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Objectives of MS Briefing

* Present WHO’s programme of work in cancer including 11:308 e cameacercsses

WHO cancer initiatives through an integrated approach

Item 1: WHO programme of work in cancer control:
* Progress in cancer control planning — nationally, 11:40

regionally and globally — tracking progress and impact
of programmes

Progress in the implementation of initiatives in childhood, cervical
and breast cancers

. : [ i l:
« Proposal for mapping, expected output and SR Item 2: Reporting on progress in cancer contro

strengthening cancer control mandate, in line with the
request from Slovak Republic and other EB members

Mapping current status and data gaps

Item 3: Methodology for stock-take and setting a strategic
(EB 143) 12:20 direction for 2025 and beyond

* Next steps including reporting on progress to Governing Review of proposed approach, sharing of best practices and results

Bodies 12:30 Item 4: Moderated discussion with Member States
12:50 Wrap up and end of session
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Opening Remarks

Prof Dr JérOme Salomon
Assistant Director-General,

Division of Universal Health Coverage,
Communicable and Noncommunicable
Diseases

Dr Maria Neira
Assistant Director-General (a.i.),

Division of Universal Health
Coverage/Healthier Populations
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Agenda item 1:

WHO programme of
work in cancer control

Progress in the implementation of
initiatives in childhood, cervical and
breast cancers
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Time

11.40 -
11.50

11.50 -
11.55

11.55 -
12.00

12.00 -
12.05

Topic

Current status of strategic
priorities in cancer control

WHO cancer initiatives and
inclusion of communities with
lived experience

Cancer control link to health
system strengthening with focus
on access to medicines

Integrated approach to cancer
management with co-morbid
conditions

Speaker

Dr Bente Mikkelsen, Director,
Noncommunicable Diseases
Department/HQ

Dr Rogério Pinto de Sa Gaspar,
Director, Regulation and
Prequalification Department/HQ

Dr Meg Doherty, Director, Global
HIV, Hepatitis and STI
Programmes/HQ



Current status of cancer control: major burden, marked by inequalities

20 mil
14 s
1in3
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Diagnosed with cancer per year;
1in 3 lifetime risk of being
diagnosed with cancer in HIC;
Lifetime risk in LMICis 1in 6

Countries on track to reduce
premature mortality from
cancer by one-third by 2030

Cancer deaths in men in Europe
associated with educational
inequalities;

1in 6 deaths in women in Europe

rading causa g prematune death

[ | 5w s, Cancer 2nd (700
Ganwer Tst GVD 2nd (571
CND ard Cancae raek i dop 3500
Cthar i)

Mis cdata I:l ot appleabls

Cancer & CVD ranks as the two leading causes of premature death
in 127 countries (2019).
Cancer may be the leading cause of premature death this century.




Generational harm: premature deaths & impoverishment

>60% >70%

People with cancer Experience financial
experience anxiety or distress or hardship
depression

GDP loss
0.5-2%

2.1 >30%

Maternal orphans per cancer People affected by cancer
death. Cancer affects women and caregivers experience
2.7 million women aged 25- unemployment after

54 years old diagnosis.
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Tracking Progress in WHA 70.12 Implementation

Secretariat activity
along strategic shifts

Overview
Technical guidance

Country support

Leadership &
advocacy

Implementation
capacity

¥
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Output (2017 — 2023)

Launched 3 integrated cancer initiatives (cervical,
childhood and breast cancers)

Produced 10 strategic guidance documents and
2 implementation tools

Increased country support from 5 (2017) to 75 (ongoing)

Increased partner networks including 10 MoUs, 300
implementing partners;
Launched network for people affected by cancer

Increased WHO capacity in RO and CO to >40 new staff &
consultants
Voluntary contribution — mainly, non-state actor

SEVENTIETIHE WORLD HEALTII ASSEMBLY WHATO.12

Agenda item 156 31 May 2017

Cancer prevention and control in the context of
an integrated approach

The Sevenncth Woeld Health Assembly

Having oomsiderad the report on cancer prevention and contnd i the conlext of an micgrated
appecach;

wiwledging thar, e 2012, cancer wis the second leading cause of death e the woeld wah
8.2 n.\]l M CANCEr-IY l od deuths, the majorty of which occurred in bow- and middle-income
COUMINIeS,;

Reoopmizing rhat cancer 18 a lesdin e of marmdity globally a prawing pablic health
coacern, with anmuzl n..nbc— of new cancer cases projected to increase hu: a 141 million in 2012
10 21.6 milhioe 2030

Aware that coertan populaion groups expenenes mequahitics m nsk laclor exposure amnd
access w0 screening, early di and timely and appeoprinte treatment, and tha they also
experience poorer cutcomes for cancer; and recognizing that different cancer control strategies are
requined for speailic grouns of cancer palionts, such s children und adolesconts;

Noling thal risk reduciion has the potential o prevent wround half of all cancers;

Aware rthat carly disgnoss and prom | nd apprognare reatment, ncliudmg pam rehet” and
palliative an reduce mo n lu and improve the outcomes and quulm of life of cancer patients

Recognizing with appreciation the introduction of new pharmaceutical products based on
mvestment m oinpovaixon for cancer trcslmunt m reeonl yoars, and noling with greal coneam (e
increasin st 10 health systens and patients.

mphasnag the impotance of addressing barners i
affordable maedicines, medical pro; Ju 1s and approprixs -
n ponl, including surpery,

access to safe, qualiry, effecnve and
gy for camoer prevention, delectivn,
sationul l‘.wll:x systems und
s OF enbancing access e
cas Lo provide uLh.u.

