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“ Fighting cancer in lower-income countries faces 

obstacles at many levels: awareness, screening, 

prevention, treatment and palliative care. As a re-

sult, the cancer landscape in lower-income coun-

tries is very different than what is seen elsewhere.  

   has been estimated that by 2020, there will be 16 
million new cancer cases annually worldwide.  Perhaps 
due to the relatively high mortality rates and the fact that 
most of us, if not all of us, have known someone afflicted 
by cancer, it is very easy to think of these cases only 
through the lens of the western world.  This is in stark 
contrast to diseases such as malaria and tuberculosis, 
which are largely considered to be problems for develop-
ing countries.  However, of those 16 million anticipated 
cases, 70% are expected to be from lower-income coun-
tries, transforming what has been seen as a western dis-
ease into a major problem for countries that are ill-
equipped to handle it [1].  Furthermore, of the 200,000 
annual cases of pediatric cancer worldwide, over 80% are 
estimated to be from children in developing nations [2].  
Clearly, cancer is not just a western problem; it’s a global 
problem posing unique challenges for the governments, 
physicians, and populations of developing nations. 

Fighting cancer in lower-income countries faces ob-
stacles at many levels: awareness, screening, prevention, 
treatment and palliative care. As a result, the cancer 
landscape in lower-income countries is very different 
than what is seen elsewhere. Diseases such as cervical 
cancer occur at a much higher frequency – and a much 
greater loss of life – in sub-Saharan Africa, rural India, 
and Southeast Asia than in more developed areas [3].  
These obstacles all interact with each other, compound-
ing the situation and necessitating approaches that build 
on each other to address each stage of cancer prevention 
and care. 

How can this challenge be addressed?  An effective 

response must address all of the obstacles through differ-
ent initiatives.  First up, awareness and understanding of 
cancer and its causes must be raised, both at the level of 
the general public as well as with healthcare practition-
ers.  A survey of women in Sierra Leone revealed a poten-
tial lack of understanding of causes of breast cancer, with 
72% of women believing that putting coins or bits of met-
al in their bras could cause cancer, even after a week of 
focused breast cancer education [4].  Furthermore, with 
alcohol and tobacco use on the rise in some regions, the 
links between excessive consumption of those products 
and lung and esophageal cancer needs to be continually 
highlighted [5].  Education and awareness programs, par-
ticularly for cancers that can be easily screened, should 
be continued in regions where public understanding is 
low, with the goal increasing the rate of early detection 
and decreasing mortality. 

Second, low-cost screening programs need to be im-
plemented where possible. While traditional screening 
programs such as PAP smears and mammograms are not 
feasible in all regions, low-cost alternatives have recently 
been shown to have incredible effectiveness.  In a pilot 
program in Sudan, trained local volunteers were able to 
substantially increase breast cancer detection in asymp-
tomatic women by performing initial screening and then 
referring potential cases to a district hospital [6].  In In-
dia, a 150,000-patient study using local healthcare work-
ers and acetic acid to detect cervical lesions demonstrat-
ed the potential of this technique to save over 72,000 
lives worldwide annually [7]. A major driver of cancer-
related mortality in the developing world is late diagnosis 
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[6], and as seen by these two recent studies, widespread 
low-cost screening can put a huge dent in that mortality. 

Finally, improvements in cancer treatment and pallia-
tive care must be made more broadly available. This goal 
is complicated by a lack of government-run cancer plans 
and a general lack of information regarding cancer trends 
in many regions, but some practices are seeing success.  
One such practice is “twinning” – a partnership between 
two institutes, one in a developed country and one in a 
less-resourced area.  For example, AfrOx (www.afrox.org) 
and World Child Cancer have established a partnership 
by which staff from the Royal Hospital for Sick Children in 
Edinburgh are able to train and mentor staff at Korle Bu 
Teaching Hospital in Ghana [8].  An increase in partner-
ships such as this will allow the free exchange of best 
practices and information, helping to rapidly improve 
care in regions that need it most.  Furthermore, dona-
tions of equipment and supplies will be essential.  As of 
2008, radiation therapy, a staple of cancer treatment for 
many different cancers, was only available in 23 of the 53 
African cancers [5].  Chemotherapy options are also se-
verely limited.  Partnerships with both charitable organi-
zations and industry are needed to increase the availabil-
ity of the most effective treatment options. 

While far from comprehensive, this commentary 
hopefully provides an overview of the barriers facing can-
cer care in the developing world and a few of the steps 
that will be necessary to raise the standard of care 
around the world. Future endeavors will need to tackle 
cancers that are more difficult to detect and diagnose 
while also striving to bring the latest, safest, and most 
effective therapies to all patients regardless of where 
they live. The good news is that physicians and research-
ers are engaged, new programs are being implemented, 
and patients are already benefiting in several regions.  As 
data on the success of these programs becomes widely 
available, they will be able to be implemented world-
wide, improving care everywhere. 

Steve Mason, Ph.D. is Senior Editor of Biological Sciences 
at Cancer InCytes Magazine. 
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Furthermore, of the 200,000 annual cases of pediatric cancer worldwide, 
over 80% are estimated to be from children in developing nations.  
 

Education and awareness programs, particularly for cancers that can be 
easily screened, should be continued in regions where public understand-
ing is low, with the goal increasing the rate of early detection and           
decreasing mortality.  
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