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Making cancer care available to al

Outline

How do we spend it? (economic factors)

• To promote equitable, resource use?

• To manage disease & programmatic priorities?

Where does the money come from? (financial factors)

• To ensure sufficient and sustainable financing?

Set priorities



Status quo: Lack of prioritization

Priority-setting policy dialogue

Cancer control 

plan

Benefit 

package (UHC)

Treatment 

standards

Domain Example and Outcome

20% of nEMLs include bevacizumab

but not asparaginase

<20% of packages include palliative care

YET…40+% of packages in LIC cover screening

70% NCCPs include breast cancer screening

YET….Feasible & cost-effective in <20%

Process

Political but should be based on:

Data → Dialogue → Decision-making



Failure to include cancer in policies and programmes

Why prioritization is needed

Key Findings

Core cancer services included in 

LMIC national benefit packages; 

National cancer control plans are 

costed

<30%

9%

Outcomes

Families suffer financial hardship 

including selling of assets>60%

Cancer control doesn’t need to be expensive

But… it does need to be prioritized

Basic package implementable for 

$US 5-10 per capita



Status quo: Lack of prioritization

Priority-setting policy dialogue

Cancer control 

plan

Benefit 

package (UHC)

Treatment 

standards

Domain Example and Outcome

20% of nEMLs include bevacizumab

but not asparaginase

<20% of packages include palliative care

YET…40+% of packages in LIC cover screening

50% NCCPs include breast cancer screening

YET….Feasible & cost-effective in <20%

Process

Political but should be based on:

Data → Dialogue → Decision-making

(1) What interventions?

(2) What approach to 

increase coverage?

(3) What implementation 

strategy?



Best investment must reach scale & achieve value for money

Defining priority setting

(1) Priority interventions defined as 

“best buys”
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Recalling also United Nations General Assembly resolution 66/2 (2011) on the Political 

Declaration of the High-level Meeting of the General Assembly on the Prevention and Control of 

Non-communicable Diseases, which includes a road map of national commitments from Heads of 

State and Government to address cancer and other noncommunicable diseases; 

Recalling further resolution WHA66.10 (2013) endorsing the global action plan for the 

prevention and control of noncommunicable diseases 2013–2020, which provides guidance on how 

Member States can realize the commitments they made in the Political Declaration of the High-level 

Meeting of the General Assembly on the Prevention and Control of Non-communicable Diseases, 

including those related to addressing cancer; 

Recalling in addition United Nations General Assembly resolution 68/300 (2014) on the 

Outcome document of the high-level meeting of the General Assembly on the comprehensive review 

and assessment of the progress achieved in the prevention and control of non-communicable diseases, 

which sets out the continued and increased commitments that are essential in order to realize the road 

map of commitments to address cancer and other noncommunicable diseases included in the Political 

Declaration of the High-level Meeting of the General Assembly on the Prevention and Control of 

Non-communicable Diseases, including four time-bound national commitments for 2015 and 2016; 

Mindful of the existing monitoring tool that WHO is using to track the extent to which its 

194 Member States are implementing these four time-bound commitments to address cancer and other 

noncommunicable diseases, in accordance with the technical note 1
 published by WHO on 1 May 2015 

pursuant to decision EB136(13) (2015); 

Mindful also of the WHO Framework Convention on Tobacco Control; 

Also mindful of the Sustainable Development Goals of the 2030 Agenda for Sustainable 

Development, specifically Goal 3 (Ensure healthy lives and promote well-being for all at all ages) with 

its target 3.4 to reduce, by 2030, premature mortality from noncommunicable diseases by one third, 

and target 3.8 on achieving universal health coverage; 

Appreciating the efforts made by Member States 2
 and international partners in recent years to 

prevent and control cancer, but mindful of the need for further action; 

Reaffirming the global strategy and plan of action on public health, innovation and intellectual 

property; 

Reaffirming also the rights of Member States to the full use of the flexibilities in the 

WTO Agreement on Trade-related Aspects of the Intellectual Property Rights (TRIPS) to increase 

access to affordable, safe, effective and quality medicines, noting that, inter alia, intellectual property 

rights are an important incentive in the development of new health products, 

                                                      

1
 Available at http://www.who.int/nmh/events/2015/technical-note-en.pdf?ua=1 (accessed 19 May 2017). 

2
 And, where applicable, regional economic integration organizations. 

 

 

 

SEVENTIETH WORLD HEALTH ASSEMBLY 

WHA70.12 

Agenda item 15.6 

31 May 2017 

Cancer prevention and control in the context of 

an integrated approach 

 