00f
paticats, inch Jxr.e through increasy

Recalling resolution WHASS.22 (2005) on capcer prevention aad comtrol:



Overview of major milestones by MS request

DG announces call for
Cervical Cancer
Elimination

Launch of WHO
Global Initiative for
Childhood Cancer

Pricing of cancer
medicines and its
impacts
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Guidelines for pain
management

Monitoring system
for cervical cancer

WHO REPORT \%f i

ONCANCER

Launch of WHO Global
Report on Cancer

Launch of Global
strategy to accelerate
elimination of cervical
cancer with technical
guidance

WHO guidelines for
screening and
treatment of cervical
cancer; Al evidence

CureAll Framework
for GICC

Launch of GBCl using
resource-stratified
approach

Announce Global
Platform for access to
childhood cancer
medicines

Cancer centre
document with IAEA

Amplifying the lived
experience of people
affected by cancer

Community of
practice established

Partner and donor
network expanded

Launch of
implementation
guidance for Global
Breast Cancer
Initiative

Position paper on
breast cancer &
alcohol use —
integrated RF and
management

WHO-IARC workplan
established



Global Initiative for Childhood Cancer
8 0 0/ 0 %TTCJI cI:LADNRcEENR

8 O children with cancer in wi. SURVIVE
> %  HIC survive [X¥F.

ONLY asoutr

200/0 Evlircl-ll-l :Z:I-ADNRCE:R

20 30 children with cancerin - _wuSURVIVE
< N %  LMIC survive

e
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CureAll Country Showcase: GICC Milestones

Funding support distributed
12,000,000 tomajor WHO Budget

Centres, Years 1-4

Childhood cancer centres

] 50+ supported in providing care
across 6 WHO Regions

Children newly diagnosed with

35,000+ cancer accessing care
improved care in 70+ countries
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Pillars

Priority actions

Enablers

CureAll Country Showcase: GICC Milestones
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Global Platform for Access to Childhood Cancer Medicines

Platform vision: a comprehensive solution engaging global partners to provide an
uninterrupted supply of quality childhood cancer medicines

-- Initial Phase Growth Phase

2022 2023 2024 2025 2026 2027
Countries 6 12 30 40 50
Children 5,000 12,000 25,000 35,000 50,000
Budget (usb) 2 mil 11 mil 21 mil 39 mil 50 mil 65 mil

* 50,000 children per year by 2027 represents approximately:
e 25% of all children with cancer in the world
e 60% to 70% of children with cancer in low- & lower-middle income countries

By 2027, the Global Platform will have provided medications for > 120,000 children

orld Health
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L Mlarld Health

4B Organization The Global Strategy

THRESHOLD: < 4 cases per 100 000 women per year

R ol o ot Ve 2030 Control Targets

70%

90%

of womaen identified with carvical
disaase recaive treatment
(90% of women with precancer
treated, and 20% of women
with invasive cancaer
managed).

of girls fully weccinated of wemen ara scraened
with HPV vaccina by with a high-performance
age 15 years. tast by 35 years of age and
again by 45 years of aga.

LIFE-COURSE APPROACH:

Three pillars provide a comprehensive strategy to ensure lifetime benefits

are maximized.
13




Cervical Cancer Elimination Initiative: timeline & progress

Flagship launched by WHO
Director-General (2018)

Partnership, advocacy, and monitoring and evalu

Implementation
Adoption & Guidance Regional guidance &
Launch of updated & implementation support

Global strategy expanded / action plan

Strengthened
2020 2021-2022 leadership &

accelerated impact

Dr Tedros Adhanom Ghebreyesus
Director-General of WHO

Gobed strategy % aocoleree the
alminoticn of cervicol cancer as

“One woman dies of cervical cancer Bt e
every two minutes...Each one is a B3
tragedy, and we can prevent it.”

{@‘3 World Health iz
WY Organization }



CCEl | m ple me ntation CCEl direct support to 20 Member States,

___ ADVOCACY leveraging implementation partners for impact.
— COORDINATION 17 November: day of action

Building on existing UN e di Uzbekis.tan:
coordination mechanism — w‘g " || Great Silk Road
dialogues with UNFPA, UNICEEF, - -
GAVI, Unitaid and others

WHO Ambassador

CCEl led a history-making endeavour
Partner networks to honor Henrietta Lacks

Developing WHO implementation
network with South-South
engagement

Knowledge repository & exchange
including communities of practice

CERVICAL CANCER
ELMINATION INITIATIVE

T epeay U St

Expanding stakeholder dialogue

For example, African Union First Spouse Network

Commonwealth, Union for >10 First Spouses engaging with CCE|
Mediterranean, cancer institutes .
The New Times

Cervical cancer: First Lady roots for reduced HPV

CERVICAL CANCER ELIMINATION INITIATIVE

Browse by theme
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Global Breast Cancer Initiative

Global Breast Cancer Initiative
Implementation Framework
Assessing, strengthening and scaling
up services for the early detection and
management of breast cancer

2y World Health
2 Organization

OBIJECTIVE: reduce breast cancer mortality by 2.5% per year, to
avert 2.5 million breast cancer deaths globally by 2040.

CE | e

Pre-diagnostic interval Diagnostic interval Treatment interval
Early detection Definitive diagnosis

AGE-STANDARDIZED BREAST CANCER MORTALITY RATES

-
W

EVOLVING CANCER SYSTEMS
(Mortality Reduction in Transition)
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ESTABLISHED CANCER SYSTEMS

(2% Annual Mortality Reduction)

! . ' | | ' . |
THEAY O THEISEL THAG THIMT THHOL SCINHY R ar
woar

16




Global Breast Cancer Initiative

3 implementation
strategies

3 pillars

60%

early stage

Heath promotion
for early detection

(pre-dlagnostlc Achieve diagnasis of ot least

stakeholders

100

inte Wal) 60% of invasive breast ” \
cancers at stage for lf " ()c ~ Convene multi-sectoral
00 *'.'

—
60-day
dizpninsis

Lit e~ : L
Timely breast .
Abandoned diagnostics !! Develop operational
r . .
Completion (d|agn°St|C Evaluation, imaging, Hissue ” guidance
unknown

interva l) sampling and pathology I

Completed completed within 60 days ”

treatment

* Accelerate & monitor

_ 80% !!
Comprehensive omplear [ implementation
breast-cancer !
] g’."ﬂ'rld Heflth management 80% undergo full courses of
rganization (treatment interval) multimodality treatment and 17

successfully return home




Launch of campaign to engage communities affected by cancer

ik

)

a long-term
commitment to
place paople
affected by
cancer properly

We are making Q\@

Primary objective:

* to understand and support impact of

cancer in the medium to long-term, in a
diversity of settings

Secondary objectives:

* to define and innovate ways stakeholders
support people facing a cancer diagnosis
and their families.

