakeholders. 

3.6.5.2 Strategic objective 5.2: Strengthen cancer registration in the country 

Strategy 5.2.1: Enhance population-based (PBCR) and hospital-based cancer 

registration (HBCR) 

Activities: 

i. Strengthen the existing Population Based Cancer Registries. 

ii. Establish, strengthen and sustain hospital-based cancer registries at all cancer 

treatment centers and ensure linkages to their respective PBCR and HMIS. 
iii. Adopt and utilize global standard guidelines for cancer registration and 

reporting to ensure efficiency and harmonization. 

iv. Establish mechanisms for auditing the cancer registration process and 

data quality. 
v. Create awareness and utilization of data from cancer registries. 

vi. Enhance training and mentorship of health records and information officers 
on cancer registration in collaboration with the IARC regional cancer 

registration collaboration center. 

vii. Publish annual cancer burden report based on PBCR and disseminate it 
to all stakeholders. 

3.6.5.3 Strategic objective 5.3: Strengthen cancer research in Nigeria 

Strategy 5.3.1: Support and adequately resource a comprehensive cancer research agenda to 

inform policy 

Activities: 

i. Implement the national cancer research agenda. 

ii. Create a national cancer research repository for use by all stakeholders. 
iii. Create a knowledge translation/management mechanism for cancer research . 

iv. Provide training and capacity building for researchers and health professionals. 

v. Facilitate research collaborations with universities, institutions, and 

international partners. 
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3.6.6.5 Strategic objective 6.5: Strengthen patient and family support services by 

providing individualized assistance addressing psychosocial, financial, and logistical needs 

of patients and caregivers. 

6.5.1 Strategy: Implement a comprehensive support services model that embeds dedicated 

patient navigators and social workers within cancer care teams to provide personalized 

assistance and connect patients with resources. 

Activities: 

i. Train patient navigators on psychosocial support, financial counseling, and 
caregiver engagement. 

ii. Encourage the establishment of patient support groups and family caregiver 
programs in all tertiary institutions. 

iii. Develop information resources and digital platforms for patient education and 
self-management. 

3.6.6.6 Strategic objective 6.6: Enhance digital patient navigation and telehealth 

integration by leveraging digital tools and telehealth to extend navigation services to 

remote and underserved populations. 

6.6.1 Strategy: Develop and scale a patient navigation model combining digital tools (e.g., 

mobile apps, WhatsApp) with telehealth services to reach and support remote and underserved 

cancer patients. 

Activities: 

i. Develop and implement a mobile application for patient navigation and 
appointment reminders. 

ii. Integrate teleconsultation services for follow-up, survivorship care, and 
palliative support. 

iii. Monitor and evaluate digital platform usage, coverage, and patient outcomes. 

3.6.6.7 Strategic objective 6.7 Monitor and evaluate patient navigation and care coordi­

nation services by establishing a robust monitoring and evaluation framework to assess 

effectiveness, coverage, and patient outcomes. 

6.7.1 Strategy: Develop a national patient navigation M&E framework with clear KPls (e.g., 

patient retention, satisfaction, outcomes) and regular data reviews to drive quality improvements. 

Activities: 

i. Develop standardized M&E tools for navigation activities, referral tracking, and 
patient satisfaction. 
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ii. Introduce Al, digital literacy, and health informatics modules into pre­
service/in-service training curricula. 

iii. Develop national fellowship programs in digital oncology, medical Al, and 
data science. 

iv. Build communities of practice linking local and international experts to support 
knowledge exchange. 

v. Strengthen technical workforce capacity (data engineers, Al specialists, 
health informaticians). 