The Seventieth World Health Assembly, 

Having considered the report on cancer prevention and control in the context of an integrated 

approach;
1  

Acknowledging that, in 2012, cancer was the second leading cause of death in the world with 

8.2 million cancer-related deaths, the majority of which occurred in low- and middle-income 

countries; 

Recognizing that cancer is a
 leading cause of morbidity globally and a growing public health 

concern, with the annual number of new cancer cases projected to increase from 14.1 million in 2012 

to 21.6 million by 2030; 

Aware that certain population groups experience inequalities in risk factor exposure and in 

access to screening, early diagnosis and timely and appropriate treatment, and that they also 

experience poorer outcomes for cancer; and recognizing that different cancer control strategies are 

required for specific groups of cancer patients, such as children and adolescents; 

Noting that risk reduction has the potential to prevent around half of all cancers; 

Aware that early diagnosis and prompt and appropriate treatment, including pain relief and 

palliative care, can reduce mortality and improve the outcomes and quality of life
 of cancer patients;  

Recognizing with appreciation the introduction of new pharmaceutical products based on 

investment in innovation for cancer treatment in recent years, and noting with great concern the 

increasing cost to health systems and patients;  

Emphasizing the importance of addressing barriers in access to safe, quality, effective and 

affordable medicines, medical products and appropriate technology for cancer prevention, detection, 

screening diagnosis and treatment, including surgery, by strengthening national health systems and 

international cooperation, including human resources, with the ultimate aim of enhancing access for 

patients, including through increasing the capacity of the health systems to provide such access; 

Recalling resolution WHA58.22 (2005) on cancer prevention and control; 

        
        

        
        

        
        

      

1  Document A70/32. 

• Develop resource-stratified tool kits to 
establish and implement comprehensive 
programmes… leveraging work of other 
organizations

OP1

• Collect, synthesize and disseminate evidence 
on the most cost-effective 
interventions…and to make an investment 
case for cancer

OP2

• Strengthen the capacity of the Secretariat to 
support implementation of cost-effective 
interventions and country-adapted models…

OP3



Best investment must reach scale & achieve value for money

Priority setting: progressive realization

Two packages with 

same price

Basic package                    

for 75% population 

Radiotherapy for high-

impact, curative cancers

Select targeted therapy 

(eg, rituximab)

↑funds

More goodsMore people

(2) Focus on expanding coverage 

before introducing new services

Scenario A

Cost: $US 6.38 per capita

High techn package                    

for 40% population 

Radiotherapy for all 

indications

10+ targeted therapy 

(including immunoRx)

Scenario B

Cost: $US 6.38 per capita

Lives saved: 

~500 by 2040

Lives saved: 

~200 by 2040



Additional salary (included in package): 
$US 7,000 per provider

Training (included in programme cost): 
$US 200,000 per year

Priority setting & system readiness

Coverage 1% 
per yr: 

Yes

Coverage 2% 
per yr: 

Not feasible

Purchase 30 new 

machines for breast 

cancer screening 

programme

Not needed

(3) Implementation approach must be 

based on feasibility & system readiness



Matching tools to country-based stakeholder needs

Use cases

Interventions Cost

Disease burden,  
system capacity

Scenarios / 
scale-up

“Best buys”

Define interventions 
for UHC benefit 

packages 

(priority setting & costing)

Produce cancer 
policy (eg, NCCP)

(priority setting, costing)

Investment case 
(financial planning +/-

advocacy)

Health system 
planning

(priority setting including 
service organization)

COVID & 
recovery

Cancer module

OUTPUTS
(Use cases)

INPUT TOOL

1. 2.

3. 4.

EPIC tool

Integrated Health 

Tool

UHC 

Compendium

Assessment 

tool (HHFA)

1. 2. 3. 4.

1. 2. 3. 4.

3.

1. 2. 3.

1. 2. 4.



Country Example

Pathology

Radiology

Cancer Diagnosis

Prostate Cancer

Diagnosis 

Palliative care

EQUIPMENT

Records 

Endoscopy 

Radiology and Nuclear

Medicine Treatment

Palliative care. 

