To Cancer Care
Ian Magrath
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Identify some of the causes of the enormous
inequities in access to health care, both
within and between countries, but particularly
between high income and low/middle income
countries
To attempt to understand why they exist
To identify some solutions that can improve
the situation in countries with extremely
limited resources for health care

Barriers to Access to Care

THE ROOT PROBLEMS: POVERTY
AND THE INCREASE IN CANCER

`

`

`

NCDs rising as populations age but too few health
workers (about 59 million) and health service
providers (67% of health workers) for disease
burden and poorly distributed (WHO Report 2006)
Poorest countries have highest burdens of disease:
infection and NCDs both high (WHO Global Burden
of Disease injuries and risk factors: 2010 update)
The cost of cancer care increases constantly as:
◦ Newer approaches to diagnosis and treatment are
developed; patent = monopoly and high cost
◦ Medication costs are increasing but drugs may provide
less benefit; target must be detected for targeted therapy
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Poverty and ignorance delay seeking help
Traditional medicine prevalent and may result in
delayed presentation;
PHC not familiar with cancer: late referrals;
higher fraction have advanced disease
Limited diagnostic and therapeutic resources
(human or otherwise): delays in therapy,
inadequate or no therapy, lack of palliative care
Lack of research (original, implementational):
limited progress, care not tailored to local
circumstances
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Barrier 1: Lack of public and
PHC education – late referrals
Public Education – seek
appropriate help with
symptoms consistent with
cancer; know that cancer is
potentially curable
Education of Primary Care
Givers – appropriate referral
for diagnosis with
symptoms consistent with
potentially curable cancer
Transportation
available and
affordable

Barrier 2: Expert Care and
Patient Support inadequate
Sufficient expertise in
diagnosis, staging, surgery ,
radiation, chemotherapy
Group Decision-making
Availability of relevant
equipment, reagents, e.g.,
imaging equipment,
radiotherapy machines,
medicines etc.
Ability to pay via insurance,
government subsidies,
external funds; Social
services for wage loss,
accommodation, support
Rwanda has 90% coverage;
premiums $2 per year

INEQUALITIES: HEALTH
EXPENDITURE AND INSURANCE
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Total and Government Expenditure Is <$500 per cap/yr in most countries

Per Capita

Countries Countries Countries
<$100
<$500
>$1000

Total Health
Expenditure
Government
Expenditure
1 21

451

118

392

64

146

30

less than $50

2 25

Data from WHO World Health Statistics 2007
193 countries, 2004, International dollars

>$2000

Health insurance rare: most patients must pay out of pocket (empty)

Private
Countries Countries Countries
Expenditure
>90%
>50%
<10%
Private
0
10
1072
prepaid plans
Out-of-pocket
871
167
0
1 43

countries >99%

2 59

countries <1%

Data from WHO World Health Statistics 2007
193 countries, 2004
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Direct payments discourage use of health services
including health promotion and prevention; postpone
health checks that may lead to early diagnosis: cost of
care increases
Patients become too ill to work and are pushed into
poverty
Prepayment and pooling of funds for health care
avoids much of the hardship
Very poor people can be cared for free but countries
cannot cover 100% of cost of care
WHA resolution in 2005: 58.33 recommended
Universal Coverage: provides equity in access, avoids
financial catastrophe: ensures equity in financing;
households pay according to their means. However,
for very poor countries still cannot cover cancer costs

FORUM ON UNIVERSAL HEALTH COVERAGE
Mexico City, 2 April, 2012
Mexico City Political Declaration on Universal Health Coverage:
Preamble: On the occasion of the Forum on Universal Health
Coverage aimed towards the exchange of ideas and best practices to
sustain progress towards universal health coverage, the Ministers,
High-Level Officials and Representatives of the participating states:
Reaffirm the WHO constitution stating that "the enjoyment of the
highest attainable standard of health is one of the fundamental
rights of every human being without distinction of race, religion,
political belief, economic or social condition", the Declaration of AlmaAta, which …affirmed the responsibility of governments for the
health of their peoples and declared that primary health care
should be made universally accessible, and the Universal
Declaration of Human Rights, which …affirms that “everyone has
the right to a standard of living adequate for the health and wellbeing of himself and of his family, including food, clothing, housing
and medical care and necessary social services”

Reaffirm Resolution WHA64.9 on Sustainable health financing
structures and universal coverage, from the 64th World Health
Assembly (May 2011), and take into consideration WHO’s World Health
Report 2010 on Health systems financing: the path to universal
coverage, that urge countries to design their health financing
systems to ensure access to necessary health services for all
people .
Reaffirm the Rio Political Declaration on Social Determinants, which
includes recognition of the need to combat unequal access to
health systems……and which notes that: “Good health requires a
universal, comprehensive, equitable, effective, responsive and
accessible quality health system.” (Rio de Janeiro, October 2011).
Recall the Bangkok Statement on Universal Health Coverage
(January 2012)….to make universal health coverage a reality and to
ensure better health for all, and advocates….integrating it into
forthcoming United Nations and other high-level meetings related to
health or social development, including the United Nations General
Assembly, and promoting its inclusion as a priority in the global
development agenda.
http://www.who.int/healthsystems/topics/financin
g/hsf_uc_mexicodeclaration/en/index.html