3.7.7.7 Strategic Objective 7.7: Foster Multi-Sector Partnerships and Sustainable 

Innovation Ecosystems 

Strategy 7.7.1: Promote Public-Private Partnerships (PPPs) and Collaborative Research 

Activities: 

i. Promote PPPs for Al tool development, data infrastructure deployment, and 
technology transfer. 

ii. Strengthen collaborations with universities, start-ups, global cancer centers, 
and regulatory bodies. 

iii. Support innovation challenges that encourage local Al solutions tailored to 
national cancer priorities. 

iv. Develop mechanisms for sustainable financing, cost-sharing, and long-term 
maintenance of Al systems. 

v. Ensure equitable distribution of Al-enabled services across rural, semi-urban, 
and urban settings. 
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CHAPTER FOUR: STRATEGIC FRAMEWORK 

4.1 Overview 

The prevention and control of cancer will require a well-coordinated multisectoral, 
multidisciplinary and whole-of-society approach with a focus for health-in-all-policies. The 
National Cancer Control Program under the Department of Hospital Services at the Federal 
Ministry of Health and Social Welfare is mandated to formulate cancer policies and guidelines 
across the cancer care continuum, disseminate them and guide their implementation. It 
provides capacity building and technical support to all states and health facilities as per 
the policy documents. The NCCP will coordinate implementation of this National Cancer 
Control Plan as well as annual monitoring and evaluation against set targets. 

The National Institute for Cancer Research and Treatment is mandated to make 
recommendations and assist with the implementation of cancer policies and programmes 
as well as guide scientific improvement in cancer control and prevention in Nigeria. The 
National Technical Working Groups on Cancer Prevention and Control and Nuclear 
Medicine plays and advisory role to the Federal Ministry of Health on cancer control plans 
and policies formulation and implementation. 

Institution 

National Cancer 

Control and Nuclear 

Medicine Programme 

Responsibility 

Disseminate and provide leadership in implementation of the 

Nigeria National Cancer Control Plan. 

Provide technical support in the implementation of the Nigeria 

National Cancer Control Plan. 

Coordination of partnerships and collaborations for cancer control 

through the Technical Working Groups, development partners and 

Agencies 

Oversee operationalization of the National Cancer Control Plan, 

Monitoring, Evaluation, Accountability and Learning (MEAL) 

Support establishment of State Cancer Control Programmes (SCCPs) 

at the SMOHs 

Conduct routine supportive supervision 

of SCCPs 
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Institution 

Regulatory and 

statutory bodies 

NHIA/SHIA 

Media 

Survivors 

Responsibility 

Regulate and enforce aspects of this plan related to their respective 

bodies. 

Establish and update mechanisms for recognition, certification and 

registration of oncology cadres within their jurisdictions. 

Provide timely sustainable, comprehensive medical insurance 

package for cancer screening, diagnosis, treatment, palliative care 

and survivorship in line with NHIA Act 2022 

Dissemination of accurate cancer information to create public 

awareness 

Adopt healthy lifestyles and positive health seeking behaviour. 

Participate actively in cancer prevention and control. 

Support cancer patients, survivors and their caregivers and reduce 

stigma and discrimination. 

Champion cancer prevention and control measures 
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CHAPTER FIVE: MONITORING, EVALUATION 
AND LEARNING MATRIX 

5.1 Pillar 1: Cancer Risk Assessment, Prevention and Early Detection 

Goal: To strengthen and expand quality, equitable, and evidence-based cancer risk assess­
ment, prevention, and early detection seNices in order to reduce the burden of prevent­

able cancers and ensure early identification of others for timely and effective treatment. 

Strategic 
Objectives 

1.1: Reduce ex­
posure to mod­
ifiable cancer 
risk factors and 
address underly­
ing social and 
environmental 
determinants. 

Strategy 

1.1.1: Reduce 
prevalence of 
tobacco use 
and tobacco-re­
lated products 
and by- prod­
ucts by 50% 
from 3.4% to 
1.7% by 2030 

Activity 

Advocate 
for increased 
excise taxation 
to the WHO 
recommended 
70% of retail price 
and continued 
use of pricing 
mechanisms to 
limit access to 
tobacco products 

Integrate tobacco 
control key 
messages in 
cancer awareness, 
education, and 
mass media 

Integrate tobacco 
control strategies 
into the cancer 
prevention 
and control 
interventions in the 
community, schools 
and workplaces. 

Partner with rele­
vant enforcement 
agencies to en­
force provision of 
Tobacco Control 
Act2015 

Support provi­
sion of tobacco 
cessation services 
(counseling and 
pharmacotherapy) 
through integra­
tion at health fa­
cilities and cancer 
treatment centers. 

- . 
. 

NCCP/ 
FMOHSW 
SMOH,CSO, 
NCS 

Indicators 

Number of 
advocacy 
programmes 
conducted on 
pricing mech­
anisms to limit 
access to tobac­
co products. 

