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Justification and Approach



Context and Justification

Majority of patients not seeking care because of financial constraints 
or suffering financial hardship

Source: Jan et al. 2018. Lancet 391(10134):2047-2058; Rajpal et al. 2018. PLoS ONE 13(2): 
e0193320; Hoang 2017, BioMed Res Int, https://doi.org/10.1155/2017/9350147
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Key Messages

1) Cancer strategy costing strategies should begin with defining outcome 
of interest through evidence-informed decision-making

2) Resource mobilization should focus on domestic resources supported 
by targeted external funding

3) Achieving impact also means being ready to do more with less



Policy Dialogue Objectives

• Different Ministry 
directorate/dept 
support different 
services

• Limited data
• Budget: Cancer not 

line-item
• Expenditure: Not 

included in >80% 
national health 
accounts
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https://www.who.int/ncds/management/WHO_Appendix_BestBuys_LS.pdf

Mammography 
machine (2) in 2o

and 3o levels 
= 15 total

2
4 

(20+)

Excessive to 
reach target 

coverage 
by 2025

Machine cost $US 75-500,000 
(Assume unit $US 100,000)
(Total $US 1,500,000)

$US 200,000

Intervention Current
Estimated 

need
Scale-up? Cost inputs Annual Cost

Align Cancer Plan with Public Health Prgm



https://www.who.int/ncds/management/WHO_Appendix_BestBuys_LS.pdf

Train / hire 1 
medical oncologist 
per year x 2 years

4 8+
Insufficient to 
reach target 
coverage at 2025

Salary $US 7,000 
(included in package?)

Training courses for providers: $US 
2,000
(not included in package)

$US 9,000

Intervention Current
Estimated 

need
Scale-up? Cost inputs Annual Cost

Align Cancer Plan with Clinical Activities



Government Expenditure

Current status

Domestic
• Insufficient general government 

expenditure on cancer/health →
cancer not included in UHC benefit 
packages

• Inability to advocate / track cancer 
expenditure with lack of budget item

• Limited impact of high-level political 
commitments

External
• Cancer not seen as development 

priority



Government Expenditure

Current status

Domestic
• Insufficient general government 

expenditure on cancer/health →
cancer not included in UHC benefit 
packages

• Inability to advocate for higher 
expenditure

• Limited impact of high-level political 
commitments

External
• Cancer not seen as development 

priority

Government expenditure per cancer patient: $ 94
Government expenditure per capita: $ 0.33
Total health expenditure per capita: $ 70
Basic package of services: $ 3.50



External Investments

Current status

Domestic
• Insufficient general government 

expenditure on cancer/health →
cancer not included in UHC benefit 
packages

• Inability to advocate / track cancer 
expenditure with lack of line item

• Limited impact of high-level political 
commitments

External
• Cancer not seen as development 

priority

Only 26% of low-income countries have 
tobacco taxation earmarked for health



Current status

Domestic
• Insufficient general government 

expenditure on cancer/health →
cancer not included in UHC benefit 
packages

• Inability to advocate / track cancer 
expenditure with lack of budget item

• Limited impact of high-level political 
commitments

External
• Cancer not seen as development 

priority

Who is paying? How much?

Emerging opportunities
• ↑recognition of need to include 

cancer in UHC, defined packages

• Innovative financing, targeted 
strategic initiatives by stakeholders

• ↑interest from development 
partners as part of health system 
strengthening

• ↑private sector contributions 



Address Inefficiencies in Expenditure

Current status

• ↑market fragmentation with 
↑prices in some LMIC

• Failure to invest in system

• Inadequate planning for 
↑burden, ↑coverage

What are potential contributors?

1. number of pts
2. Cost per pt

(e.g.  # of rounds)
3. Price of medicines
4. Change to more expensive regimens

Item Global 
ref 

price

Price 
paid by 
country

% 
difference

5-FU 2.40 5.71 138%

Cisplatin 6.05 22.14 266%

Filgastrim 4.50 54.29 1106%

Irinotecan 4.66 220.53 4637%

Paclitaxel 11.08 107.14 867%

Tamoxifen 0.11 0.08 -33%

Total Cancer Budget Cancer Med Budget



Current status

• ↑market fragmentation with 
↑prices in some LMIC

• Failure to invest in system

• Inadequate planning for 
↑burden, ↑coverage

Emerging opportunities

• ↑UN procurement, market 
shaping activities

• Major partner engagement, 
contributions

Address Inefficiencies in Expenditure

Item Global 
ref 

price

Price 
paid by 
country

% 
difference

5-FU 2.40 5.71 138%

Cisplatin 6.05 22.14 266%

Filgastrim 4.50 54.29 1106%

Irinotecan 4.66 220.53 4637%

Paclitaxel 11.08 107.14 867%

Tamoxifen 0.11 0.08 -33%
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Framework for Response