CONSUMABLES

In service training 

Quality control programs 

Early Diagnosis Policies 

Service Organization 

Others

TRAINING

0

200

400

600

800

1000

1 2 3 4 5 6 7 8 9 10 11 12

Mortalidade Reference

Mortalidade 1% Intervention

Baseline (no further investment)

Scale-up (1% ↑coverage / year)

Deaths per year

60%

8%

14%

4%
14%

Equipments

Medicines

Human 

ResourcesClinics

Feasibility assessment, 

scenarios and priorities1st

Health system 

planning & capacity2nd

Goal: ↑coverage  by 1% per yr, 
focusing on women + children

Capacity: workforce as 
bottleneck to reach goal

Investment: ↑$US 0.30 to save 
100 lives per year (50% <60yo) 

Generate 

business model3rdWHO, IARC, IAEA prioritization



Effective cancer 
control planning in 
Country A

Review of costing & priority setting

Feb 2023



Reference Policies and Reports

Disease burden estimates Recent health policies Current system capacity Recent investment cases



Inputs

• Estimated coverage for management of 

all cancers = 28% 
(total number of cases per year estimated 42,000)         

(number of cases treated per year - estimated 11,040)

• Disease burden and stage distribution 
(obtained from national reports)

Key Assumptions & Scenarios

Scenarios

• Anticipated scale-up of coverage =             

3.5% per year (45% by 2028) 

• Stage distribution shift (obtained from literature):

Anticipated downstaging 2-3% per year 
(range reflecting differences between cancer types)

• Anticipated improvements in diagnostic and 

treatment quality =                                         

5-year survival (stage-specific)          

improved by 5-10% 



Total costs

Year 1 Year 2 Year 3 Year 4 Year 5 Total

Total programme costs 997,452,083          1,181,368,285      1,342,971,780      1,491,805,500            1,614,133,551            6,627,731,200            

Total clinical services 2,534,999,424      3,057,183,644      3,551,161,586      4,007,916,787            4,432,765,129            17,584,026,570          
 Screening programmes 

(cervix, colorecta l -pi lot, hepati ts  B) 
359,131,681              413,265,692              466,981,749              514,916,760                    563,090,463                    2,317,386,345                 

Adult cancers 1,882,802,595           2,323,355,843           2,744,917,931           3,136,491,566                 3,494,937,730                 13,582,505,665               

Chi ldhood cancers 293,065,148              320,562,109              339,261,906              356,508,461                    374,736,937                    1,684,134,560                 

Total capital costs 1,242,493,520      1,124,668,960      1,228,104,400      1,410,734,840            2,419,814,030            7,425,815,750            

Total costs per year 7,309,944,450  8,420,404,534  9,673,399,352  10,918,373,914     12,899,477,840     49,221,600,090     

Key findings

(1) Programme costs 13% of total; capital costs 15%

(2) Childhood cancer 10% of clinical service costs

(3) Total costs nearly double over 5 yrs given scale-up rate



Total programme costs

Sub-activity 
(programme costs)

Activity Year 1 Year 2 Year 3 Year 4 Year 5  Total 

Total programme costs          997,500,000          1,181,400,000          1,343,000,000          1,491,800,000          1,614,100,000          6,627,800,000 

NCCP activities               369,075,000                   437,118,000                   496,910,000                   551,966,000                   597,217,000                2,452,286,000 

Training                  69,825,000                      82,698,000                      94,010,000                    104,426,000                    112,987,000                    463,946,000 

Monitoring & evaluation                  34,912,500                      41,349,000                      47,005,000                      52,213,000                      56,493,500                    231,973,000 

General programme management                105,598,000                    124,294,000                    140,760,000                    155,946,000                    168,482,000                    695,080,000 

Other (shared infrastructure costs)                418,089,500                    495,941,000                    564,315,000                    627,249,000                    678,920,500                2,784,515,000 

NCI-K staff 4.3.1.1                     3,400,000                         3,400,000                         3,400,000                         3,400,000                         3,400,000                      17,000,000 

NCCP staff 4.3.1.2                     2,448,000                         2,754,000                         3,060,000                         3,366,000                         3,672,000                      15,300,000 

HR Programme costs included in NCCP

 N/a 

Key findings

(1) NCCP is 37% of programme costs (5% of total costs)

(2) M&E 8% of programme costs

(3) NCCP/NCI staff costs 1% of programme costs



Capital costs by group

Sub-activity (specific clinical services) Activity Year 1 Year 2 Year 3 Year 4 Year 5
Ultrasound at level 4 2.1.2.1 420,000                              420,000                              420,000                              420,000                              

Acquire PT-CET in 2 national hospitals 2.1.2.3 145,000,000                     145,000,000                     