SURVEY
(ENGLISH)

SURVEY
(FRANCAIS)

SURVEY

778N World Health
®¥ Organization

Y.
S
o

(ESPANOL)

73% sur 30%

Wanted to speak with Had any discussion on
their health professional emotional well being
about their emotional

health

18



Levers in access to oncology medicines

Policy, including National Essential Medicines Lists * Nor.mal levers along th? \{alue
(NEML) and treatment guidelines, reflect oncology chain for access to medicines may
medicines, including biosimilars. not be well developed for

oncology medicines if treatment
options have been limited to

private institutions.
Procurement, pricing and financing strategies are in

place to ensure sustainable access.

* All of these areas will need to be
assured. In some cases, regulators
require support, which can be
available from WHO
Prequalification Programme for
many situations.

Regulatory affairs are enabled, including
pharmacovigilance, to ensure safe distribution and use

of medicines.

Organization

19



Access to medicines: prequalification & regulatory pathway

PQ pilot for biosimilar oncology medicines

The regulatory environment can be complex,
particularly for oncology medicines and especially
in LMIC markets.

To stabilize markets, it will be critical to ensure
products have market authorization from National
Medicines Regulatory Authority.

If the products have been imported through
informal means, or if they are being used “off
label”, availability and quality are often unstable.

In some cases, regulators require support, which
can be available from WHO Prequalification of
Medicines Programme for many situation.

f%’ﬁ World Health
¥ Organization

ongoing
e Trastuzumab (breast cancer): 4 manufacturers

e Rituximab (non-Hodgkin’s lymphoma & leukemia): 3
manufacturers

PQ will expand to include additional oncology

medicines

e |dentification and prioritization for products included into the
WHO Prequalification Programme is based on ongoing
recommendations from technical department.

e Work is in progress

Support is available for the best regulatory

pathway

e WHO Collaborative Registration Procedure is an option for
products prequalified by WHO

e Other reliance mechanisms may be used, where available, for

other products 20




Cervical cancer
and HIV are

intricately linked

Women and girls living with HIV have:
o Higher risk of getting HPV infection

o Lower chances of clearing the infection

o Faster progression from infection to cancer
o Lower regression of pre-cancer lesions

o Higher recurrence following treatment

> Younger age at presentation

Our goals are to:

o Better understand this relationship & prioritize
resources

o Develop guidance relating to cervical cancer & HIV

o Support woman-centred program integration and

expansion of coverage

orld Health
rganization
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Risk for cervical
cancer among
women living with

HIVis  higher
(RR =6.07)

Population attributable fraction of women
with cervical cancer living with HIV, 2018

Population attributable fraction (%)
[ 10-4.99 W 20-39.99

5-9.99 M 40-63
W 10-19.99

Source: Stelzle D, Tanaka LF, Lee KK, et al. Estimates of the global burden of cervical
cancer associated with HIV. Lancet Glob Health 2020; published online Nov 16.
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Over 15 million
women
on ARVs provide an

opportunity for
screening and
treatment.

Two Important WHO Guidelines

Screening and treatment to prevent cervical cancer
o Age of screening initiation
° Interval of cervical cancer screening
o Optimal algorithm for screening and treatment
o Limited data for multiple test/treatment algorithms in WLHIV
o Modeling of ~30 scenarios with differing screening tests and treatment options

Consolidated HIV Guidelines
o Clinical services
o Service delivery
o Focus on people-centered care

° Integration and linking services

o Section on cervical cancer screening for women living with HIV




Summary Cervical Cancer Screening &
Treatment Recommendations

Summary Recommendation for the general
population of women

Summary Recommendation for women living
with HIV

WHO suggests using either of the following
strategies for cervical cancer prevention among
the general population of women:

= HPV DNA detection in a screen-and-treat
approach starting at the age of 30 years with
regular screening every 5 to 10 years.

= HPV DNA detection in a screen, triage and
treat approach starting at the age of 30 years
with regular screening every 5 to 10 years.

WHO suggests using the following strategy for
cervical cancer prevention among women living
with HIV:

= HPV DNA detection in a screen, triage and
treat approach starting at the age of 25 years
with regular screening every 3 to 5 years.

ZS
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Awareness of cervical cancer prevention

Low levels of knowledge on cervical cancer, its association with HPV and the ability to prevent it

High acceptability (70% or higher, several with 90%) across studies for self-sampling, VIA, HPV
DNA tests or triage-based methods

Clear and strong preference for immediate treatment following a diagnosis of a cervical
intraepithelial lesion among all women

Single-visit based approach and multi-visit approach feasible across multiple intervention types
— self-sampling, HPV test, VIA, cryotherapy, LEEP and thermocoagulation

o An online survey found that women stated they were likely to have difficulties returning for follow-up

Clear request from the community for better counselling, patient education, availability of
choices of treatment and screening tests

S
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Carefor HIV and
scre@ning for cervical

cangér can be
provided together

Integrating
services can
more efficiently
combat these
two diseases

CERVICAL
CANCER

Policy & Program Implementation

Support ministries of health in adopting guidelines
° Increase country-level impact
° Improve awareness in communities

Bi-directional integration of HIV and cervical
cancer services
o Improve service provision in settings with high HIV
prevalence
o Facilitate referrals between programs
o Early identification of STls

Further strengthen links with the community

o Advocate for better counselling, patient education,
availability of treatment and screening tests

° Involve community of women in all aspects of
programme development

Address knowledge gaps with implementation
science

g"’@ World Health
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Agenda item 2:

Monitoring progress in
cancer control

Current reporting on core indicators
and data gaps
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Time