Strong 
governance

Coherency in                  
national planning

MoH cancer committee 
with spending oversight

Engage stakeholders with 
investment cases

Coordinate

Define priority health 
products

Explore pricing approach 
(eg, pooled procure, UN 

support)

Integrate

Identify, leverage other 
programmes

(eg, HIV, hepatitis)

Cross-cutting 
investments                

z(eg, pathology, blood 
bank)



WHO, IARC, IAEA planning toolWHO Global Initiatives Trends in Premature MortalityTrends in Premature MortalityAnticipated Impact of COVID on 
Financing Health / Cancer Care

1) Baseline: LMIC invest lower % 
of GDP on health vs HIC

2) Health system shock:              
while ↓GDP per capita,              
↑govn’t expenditure on health

3) Approach: articulate strategic 
investments, link of health to 
economic status                                     
(OOP rise linked to govn’t expenditure)
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Conclusion

✓Success breeds success
• Set clear priorities, achievable goals
• Generate stronger investment cases for internal and external 

stakeholders

✓Consider entry points (integration)
• Leverage ↑ partner commitment (eg, through cervical, breast, 

childhood cancers initiatives)
• Strengthen dialogue with development agencies

✓Invest in people – trained, enabled workforce
• Necessary for quality, necessary for UHC

WHO, IARC, IAEA and partners are available to 
support process of costing, priority setting and 

generating investment case
(forecasthealth.org)
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>100s international experts
>50 international organizations

(including ICCP, NCI, ESMO, UICC, St Jude)



Financing Framework

Revenue, tax 
collection

Employer / 
individual 

contributor

Collect 
funds

Funds held

Budget set

Pool 
funds

Contracting & 
payment

Purchase 
services, 

goods

Service 
provision

Domestic sources
External revenue

I N P U T S  a n d  F A C T O R S

Budget planning
Market shaping

System investments

↑ Coverage
Financial protection

Current si tuat ion ?

Emerging opportunit ies ?



What is budgeted, prioritized?

Medicine on EML
# countries 

(139)

Methotrexate 127

Tamoxifen 117

Cyclophosphamide 115

Cisplatin 92

Imatinib 44

Trastuzumab 34

EGFR TKI
Pegaspargase

18
4

Medicine on nEML
(not on WHO EML)

Bevacizumab 34
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Current status

• Only 9% of countries cost 
cancer plan

• Failure to set evidence-based 
priorities

Screening

Medicine 
Selection 

Guideline 
development



Current status

• Only 9% of countries cost 
cancer plan

• Failure to set evidence-based 
priorities

Emerging opportunities

• Improved platforms for 
evidence-based decision-making

• ↑ normative guidance in cancer 
control

What is budgeted, prioritized?

Current situation:  

Advanced stage of 
presentation                          

(>50% stage III/IV)

Potential annual saving 
$USD 50,000

500+ lives saved

Screening

• ~ $1-2 mil per year

• MG from 3 to 50

•  radiologist 3 FTE & path

• Impact: 200-500 lives saved 
Early Diagnosis

• ~ $250,000 per year

• Awareness, PC training, 
referral, navigator

• Impact: 200-400 lives saved 

Government invested in 
early diagnosis 

programme + cervical 
cancer screening



Current status

• ↑market fragmentation with 
↑prices in some LMIC

• Failure to invest in system

• Inadequate planning for 
↑burden, ↑coverage

Emerging opportunities

• ↑UN procurement, market 
shaping activities

• Major partner engagement, 
contributions

What goods to purchase? How?

• WHO, UN procure $US 
~100 mil of cancer 
medicines per year

• Supporting > 10 countries   



Where to invest?
Per capita for 

different packages 

Basic package 
(no targeted 
therapies)

US$ 3.95
(US$ 0.87 meds)

+ trastuzumab
for stages II-IV

+ US$ 1.20

+ pembro
for 20% stage IV 
lung ca

+ US$ 0.93

Current domestic 
health expenditure 
on NCDs in LMIC 
(median)

+ US$ 7.6

30% of budget for 
~0.05% of people with NCDs



What would you do?
Breast cancer 

screening programme

• Cost
• ~ $1-2 mil per year

•  Mammography machines from            
3 to 50

•  radiologist by 3 FTE & 
pathologists (minor)

• Impact
• 200-500 lives saved 

Breast cancer 
early diagnosis programmes

• Cost
• ~$250,000 per year

• Elements: awareness programme, 
PHC training, referral & patient 
navigator

• Minor health system needs

• Impact
• 200-400 lives saved

• 30% downstaging