Acquire nuclear medicine + PET in 5 regional centres 2.1.2.3 165,000,000                     

Development cloud-based radiology information system 2.1.2.3 20,000,000                        

Establish immunohistochemical, flow cytometry, liquid biopsy 2.2.1.2 86,000,000                        

Acquire cryostat equipment 2.2.2.4 2,400,000                          

Aphersis equipment 2.2.2.6 12,000,000                        12,000,000                        

Establish and equip hostel facilities 3.1.2.2 80,000,000                        80,000,000                        

Sub-activity (specific clinical services) Activity Year 1 Year 2 Year 3 Year 4 Year 5
Ultrasound at level 4 2.1.2.1 516,000                              516,000                              516,000                              516,000                              -                                       

Establish interventional radiology services 2.1.2.2 84,900,000                        57,400,000                        84,900,000                        57,400,000                        84,900,000                        

Acquire PT-CET in 2 national hospitals 2.1.2.3 -                                       -                                       -                                       -                                       -                                       

Acquire nuclear medicine + PET in 5 regional centres 2.1.2.3 33,000,000                        33,000,000                        33,000,000                        -                                       33,000,000                        

Development cloud-based radiology information system 2.1.2.3 -                                       24,000,000                        -                                       -                                       -                                       

Establish immunohistochemical, flow cytometry, liquid biopsy 2.2.1.2 17,200,000                        -                                       -                                       -                                       -                                       

Establish pathology laboratory infrastructure 2.2.2.1 -                                       17,148,000                        17,148,000                        11,432,000                        11,432,000                        

Mobile testing for telepathology 2.2.2.3 15,000,000                        15,000,000                        15,000,000                        15,000,000                        15,000,000                        

Acquire cryostat equipment 2.2.2.4 -                                       480,000                              -                                       -                                       -                                       

Aphersis equipment 2.2.2.6 2,400,000                          4,800,000                          4,800,000                          7,200,000                          7,200,000                          

Sub-activity (specific clinical services) Activity Year 1 Year 2 Year 3 Year 4 Year 5
NCI-K infrastructure, equip and launch 4.3.1.2 800,000                              3,500,000                          4,300,000                          5,000,000                          5,000,000                          

CAPITAL COST PER NATIONAL CENTRE - National Centres (2) 

CAPITAL COST PER REGIONAL CENTRE - Regional Centres (5) 

CAPITAL COST FOR NATIONAL CANCER INSTITUTE - KENYA



Anticipated impact (example of breast cancer)

Key findings (breast cancer)

• 31% of lives saved are 

women <50 years old

• Financial hardship avoided 

for >50% of families; 2.1 

maternal orphans avoided 

per life saved

• Survival will increase to 

approx. 60%; bend curve of 

mortality rate
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Example of investment case



Health financing system 

Making cancer care available 

How do we spend it? (economic factors)

• To promote equitable, resource use?

• To manage disease & programmatic priorities?

Where does the money come from? (financial factors)

• To ensure sufficient and sustainable financing?

…it depends…



• Sustainable, predictable, 
progressive (ie, tax vs. insurance)

• Equitable and efficient revenue-

raising

Raising 
revenue

• Critical for financial risk protection

• Income and risk cross-subsidisation

Pooling           
risk

• What services, from whom and at 

what price?

• Allocative and technical efficiency

Purchasing 
services

I. Ministry of Health budget (direct)

(a) NCD or cancer programme

(b) Research activities and/or special initiatives

II. Hospitals services 

(unable to disaggregate by service type)

III. Medicines & technologies

(monitor expenditure by product type)

IV. Capital investments

(purchasing new equipment)

Where does the money come from? And, where does it go? 

National Health Accounts & financing function

How is money spent? 
National Health Accounts

How is money raised / organized? 
Core Financing Functions

1

2

3



• Sustainable, predictable, 
progressive (ie, tax vs. insurance)

• Equitable and efficient revenue-

raising

Raising 
revenue
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• Income and risk cross-subsidisation
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risk

• What services, from whom and at 

what price?

• Allocative and technical efficiency
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I. Ministry of Health budget (direct)
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External

Domestic

Innovative

(1) Loans for national/international banks

(2) Grants from donors, development assistance 
(3) In-kind support (minor)

e.g. Innovative financing instruments

(1) Prefinancing: 

(a) Mandatory (general govern’t expenditure)

(b) Voluntary (eg, private insurer, community-based)

(2) Out-of-pocket payment

Revenue 

raising

Who is providing the financing? 