12.05 -
12.10

12.10 -
12.15

12.15 -
12.20

12.20 -
12.25

Topic

Mandate to report on
programme of work in cancer

IARC Global cancer observatory

Reporting social and economic
impact of cancer

Using data to shape innovation in
cancer control

Speaker

Dr Bente Mikkelsen, Director,
Noncommunicable Diseases
Department/HQ

Dr Freddie Bray, Head, Cancer
Surveillance Branch

Dr Tessa Edejer, Director (a.i.),
Health Financing and Governance
Department/HQ

Dr John Reeder, Director,
Research for Health
Department/HQ
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Reporting to WHA on progress in cancer control: current mandate

SINTY-SIXTI WORLD ETFATTI ASSEMT Y WL ki, 10
Agenda ftem L1 27 May 23
Agenda fem 102

Follow-up to the Political Declaration of the
High-level Meeting of the General Assembly
an the Prevention and Control of
Momn-commuonicable Dhseases

Monitoring framework

Cancer indicators

(1) Cancer incidence

(2) Proportion screened for cervical
cancer

(3) HPV vaccination availability

(4) Hep B vaccination coverage

Frequency & End Date

(1)

(2)

Yearly Progress Monitor
to WHA until 2031

2024 Progress report to
UN SG, preparation for
4t HLM on NCDs

No cancer targets among 9 NCD voluntary targets

SEVENTIETH YWORLD HEALTH ASSEMELY WHATILII

Apenla item 156 A1 Mllay 2007

Cancer prevention and control in the context of
an integrated approach

None requested

None

(1)

(2)

Narrative reporting in line
with WHA 66.12 (yearly)

“Periodic” global report
on cancer

SEVENTY-THIED WORLD HEALTH ASSEMELY WHATLE

Agusda item 114 3 Asgust 2020

Global strategy to accelerate the elimination of
cervical cancer as a public health problem and its
associated goals and targets for the periad 2020-2030

{ N 'y, World Health
W™ Organization

In development

“MS adopt strategy with
associated goals and target”

(1) HPV vaccination coverage

(2) Proportion screened for cervical
cancer

(3) Proportion with cervical disease
receiving treatment

Two indicators related to GMF for NCDs

(3)

Narrative reporting in line
with WHA 66.12 (yearly)

Implementation progress
in 2022 and 2025

Final report in 2030

30




Core indicators for WHO Cancer initiative: data gaps

Cervical cancer incidence Childhood cancer survival >60%
<4 per 100,000 (collected by 30-50 MS)

(1) Number of children
completing treatment

(2) Inclusion of childhood cancer
in benefit packages/policies

(3) Number of public
MS adopted targets childhood cancer centres

| %ﬁ World Health

&g
Wt¥2 Organization

.--__1---—

Annual , breast cancer
mortality (2.5%/yr)

(1) Stage of diagnosis
(collected by 70-90 MS)

(2) Time to diagnosis

(3) Treatment completion
rate

31



Current guidance & capacity building in NCDs

Cc1

Chnical breast evaluatian bor early clagnoss of heeass cancar
amang waomen aged 3049 years with signs and/or symptoms
associated with hreast cancer

Noncommunicable , N
» 1t phase: Meta-data provided for 20 facility-

- Saa AR 20 49 years Wt ZIRns AN SyMPIOTIS 355

disease facility-based
. . . 5500at0d with Seca<t Lance who underment 3n dperceriate cinical breast b d ( p 1 ) 1 d 1

m 0 n Ito rl n g g u Id a n Ce T::I: ':‘.:::e::’,|;:1af;;::ﬂ(;: “::mu sens i with Livast a Se rl m a ry Ca re I n |Cato rS

Framework, indic and application U'|::'Lh.‘1."“::l ':",.J.?::_r: f': ast bt hissory. and

« Ferforming 2 physica.

e e b i « 2" phase: selection and finalization of facility-
based data for cancer centres

Purpose Tomeasine o of besens hearh servrws

» A breae imp o thickening conliemod on dimical broast examination
= Rowty developes whole b
- S SUACTICN, IRCICasing ripple R action

Early breast cancer Sympeoms inchde
= 1w mzenen’s samoe of a0 thss rele lumge

= Thickening o- localzed nosrmigracony pain in the breast

Advwrowsd bewvest carowns mg sodvilet shin : hngyes with madnees, that e
time clves oo ulceration

1010s ass s dalmch

Nimenater Musbee ol wurmen sged 30-30 pewrs mith sigre sndforspm,

e s b i * Implementation approach (sample):

Omnamineser Toul number of woman aged 30 s with sians and/or sy ptoms
associuind with Bresst cemow wha st lendhed the fuclity n S et yywar

* Integration of indicators into DHIS-2

DISLAC, Rrovingg, state, Courtry

Method of caliculstion M

Daappregats

Wherw prosilos
sype ipublc/prastel, and patient characteristics such as sge, 100, race)
cthnicty, comarbidity 2%atus, high sk grougs, soz
rusidence type (urbanfrural, and hialth insuan

5 appiiewidu, stene 2y ry hwakh Leciliey, peosdwe canenhio

* Pilot testing planned; broad engagement
e e e e of implementation partners

wasuaon slalus

Key data slaments

Frequency of mparting Anmcaly

Jwars e

g bewed managers
s baren tnsent wenlinald I:

55058

A wemin In e L ae
b sy

L and national Rl ManaRors L0 255455 e vveral
o birvst cancnt ciganiendin: aned s piisg svraices, wntd Lo advelif
poorty perdorming faclities and rectify problems at an earty stape
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NCD Data Portal & visualization platform

XY World Health
-3~ Organization

» 1t phase: NCD indicators routinely collected
and reported to WHO including RF and
disease burden

« 2" phase: data visualization platform to
support adoption of “NCD best buys” and to
demonstrate the value (impact and cost-
effectiveness) of implementation

33



Sample implementation monitoring: draft approach from GICC

Last Updated:

CureAll Country Projects

OVERVIEW:

Use this page to display visualizations of main collaborative country projects (to be
completed by June 2024). All data shown was reported by country teams

Projects Across Pillars

EVALUATION +

115 19 80

TOTAL
PROJECTS LINKED POLICIES

+ GOVERNANCE

2

H U Pillar Advocacy

Leveraged Financing
I] R Pillar

E Pillar
Linked Policies/Governance

C Pillar

L |m

Projects Across Enablers

8
8
26 7
5
5
4
T 3
8 3
— 2
C Pillar U Pillar R Pillar E Pillar 1
‘Ad\/ocacy Leveraged Financing ® Linked Policies/Governance L 4 1