Percentage 
increment on 
taxation on to­
bacco pricing . 

Number of 
cancer IEC 
materials and 
mass media 
campaigns 
conveying key 
tobacco control 
messages. 

Number of can­
cer prevention 
and control 
interventions 
conveying 
tobacco control 
strategies at 
communities, 
schools and 
workplaces. 

Number of 
partnerships 
enforcing the 
provision of 
Tobacco Control 
Act2015 

I • 

10% 15% 

Annual Targets 

I : I • I I 

25% 35% 40% 50% 
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Strategic 
Objectives 

7.5 Strengthen 
cancer registra-
tion and surveil-
lance through Al 
innovation 

7.6 Build na-
tional workforce 
capacity for 
Al in cancer 
control 

7.7 Foster 
multi-sector 
partnerships 
and sustainable 
innovation 
ecosystems 

Strategy 

7.5.1: Modern-
ize the cancer 
registry using Al 
and automated 
data extraction 

7.6.1: Promote 
PPPs and 
collaborative 
research 

7.7.1 : Promote 
PPPs and 
collaborative 
research 

Activity 

Implement Al 
tools for automat-
ed case-finding 
from pathology 
and clinical 
records. 

Deploy Al for data 
abstraction, cod-
ing, deduplication, 
and linkage. 

Strengthen regis-
try analytics with 
predictive and 
geospatial Al tools 

Train clinicians 
and registrars on 
Al-enabled tools. 

Develop local 
fellowship pro-
grams in digital 
oncology and 
medical Al. 

Develop PPPs for 
Al deployment in 
cancer diagnostics 
and navigation. 

Establish collab-
orations with aca-
demic and global 
cancer centers. 

Conduct local in-
novation challeng-
es for Al-enabled 
cancer solutions. 

- . 

. 
Indicators Annual Targets 

t • t • t t 

NCCP/ Number of 15% 30% 50% 75% 100% 

FMOHSW, registries using 
FTHls, NICRAT, Al for automated 
NCS case-finding. 

NICRAT, % reduction in 
NCCP/ registry backlog 
FMOH&SW using Al. 

Number of ana-
lytic dashboards 
deployed 

NCC&NMP, Number of 15% 30% 50% 75% 100% 

NICRAT, NP- trained health 
MCN workers in Al for 
Universities cancer care. 
MDCN, 
NMCN, MLSN 

Number of 
fellowship 
programs estab-
lished. 

NCCP/ Number of PPP 15% 30% 50% 75% 100% 

FMOH&SW, agreements 
Private Sector signed. 
NICRAT, 
NITDA 

Number of active 
research/innova-
tions MoUs. 

Number of inno-
vation challenges 
hosted 
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CHAPTER SIX: QUALITY ASSURANCE AND 
QUALITY IMPROVEMENT 

To position Nigeria as a leader in quality-driven cancer control and support the evolution towards 
a learning health system where improvement is continuous, strategic and measurable 

6.1 Rationale for a National Quality Assurance and Quality Improvement (QA/QI) Program 

This NCCP adopts the central hypothesis that a coordinated, system-wide national quality 
improvement program will increase the uptake of cancer screening, enable earlier-stage 
diagnosis, and improve adherence to treatment guidelines ultimately improving patient 
outcomes and survival across the population. 

6.2 Vision and Core Components of the Quality Assurance and Quality Improvement 
(QA/QI) Program 

The QA/QI program will be implemented under the leadership of the Federal Ministry of 
Health, aligned with national governance structures, and will focus on three core components: 

1. National Coordination and Standardization 

i. Establish a National Cancer Quality Coordination Platform to harmonize 
policies, protocols, and clinical standards. 

ii. Develop and disseminate standardized, context-appropriate screening, 
diagnostic, and treatment pathways. 

iii. Strengthen nationwide alignment to ensure consistent quality of care. 

2. Strengthening Implementation Fidelity 

i. Provide training, mentorship, and job aids to improve provider adherence to 
evidence-based guidelines. 

ii. Implement audit and feedback cycles on key indicators such as screening 
coverage, biopsy turnaround time, and treatment completion. 

iii. Implement patient navigation to reduce delays and loss to follow-up. 
iv. Apply PDSA cycles to adapt and scale effective quality improvement interventions. 