Sources of funding



Source: WHO (2019) Global spending on health: a world in transition (WHO/HIS/HGF/HFWorkingPaper/19.4). Licence: CC BY-NC-SA 3.0 IGO

Low income Lower middle 
income

Upper middle 
income

High income

Burden of OOP

Share of health spending



In 2019, $730 million DAH for NCDs Source: https://vizhub.healthdata.org/fgh

Not coming, not enough

Development assistance (grants)



Financial catastrophe due to the costs of cancer treatment

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

• In many countries, families bear cost of 

cancer care 

• Large out-of-pocket spending puts a 

heavy burden on families, especially poor 

• 50-90% risk of impoverishment due to 

catastrophic health spending →

generational impoverishment.

• 30-80% risk of abandonment

China

21%

Myanmar

50%India

60%

Vietnam

57%
Philippines

56%Thailand

24%

Indonesia

44%

Malaysia

45%

Iran

68%

Financial burden of cancer to households



Source: WHO (2019) Global spending on health: a world in transition (WHO/HIS/HGF/HFWorkingPaper/19.4). Licence: CC BY-NC-SA 3.0 IGO

Low income Lower middle 
income

Upper middle 
income

High income

Burden of OOP

Share of health spending

OOP
75%

Government
22%

Donor
1%

Other
2%

SAMPLE EXPENDITURE (CANCER)



Social and economic impact of cancer

Cancer negatively affects economies 

& imposes heavy economic burden 

Economy impact: premature mortality, absence from work and lost productivity.

Social impact: psychological and subjective financial distress; >70% experience emotional 

distress (impact on marriage, child-raising)

But, limited evidence on the macro –and microeconomic impact of cancer. WHO activities: 

• Several systematic reviews on economic burden of cancer ongoing 

• Update estimates on global economic cost of cancer and investment case (2020 ROI is US$ 2.30)

• Update EPIC tool to estimate the burden of ill-health (e.g. loss of employment to caregivers)

31



Who will prioritize implementation science?
Asset estimation

Professional 

societies
Civil society 

Private 

sector

Government 

research

agencies

Cancer 

centres

>40,000 

members

Budget $ 2-7 mil

HIC > LMIC

>500 centres

globally

Budget 

$ <1-5 bil
HIC > LMIC

>1000 orgs 

Budget $ <1 mil

HIC > LMIC

10 originator 

companies

Revenue 

$ 185 bil
per year (↑20%)

10 national 

institutes

Budget 

$ 10 bil
HIC > LMIC

ODA cancer = $300 million  
Limited implementation 

support



Health financing system 

Making cancer care available 

How do we spend it? (economic factors)

• To promote equitable, resource use?

• To manage disease & programmatic priorities?

Where does the money come from? (financial factors)

• To ensure sufficient and sustainable financing?

So, where do we go 

from here?



Strategies for impact

Guiding principles: governance, capacity building & accountability

dedicated staff

Monitor

Governance 

Training, 
capacity 

building, cost 
recovery

Implementation 
strategy  

28%

30% monitored plan

10% operational 

approach

~50% purchase techn

without training

Foundations for success
Threats to impact
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Strategies for impact

Guiding principles: governance, capacity building & accountability

dedicated staff

Monitor

Governance 

Training, 
capacity 

building, cost 
recovery

Implementation 
strategy  

28%

30% monitored plan

10% operational 

approach

~50% purchase techn

without training

Foundations for success
Threats to impact

D
a
ta

D
ia

lo
g

u
e

D
e
c

is
io

n
-

m
a
k

in
g Effective cancer strategy requires

✓ Resources to operationalize

✓ MoH focal point

✓ Infrastructure investment & dedicated 

workforce



Development bank interest

Financing Opportunities

Revenue Distribution by 

Service

Additional revenue from R&D and 
education activities can be generated



✓ Costing is essential. 

Approach should focus on process, not outcome: ownership is important

• Priority-setting, stakeholder-led “dialogues” foundational to success, founded on “data”

• “Decision”: align timing with broader policy discussions (eg, national health plans)

✓ Priority setting can be done by cancer type and intervention type

✓ WHO – working with IARC, IAEA, ICCP and others – have tools to support

• Data-driven decisions are best, based on health systems investments

✓ Financing cancer control: requires multi-dimensional dialogues 

Based on need and financing streams (eg, governmental agencies, development banks)

Must focus on domestic financing for services (external support for equipment)

Investment cases must show the full social and economic impact of cancer

Where to go from here

Conclusions



Thank you
ilbawia@who.int