LACK OF HUMAN AND OTHER
RESOURCES
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In Dec 2004, there were approximately 2500
radiotherapy centers and 3700 machines for
cancer therapy in the developing world
(enough for 1.85 million patients per year
compared to 3 million who need it.
Maldistribution worsens the situation: many
countries have one machine for millions of
patients (1 per 250,000 in high income
countries). Over 20 countries – mostly African
- have none (IAEA).
Many existing machines are idle for lack of
maintenance, expired sources or lack of
radiotherapists or physicists
Old cobalt sources require longer radiation
times
50% of machines in 15% of countries
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Governments generally able to obtain
generic essential drugs at reasonable prices
Taxes and duties add substantially to price
Procurement systems often sporadic, such
that needed drugs not always available
Drugs may be available in the private sector
at 4-6 times the price
Drug costs alone may be months to many
years of a family’s income
Treatment of ALL in India: $3000-$4000; BL in Africa: $250 +/-

Total Cost of 6 Cycles of Commonly Prescribed
Treatment Regimens For Colon Cancer
Average
Survival
(metastatic or adjuvant)

(months)

Chemotherapy Regimen

Total Cost of
Treatment ($)

5FU/LV (5-flurouracil plus leucovorin)

1,028

IFL/FOLFIRI
(flurouracil/leucovorin/irinotecan)

38,027

FOLFOX
(fluorouracil/leucovorin/oxaliplatin)

17,584

Irinotecan

25,287

CapeOx
(capcitebine/irinotecan/oxaliplatin)

34,744

Oxaliplatin

11,593

IROX (irinotecan plus oxaliplatin)

27,134

+ monoclonal antibodies
Am J Manag Care. 2008;14:11-19.

8 (nil)
12

21

+1.7
mths

Drop in ART 2000‐2001

Prices can be reduced; bulk purchasing, competition, local manufacture

INEQUALITIES: HEALTH SYSTEMS

E V E R Y BODY ’ S BUS I N E S S
STRENGTHENING HEALTH SYSTEMS
TO IMPROVE HEALTH OUTCOMES
WHO’S FRAMEWORK FOR ACTION FOR
STRENGTHENING HEALTH SYSTEMS
World Health Organization 2007

http://www.who.int/healthsystems/strategy/everybodys_business.pdf

A health system consists of all organizations, people
and actions whose primary intent is to promote, restore
or maintain health .
This includes efforts to influence determinants of health
as well as more direct health-improving activities.
It also includes intersectoral actions – e.g.,pertaining to
education of females (known to improve health) and the
public (determinants of health) as well as legislation
relating to occupational risk, health insurance, training
of the health workforce, ensuring a healthy environment

◦ Service delivery: effective, safe, available, no waste
◦ Health workforce; sufficient staff, fairly distributed,
competent, responsive and productive
◦ Information; production, analysis, dissemination
and use of information on health determinants,
health system performance, and health status
◦ Medical products; equitable access to medicines,
vaccines and technologies
◦ Financing; adequate funds, avoid impoverishment
◦ Leadership and governance; strategic policy
framework, oversight, regulations, accountability
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Globally, health is a US$5.3 trillion industry, or
equal to 8% of the world's GDP.
Large health inequalities persist: even within rich
countries; lifespan may vary by 20 yrs
Recent essential medicines surveys in 39 mainly
low- and low-middle-income countries found
that there was wide variation, but average
availability was 20% in the public sector, and 56%
in the private sector.
Low efficiency, corruption, fake medicines
Each year, 100 million people are impoverished
as a result of health spending.
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Extreme shortages of health workers exist in
57 countries; 36 of these are in Africa
An estimated 50% of medical equipment in
developing countries is not used, either
because of a lack of spare parts or
maintenance, or because health workers do
not know how to use it.
In 2000, less than 1% of publications on
Medline were on health services and systems
research

What Can be Done?
`

Assess

`

Identify funding and human resources
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◦ Quality and quantity of available resources
◦ Gaps between actual and desired situation
◦ External assistance frequently required

Implement a variety of training and
educational opportunities and measure
outcome – local/external collaboration
Accredit institutions and individuals as
competent in care and research
Encourage development of local
organizations/societies and institutions

Training
Care
Research

Regional
coordination
essential

Early Detection
Community

Treatment
Cancer Unit

Palliative Care
Community

Creation of Evidence/Clinical Studies
Education and Training of Health Professionals

iPath
A website for
professional
groups (by
discipline or
disease) used for
consultation,
education,
review and
eventually live
educational
events
Make use of modern information technology
for training and consultation – internet required
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Halving smoking rates would avoid 20-30
million deaths by 2025 but in the poorest
countries, tobacco epidemic in early stages
Modification of lifestyle important but
difficult; chewing, wading in water, diet
In developing countries, infection control is
important to cancer control:
schistosomiasis treatment, HBV and now
HPV vaccines
Exposure to workplace and environmental
chemicals higher because of lax
regulations or enforcement

`

Approaches in high income countries may not be
feasible or cost effective in developing countries cytopathology, mammography, PSA, colonoscopy

Crude Incidence
Breast (F)
Cervix Uteri (F)
Prostate (M)
Colon (M)
GNI per cap (2004)

Nigeria
20.6
16.7
10.3
3.3
$430

USA
143.8
9.0
168.9
60
$41,440

`
`
`
`

`

`

Cancer services are limited and already
overwhelmed in developing countries
The cancer burden will increase markedly in
the next decades (by 150m 2000-2020)
Universal insurance unusual; most pay o-o-p
Building human capital is a priority, but
obstacles include limited pool of teachers and
students and losses of personnel to better
circumstances (internal or external);
Material shortages – facilities, equipment,
drugs etc. lack of accountability and poorly
structured health systems compound the
problem – long and expensive transportation
Poverty, illiteracy, stigmata, traditional healers
all create additional obstacles to care