3. Measuring Impact, Learning, and Sustaining Gains 

i. Apply the RE-AIM framework to evaluate improvements in coverage, quality, 
and outcomes. 
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6.15. Learning and Knowledge Translation 

Learning Mechanism 

Quarterly Learning Seminars 

Cross-Facility Learning Collab­
oratives 

Annual Learning & Policy 
Report 

Policy Dialogue Forums 

Description 

Share performance data, 
discuss challenges, highlight 
high-performing sites, and 
co-design adaptations. 

Link facilities into thematic 
collaboratives (e.g., cervical 
screening, breast diagnostics, 
navigation). 

Synthesize evidence on what 
works, for whom, and under 
what conditions for NCCP QA. 

Engage decision-makers to 
translate findings into NCCP up­
dates, guidelines, and budgets. 

Outputs 

Presentation decks; learning 
notes; updated QI plans. 

Peer-learning sessions; prac­
tice manuals; case studies. 

Annual MEUQA report; policy 
recommendations. 

Policy briefs; NCCP revisions; 
endorsed recommendations. 

6.16. Data Management and Quality Assurance 

Domain Standards/ Actions 

Lead 

National QA Secretariat; 
NICRAT. 

NICRAT; State MoHs; partners. 

MEL Team; FMOH. 

FMOH; NICRAT. 

Data Quality Routine data verification; consistency checks; supervision-linked validation; feedback to facilities. 

Data Security & Confidentiality Compliance with national policies; de-identified datasets for analysis; controlled access. 

Data Systems Integration Alignment with DHIS2 and National Cancer Registry; interoperable templates and codes. 

Use of Data Dashboards and scorecards for decision-making; regular visualization in review meetings. 

6.17. Adaptive Learning Cycle (PDSA) 

-Plan 

Do 

Study 

Act 

Description Key Actors 

Identify gaps from MEL data; co-design tar- QA Secretariat; facility QI teams; State MoHs. 
geted QA interventions and tests of change. 

Implement changes on a small scale within Facility QI teams; clinical leads. 
selected facilities or units. 

Analyze performance data and qualitative MEL Team; QA Secretariat; facility teams. 
feedback to assess effectiveness of changes. 

Scale successful changes; modify or drop inef- NCCP/FMOHSW; NICRAT; State MoHs; facility management. 
fective ones; integrate into SOPs and policies. 
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CHAPTER SEVEN: HUMAN RESOURCES FOR HEALTH 
(HRH) FOR CANCER CONTROL IN NIGERIA 
(Strategic Oncology Workforce Planning and Development) 

7 .1. Background 

Cancer control outcomes in Nigeria are critically dependent on the availability, distribution, 

competence, and retention of an adequately trained oncology workforce. Despite 

improvements in cancer policy frameworks, infrastructure, and service delivery platforms, 

persistent shortages in oncology Human Resources for Health (HRH) remain a major 
constraint to implementing the National Cancer Control Plan (NCCP). 

As an example, training pathways for clinical and radiation oncologists in Nigeria require 
a minimum of five years post-graduation, other specialties require the same or longer 

duration and current workforce numbers remain insufficient to meet the rapidly growing 

national cancer burden. Attrition related to burnout, limited working conditions, and 
emigration further weakens workforce sustainability. 

Recent reforms in the education sector, including a 100% increase in medical student 
intake, introduce an important contextual shift and creates an opportunity to increase the 

yield of oncology trainees if deliberate pipeline reforms are implemented. 

7 .2. Evidence Base and Problem Definition 

A national, multi-institutional study of Nigerian medical students provides critical insight 
into oncology workforce pipeline challenges: 

i. Willingness to pursue oncology careers is consistently low. 
ii. There are no significant differences by type of medical school, level of training, 

or presence of oncology residency programmes. 

iii. Undergraduate exposure to oncology is limited, fragmented, and insufficient to 
stimulate sustained career interest. 

iv. Residency programmes alone do not generate pipeline growth without 

structured undergraduate integration. 

These findings demonstrate a system-wide pipeline failure, rather than isolated institu­

tional gaps, and indicate that oncology workforce shortages will persist without targeted 
policy intervention. 