=

orld Health
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Draft content with credit to Dr Catherine Lam, St Jude Children’s Research Hospital 34



Cancer Surveillance at WHO/IARC Global Indicators

7 consolidate and expand IARC’s role as a
& global reference for cancer data

(S

¢ ensure locally recorded data are of
high quality available for cancer
control and research

3]
o

|

conduct research that
illustrates the transitional I

nature of cancer and the V
benefits of interventions — NN Descriptive Research
Registry Support

{éiﬁ- World Health

S aBY e
™2 Organization
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Core
Surveillance
Measures

Surveillance
Strategy

Extended
Surveillance
Measures

Population

Cancer
control continuum

Y, World Health
Organlzatmn

Cancer Surveillance Framework

WHO REPORT
N CANCER

Risk Factors Risk fa;tor Screening Incidence Survival Mortality
reduction programme
- By cancer type
- Bystage
Population | Vac_cme Scregmng -1 PBCRs PBCRs -+ Vital Statistics
Surveys registry registry
Attributable Risk Prevalence DALYs
Associated Economic Costs
Healthy New Diagnosis Living With Cancer > Dying From Cancer
Prevention Early Detection Treatment Care Palliative End-of-Life Care
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GLOBAL INITIATIVE

FOR CANCER REGISTRY

DEVELOPMENT

GIobaI Initiative for Cancer Registration (GICR) — data for action

VISION

i (] [4 Ly ) i
OUTCOMES
Long-Term:

= 50 new high quality cancer registries by 2030
= Evidence basefor cancer control planning
= Greater understanding of the cancer burden

Medium-Term:
= First cancer registry reports in 50 countries
= Regional and national cancer registry networks
= Accelerate the development of new free and open-sourced electronic tools

Short-Term:
= 50 country led plans to implement population-based cancer registries
= Training for over 700 profession als
= Development of mentorship programme

STRATEGIC GOALS

1. Country Leadership 2. Regional Focus 3. Global Coordination

+ Increase qualified staff ~  Equip six IARC Regional
Hubs as local providers
to PBCRs

+"  Develop regional
networks to promote

+ Engage partners to
d uelopst rategic

emerging electronic
technologies

FOUNDATION

PRINCIPLES
= Countryled cancer action

= Focused on low— and middle- income countries
= (Collaborative, flexible model

= Scientific integrity

= Results-based management and accountability

CORE FUNCTIONS

Cancer
Control

* A global partnership to improve the quality, availability and use of data
from population-based cancer registries (PBCR) worldwide

Six IARC Hubs created with support of 13 IARC-GICR Centres of Expertise

GICR -
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......

GICR fner€ountries

Iden :A and develop joint work plans to improve the registry in selected
countries; clear opportunity with commitment from the country and agreement
to monlto%ro&ress towardg goals

al Hubs i’gARC Collaborating Centres
= Uptoana |t|on§ 30 Partner Countries in next five years 37



IARC global data launches 2023
Cancer Incidence in Five Continents — GLOBOCAN

[  Compendium of comparable * Incidence, mortality and
e T — data on cancer incidence in prevalence estimates in 185
different subpopulations countries, 36 cancers, by sex

and age =

i@

Reference source for studies
exploring cancer variations * Estimates derived from best
available information in

each country

 GLOBOCAN 2022 launched
end-May 2023 on the Global
Cancer Observatory (GCO)
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end-June 2023
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How do we get robust national estimates of the cancer burden?

PBCR in the African Cancer Registry Network (AFCRN)
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The boundaries and names shown and the designations used on this map do not imply the expression of any opinion whatsoever Data source: GICR

on the part of the World Health Organization concerning the legal status of any country, territory, city or area or of its authorities, Map production: IARC

or concerning the delimitation of its frontiers or boundaries. Dotted and dashed lines on maps represent approximate border lines World Health Organization

for which there may not yet be full agreement.
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Methods of national incidence estimation, GLOBOCAN 2020
4

PBCR data used
directly in 25 SSA
countries to estimate
national incidence

Incidence method

Observed national incidence rates were projected to 2020 (2)
| The most recently observed incidence rates were applied to the 2020 population (23,
1

Rates were estimated from national mortality data by modelling (3)

| Age- and sex-specific national incidence rates for all cancers combined
were obtained by averaging overall rates from neighbouring countries.

These rates were then partitioned to obtain the national incidence

for specific sites using available cancer-specific relative frequency data (4)

- Rates were estimated as an average of those from selected neighbouring countries (16)

3

[l Nodata [ Not applicable W
@ G |.O BAL CAN C E R aala smgcet:v Gl_o&ol%n 2020 World Health
o B 5 E RVATO RY W?)?Ig rﬁe:lzt:r:%‘fganizalion Orgamzatlon

® WHO 2021. All rights reserved
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How do we get robust national estimates of cancer survival?

_ o 1- and 3-year survival differences by region and HDI, colon cancer
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The social and economic impact of cancer: lack of prioritization

’

In addition to being a leading cause of mortality and morbidity, cancer also negatively affects countries
economies and impose a heavy economic burden to patients and families

The burden of cancer affects a country's economy because of premature mortality, absence from work

and lost productivity.

Cancer impacts patient and families due to out-of-pocket expenditures, in particular in settings with no
or limited universal health coverage, but also due to psychological and subjective financial distress.

*  Worldwide, only 41% of national benefit packages include core childhood cancer services.

*  50% of health benefit packages in low-income countries include screening, but only 20% cover treatment.

7)) World Health
% Organization
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WHA mandate and response

* Development of a cancer priority setting and costing tool

* Use cases:

* Support to Member States in costing the national cancer control plan Cranzon
- ~ y [R—

* Development of investment cases (e.g. Mozambique, Kenya, Senegal, e A case for

: L Investment

Palestine, Honduras, five in pipeline) Sl in Cancers for

* Update of appendix 3 of Global NCD Action Plan = 24% of all assessed & I Mozambique
interventions are related to cancer prevention and control. > &

* A majority of these interventions represent very good value for money and should be a priority for
inclusion in health benefit packages.

2 World Health
/2 Organization 43




Gaps and priorities

A
47
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Ensure optimal use of resources by prioritizing cost-effective and affordable interventions to promote
universal access to comprehensive cancer care.

 Thereis a need to expand the evidence-base on cost-effectiveness of cancer control interventions and
consider additional criteria such as equity.

There is limited evidence on the macro —and microeconomic impact of cancer.

* Several systematic reviews on the economic burden of cancer are ongoing to better understand the
determinants of financial hardship experienced by patients and families.

* There is a need to estimate the global economic cost of cancer and to make an investment case for cancer
prevention and control.

Initial analysis has shown that for each USS1 invested in cancer care, the direct productivity return is US$2.30

* We are currently updating EPIC, a tool to estimate the burden of ill-health, to better capture the economic
impact of cancer (e.g. loss of employment to caregivers)

orld Health
rganization
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R&D processes at WHO

P

‘. Tretrds In Sclence & Technolkogy
Ul dza Hea iD=

Global Health Landscape
Country needs  R&D landscape

Slobal Heatth Dbseraorane RO omervalory

Opportunities,
gaps and needs
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Product
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Implementation Co-ondinated
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research e
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Regulation, policy

& pre-qualification
{@‘g World Health
%4 Organization

Priority
setting

Research and
product
development
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What is the Global Observatory on Health R&D?

e Established through resolution WHA66.22 (2013) “to consolidate,
monitor and analyze relevant information on health research and
development activities” to identify gaps and opportunities in health
R&D and coordinate actions.

e Supports evidence-informed decisions related to R&D gaps,
funding and capacity.

* Scope: all health and health-related fields and all types of research

e Target users: Governments, policy-makers, funders, researchers.

;T—%*.g World Health
S Organization

url: https://www.who.int/observatories/global-observatory-on-health-research-and-development

A comprehensive source for
up-to-date global
information and analysis on
health R&D, including
resources, processes and
outputs.



https://www.who.int/observatories/global-observatory-on-health-research-and-development

Analysis example — Research Investments

WHO region
Africa

* Who is funding what and where? pmerces
Europe
Scuth-East Asia
Western Pacific

Grand Total

* In Europe 8.37% of research funding
spent on cancers,

High income

C. Annual grant amount by recipient’s WHO region and income group

Upper middle income Lower middle income Low income Grand Total

2,377.20 061 0.58 2,378.39

* In Europe SUSD 282 million spent on
research for malaria, HIV and TB

ne fied amount
A. Annual grant amount by funder D. Annual grant amount by health category 18 of totsl funds (26,03
Funding Org.. & 21. by main category D2. by sub-category b e
Isease 1tion
Wellcome Trust [ NNEEEREEE - s o —— e — "
MRC I 6.1 % s I 7252 Notiorsest popless Rl
- I < <
BMGF B 23034 ors [ 225 52 ) . i 0
SRC W 13251 lsr disease Moz " __ o
MIH Bc1.87 o  [ss3s oc I 7 7S
BMEF 5206 5164 m cencoe 612
EDCTP l48.15 R ce: I 55 50
USAID 1.92 ) . s g a S
Pasteur 1.15 e : _";. . l: & S mmece: 1 -J %
Rasnivy ~iars 28 339
IR 0-84 P Re = 2 3 ~ic [l 3
Grand Tota R, 2,378.39 il > 77 es mesirtus 35,95 - =
T
(a3, World Health
b Y i i
\‘"-i-ll ﬁ/ Orga ni Zat ion Investments on grants for biomedical research by funder, type of grant, health category and recipient in 2019 47
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https://www.who.int/observatories/global-observatory-on-health-research-and-development/monitoring/investments-on-grants-for-biomedical-research-by-funder-type-of-grant-health-category-and-recipient

Analysis example — Research topics funded

Grants on NCDs:
- 17 million USD to LMIC
- 19,673 million USD to USA

D. Annual grant amount by health category

D1, by main category 2. by sub-category

1235 Cercavazculer cisesses
Jeuropsychlasic condito.

Eenmaurinesy diseases

= e rire | -

Cancer: "alignani necolazmz -l.' a3
- In LMIC: < 1million USD in on cancers
(in only 6 cancer topics) L [
an rCritional gerital ancralies
Despite BY 2040 Nencemmuricabie. FRPR

of cancer deaths
6 o/ worldwide will
O oceur in the US
&
o will oceur in LMICs
6 9 / as defined
© by the World Bank
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Source: GLOBOCAN. Myps-Tgce iarc ir

Centre for global health strategic plan 2021-2025

World Health
Organization

A. Annual grant amount by funder

Funding Org.. &

BMGF - 0.09
MRC - 0.08
Wellcome Trust . 0.05

Pasteur ID.DZ

B. Annual grant amount by type

Type of grant -

Reszearch
Training

MMestings

Capacity strengthening ISSS
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A concerted response across the product life-cycle

Prioritizing and Evaluating: Developing: Delivering:

Developing a pricritized drug portfolio Establishing and maintaining Supporting efforts to introduce
of the most needed formulations relationships to launch effective new, adapted formulations in an
and assisting in the design and products and supporting regulatory equitable, accelerated, safe and
implementation of efficient, and submission activities to facilitate coordinated manner.
high-quality clinical trials. paediatric medicine approvals.