7 .3. Policy Context: Medical Education Expansion 
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7 .6. Quantitative Projections (Illustrative) 

Scenario Oncology uptake Potential entrants/year 10-year potential 

Status quo ~ 1 % 44-88 440-880 

Partial reform ~ 2% ~176 ~1,760 

Moderate reform ~ 3% ~264 ~2,640 

Comprehensive reform ~ 5% ~440 ~4,400 

Interpretation: Modest increases in oncology uptake (1 %-> 3-5%) yield transformational 
gains when applied to an expanded graduate pool. 

7.7. Implementation Plan and Key Performance Indicators (KPls) 

Phase 1: 0-6 months 

Task Team constituted 

Virtual oncology teaching launched 

National mentorship network initiated 

Phase 2: 6-18 months 

Revised MBBS standards approved 

First Oncology Training Hubs accredited 

Phase 2: 6-18 months 

Incentives and retention measures scaled 

HRH indicators embedded in NCCP M&E 

KPls 

Task Team operational 

?.6 medical schools engaged 

?.200 student-mentor matches 

KPls 

Oncology competencies 

adopted nationally 

?.5 hubs linked to ?.15 schools 

?.60% final-year students 
completing oncology exposure 

KPls 

?.3% oncology residency 
application rate 

Annual vacancy and attrition 

reporting 

Burnout indicators tracked 
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CHAPTER EIGHT: COSTING 

The main objective of this section is to provide cost estimates for the five-year period of 
the National Cancer Control Plan 2026-2030 in order for stakeholders to understand the 
estimated resources required to implement the plan. The approach assumed an inflation 
rate of 5% for the Nigerian Naira (NGN)) on the cost estimates. The official exchange rate 
used to convert the NGN to the USO is NGN 1, 530: 1 USO. 

The National Cancer Control Plan opted for an activity-based costing approach to provide 
as close to accurate as possible costing estimates to inform better budgeting at all levels. 
It also recognizes the different contributions required by the respective stakeholders 
involved in the implementation of the plan. It is important to note that many of these 
activities could be supported by development partners. 

Table: Cost breakdown by Priority Area and year (in one-hundred thousand Nigerian Naira) 

Pillars 2026 2027 2028 2029 2030 Total (5-year) 

Risk Assess- 405,144.65 405,144.65 405,144.65 405,144.65 405,144.65 2,025,723.25 
ment, Preven-
tion and Early 
Detection 

Timely and 398.50 398.50 398.50 398.50 398.50 1,992.50 
Accurate Can-
cer Diagnostic 
Services 

Treatment, 21,821.49 21,821.49 21,821 .49 21,821 .49 21,821.49 109,107.45 
survivorship and 
End-of-Life care 

Monitoring, 24,655.52 24,655.52 24,655.52 24,655.52 24,655.52 123,277.60 
Evaluation, 
Registration, 
Surveillance 
and Research 

Advocacy, 2,810.83 2, 810.83 2,810.83 2, 810.83 2, 810.83 14, 054.15 
Partnerships, 
Coordination 
and Financing 

Patient Naviga- 425.50 425.50 425.50 425.50 425.50 2,127.50 
tion and Care 
Coordination. 

Artificial lntelli- 454,875.12 454,875.12 454, 875.12 454,875.12 454,875.12 2, 274, 375.6 
gence and Digi-
tal innovation in 
Cancer Care 

Grand total 4,550,658.05 
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Pillars Amount (NGN) Amount (USO) 

Risk Assessment, Prevention and Early Detection 202,572,325,000.00 132,400,212.42 

2 Timely and Accurate Diagnostic Services 199,250,000.00 130,288.76 

3 Treatment, Survivorship and End-of-Life care 10,910,745,000.00 7,131,205.88 

4 Monitoring, Evaluation, Registration, Surveillance and Research 12,327,760,000.00 8,057,359.48 

5 Advocacy, Partnerships, Coordination and Financing 1,405,415,000.00 918,571.90 

6 Patient Navigation and Care Coordination 212,750,000.00 139,052.29 

7 Artificial Intelligence and Digital innovation in Cancer Care 227,437,560,000.00 148,652,000.00 

Grand total 455,065,805,000.00 297,428,690.72 
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