Product Rollout
Development & Uptake

Regulatory Monitoring
Affairs Procurement

+ M
GAP-f

Global Accelerator for

Do et e Hons Accelerating priority paediatric drug formulation development and uptake 49



Agenda item 3:

Methodology for stock-
take and setting
strategic direction

Review of proposed approach,
sharing of best practices

fh.‘%‘% World Health
WY Organization

Time

12.25 -
12.35

Topic

Current and planned reports, in
response to Member State
mandates

Performing stock-take to inform
strategic priorities in WHOQO'’s
programme of work for cancer

Childhood cancer as a tracer in
NCD agenda to inform and
contribution to current mandates
(e.g., clinical trials, access to
medicines, social determinants)

Speaker

Dr Bente Mikkelsen, Director,
Noncommunicable Diseases

Department/HQ
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Next steps: stock-take methodology

Phase 1
(2023)

Methodology &

stakeholder
engagement

Phase 2
(2023-2024)

Data collection and
synthesis

ib’{*é: World Health
%, y 2 Organization

Phase 3
(2024-2025)

Reporting on
mapping &
implementation
support

Objectives:

(1) Present current best practices and gaps/inequalities in
cancer control

(2) Gather and present MS with models and tools to improve
outcomes through an integrated approach

(3) Promote incorporation of key indicators for WHO cancer
initiatives into routine national NCD reporting

Anticipated Outputs:
(1) Stock takes for WHO cancer initiatives presented to EB 154

(2024) in annual NCD report
(cervical ca, May 2023; childhood ca Q3 2023; breast ca Q3 2024)

(2) WHO global status report (in line with WHA 70.12) to be
presented to EB 156 (2025)

(3) Communication events (eg, WHA side events)
(4) Updated mandate / programme of work for 2024-2025
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Cancer & broader health agenda: Example of childhood cancer

WHA 72.2

(integrated, multisectoral approach,
empower communities, address
determinants)

Mapping current strategies and
gaps in cancer.
Objectives

1) Demonstrate how progress in and
implementation of WHO Global Initiative

for Childhood Cancer nOVation
tracer for NCDs & strengthen health systems
through an integrated approach

Research & Quality of

care

Childhood

Cancer

WHA 55.18

(Ql/QA national & facility
strategies)

2) Track progress, drive innovation WHA 75.8

(strengthen clinical trials)

3) Leverage recent commitments

(eg, Global Platform for Access to Childhood
Cancer Medicines to >programmatic

investments) Social

determinants Medicines &

technologies

5T (eg, displaced,

i)y World Health :
%‘5..&_ L:,J Organizatiun WHA 74.16 refugees, migrants)
(disaggregated data)

WHA 72.8

(end-to-end support) 5




Stakeholder engagement: partners for stock-take/mapping

&

o,

b

3

Civil society

Inputs on priority
indicators, participation in
communities of practice,
dissemination of findings

| i'-"* Y, World Health
’*{»u Y Organization

LL}.’_{'(‘

e

WHO, IARC

Responsible for full
process of mapping to
dissemination and
implementation of
recommendations

Private sector

Dialogue as advised in
WHA 70.12 (2017) and in
line with FENSA

UN agencies

Close collaboration
throughout process
including data inputs,
review and communication

Professional society
& academia

Including participation of
WHO Collaborating
Centres including data
collection and
dissemination of results

Affected
communities

Consultation on priority
indicators, summaries of
best practices and
presentation of results

Philanthropic
foundations

Participation in
development of
investment cases /
business plans
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Horizon: Strategic opportunities in cancer

Advocacy & leadership

* Anticipate multiple side events during World
Health Assembly 2023 to further elevate
cancer agenda

* UN High-Level Meeting on UHC including
event(s) on childhood cancer (Q3/4 2023):
launch of Global Platform and stock-take of
GICC

* Global partners forum (Nov 2023) with multi-
sector engagement (provisionally 16-17 Nov),
and Civil Society Dialogue

:}b‘,‘f\; World Health
rganization

Lﬁfq"?\
KoY
S

o

Capacity building &
communities of practice

* WHO expanding Knowledge Action Portal for
cancer control as community of practice to
gather best practices & accelerate
implementation

Number of countries engaging in WHO cancer
initiatives continue to increase, likely to reach
100 countries by 2024

Additional MoUs, partner engagement
strategy: WHO working with UN agencies and
>300 implementing partners for coordinated
support

Expanding mandate

* Dialogue on strategic priorities for 2024-2025
Programme of work ongoing with MS through
three-level WHO approach

* Align cancer mandate with relevant
resolutions including on research & innovation
(clinical trial), access to medicines, quality of
care, workforce optimization
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Next steps & conclusion

* Methodology on stock-take/mapping
* |nitiate consultative process in Q2/3 2023
» Stock-take (narrative) — cervical cancer in May 2023; childhood cancer in Q3 2023

* Progress toward global status report in 2024

« Communicate data gaps & priority targets
* Increase and standardized reporting frequency
* Expand reporting to include socioeconomic impact of cancer & horizon scanning

* Accelerate integration of cancer with other programmes, leveraging cervical cancer as entry point

Thank you for your commitment to cancer control

orld Health
rganization

A
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=
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Questions ?
Moderated dacdssm

...........



Wrap-up & i
Closing

Mubyeyi, Onsa umwana
mezi atandatu ya mbere §
umuvangiye habe n'amasl
amashereka yonyine

T
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Wt Organization



Further information on cancer is available at: https://www.who.int/health-topics/cancer.

Should you require additional information please do not hesitate to contact
Dr Bente Mikkelsen, Director, Department of NCDs (mikkelsenb@who.int);
Dr Slim Slama, MND Unit Head, Department of NCDs (slamas@who.int);

Dr André Ilbawi, Technical lead, cancer control, Department of NCDs (ilbawia@who.int).

J@%, World Health
WY ¥ Organization
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Additional slides
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Current status of NRAs based onWHO
GBT Performance Maturity Levels

1 2

Some elements Evolving national Stable, well- Regulatory system
of regulatory regulatory system | functioning and operating at
system exist that partially integrated advanced level of

performs essential | regulatory system performance and
regulatory continuous
functions Improvement

WHO GBT

Can ensure the quality of products if rely
on ML 3/ ML 4 regulatory systems

98 38 58
Countries Countries Countries
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Immunization In Vitro Diagnostics Medicines Vaccines Vector Control
Devices Products

What is WHO Prequalification?

 WHO prequalification aims to ensure access to key health products that meet
global standards of quality, safety and efficacy/performance, in order to
optimize use of health resources and improve health outcomes.

» Today, there are almost 1,500 WHO prequalified products — in vitro
diagnostics (IVDs), male circumcision devices, medicines,
vaccines, immunization devices and cold chain equipment, and vector control
products — that have assisted in improving public health in low- and middle-
Income countries (LMIC).

« WHO prequalification has become a trusted and reputed symbol for safety,




Cancer medicines in PQ

« Eols are disease area-focused (except for trastuzumab/rituximab
and insulin which are product-focused)

« There has never been an Eol in PQ focusing on cancer as a
therapeutic area.

« Up to Nov 2010 certain medicines against cancers associated with
HIV/AIDS were invited in the HIV/AIDS Eol (etoposide, bleomycin,
vincristine, vinblastine) but these medicines were subsequently
dropped from the Eol. Two products (vincristine and vinblastine)
were prequalified in 2002 but were later withdrawn by the company.
Palliative therapies continued to be invited for a while, but not any
longer.




The prequalification of rituximab and trastuzumab
Background to pilot

BTP/SBPs quality, safety and efficacy, product handling and post-prequalification
requirements differ greatly compared to small molecules. Trastuzumab and rituximab
were selected as model biotherapeutics in the pilot for the below reasons.

- Disease prevalence, evidence of efficacy and safety, and comparative cost-
effectiveness

- One of the first monoclonal antibody therapies listed in the WHO Model List of
Essential Medicines

- Existence of established WHO technical guidance for evaluation of
biotherapeutic protein products prepared by recombinant DNA technology and
on evaluation of MADbs

- Some SRAs have extensive experience in evaluating these molecules.

Pilot for PQ of rituximab & trastuzumab and their corresponding SBPs: EOI
published on 5 July 2018 (first dossier received on 24 Oct 2018)




Access to medicines: prequalification & registration (provisional)

After identification of supplier and product:
In-country Registration of the product

® All pharmaceutical products should be used in a country only after approval by the national or regional authority. (WHA
Resolutions: WHA 67.20 (2014); WHA 67.21 (2014); WHA63.12 (2010))

1 Tender nrocess . 2. Identification of supplier and
product

® Depending on the nature of product and supplier, the National Regulatory authority (NRA) of each country may follow one of
the following regulatory pathways to accept the introduction of the product in the country:

3. Registration of the product in

the country by the NRA (National
Regulatory Authority)
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Access to medicines: prequalification & registration (provisional)

7Y, World Health
# Organization

CRP Process (PQ CRP or SRA CRP)

1. 2. 3.
Source of Information to Documentation to be Actions for different
rely upon: shared: stakeholders

Applicant

WHO Applicant and
PQ U WHO

=11

O
Reference

Authorities m‘
(SRAS) I | a) Full Product Dossier ] ‘

(ICH CTD format)

- b) Detailed Assessment . L —
reports (scientific @ PP )

f—zvaluat.lons and \_ x,
inspections reports) ‘
c) QIS validated by

SRA or WHO Lifecycle ariations

management Bigs




66 Impact of PQ

> PQ has been proven as an effective mechanism for
facilitating access to quality assure health products

O Key findings of the independent external impact assessment:

(https://www.who.int/medicines/news/2019/report Impact-assessment WHO-PQO-Reg-systems.pdf?ua=1)

v WHO Prequalification (PQ) programme enables a core market of
approximately US$3.5 billion with the majority coming from vaccines

v WHO PQ has a Return on Investment of 30-40 to 1 for the PQ-
enabled donor-funded market (US$ million)

v Most donors and procurers and implementing partners view PQ
approval as equivalent to approvals by stringent regulatory
authorities

v 340-400 million more patients have access thanks to resources
freed up by PQ

v National regulatory authorities (NRAS) relying on Collaborative
Registration Procedure (CRP) have achieved significant

acceleration of approval timelines vs pre-CRP registrations
. NSy

J@2x), World Health
¥ Organization

WHO PREQUALIFICATION TEAM


https://www.who.int/medicines/news/2019/report_Impact-assessment_WHO-PQ-Reg-systems.pdf?ua=1

WHO Listed Authorities

A new concept introduced to replace SRAs

==

773RY World Health
,j/ Organization

S
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Following ICH structural
changes in 2015, need for
replacing the term Stringent
Regulatory Authority (SRA)
and eligibility criteria based on
the pre-reform membership to
ICH

ICDRA 2016 & 2018
Recommendations
regarding SRAs

Recommendations
from 515t ECSPP in
2017 and 61
ECBS in 2018

WLA

Authorities listed by WHO
following a consistent,
documented, transparent
and accountable
assessment

Feedback from
international
consultations and
virtual meetings on
developing the GBT


https://it.123rf.com/photo_121394665_3d-realistico-chiuso-e-aperto-metallo-dorato-lucchetto-icon-set-closeup-isolato-su-sfondo-bianco-.html?vti=mjj47sqodaekrhqvtd-1-41

{7\, World Health
&y Organization

WHO Listed Authorities

...and to promote reliance

WHO-Listed Authorities (WLA)

marking

Tool (GBT)

Reliance (partial or full)

— e
sl = | —E—

—

—

®  LISTING can be achieved by ML3 and ML4 NRA/RRS and implies ADVANCED PERFORMANCE

i.e., consistent adherence to international standards and guidelines, as well as good regulatory
practices, by ensuring the attainment of key regulatory outputs over time



World Health
v/ Organization

Definition of a WHO Listed Authority
Adopted by the ECSPP in October 2020, TRS 1033

A WHO Listed Authority (WLA) is a regulatory authority or a regional regulatory system which has been
documented to comply with all the relevant indicators and requirements specified by WHO for the

requested scope of listing based on an

established benchmarking (GBT) AND a Performance Evaluation process

$ $

ML delinked from ML



Objectives of WLA initiative

To provide a transparent and evidence-
based pathway for RAs to be globally
recognized

To promote access and the supply of
safe, effective and quality medical
products

—

To optimize use of limited resources
by facilitating reliance

World Health
Organization

Policy document:
Describes the purpose, definitions and high-
level operating principles related to the
evaluation and public listing of authorities

Evaluating and publicly designating regulatory
authorities as WHO listed authorities
Policy document

@Wuum

Link: https://www.who.int/publications/i/item/9789240023444
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