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While some health crises unfold quickly, others build more slowly. That makes
them no less devastating. The data in this report make clear that cancer is an
unfolding global crisis.

In certain aspects of cancer control - such as those where progress is driven by WHO's global initiatives
on breast, cervical and childhood cancer - there are clear and encouraging signals that our approaches
work. Fewer women are being diagnosed with cervical cancer due to increasing HPV vaccination
coverage and screening. The global cancer burden has also been blunted by reductions in tobacco use
driven by the WHO Framework Convention on Tobacco Control. Our ability to diagnose cancer earlier
and treat it more effectively have improved drastically because of sustained, substantial investments
in research and innovation. More people have access to radiotherapy. Governments are increasingly
prioritizing cancer in their national health policies.

These successes only tell part of the story. Across all cancers and all stages of the cancer care
continuum, progress remains unevenly distributed and highly inequitable, between countries and
within them.

The testimonies gathered through the WHO Global survey on the lived experience of people affected by
cancer give resonance to the depth, breadth, and long-lasting impacts of cancer, for the individual
who is diagnosed and for their family. Listening to and learning from the people directly affected
through a people-centred approach must be recognized as a strategic driver of national and global
cancer agendas that will contribute to improve outcomes worldwide - not an afterthought.

Another important driver of progress is robust monitoring. Measurement builds trust, improves
delivery and promote accountability. The upcoming WHO Global Cancer Monitoring Framework -
that set the foundation for this report -provides clear, comparable and carefully chosen indicators
to deliver progress.

Both the weight of the numbers and the power of the personal stories presented in this report attest
to the urgent need for us to unite globally, across all stakeholder groups, to reorient our efforts and
bring about three shifts in cancer control: first, better capabilities to implement the interventions that
we know can work; second, better protection against the harms of cancer, including social protection
and universal health coverage; and third, better value, measured in terms of survival, function and
quality of life.

Achieving these shifts will require us all to play our part. The choices we make now and in the coming
years will shape the burden and the experience of cancer for years to come. Only with all the necessary
elements in action can our ambitions translate into meaningful progress for all and allow us to build
the future we choose together - and a better future characterized by health for all.

Dr Tedros Adhanom Ghebreyesus
WHO Director-General



Foreword from
the IARC Director

The WHO Global status report on cancer 2026 comes at a pivotal moment
for global health. Cancer continues to expand in scale and complexity, driven

by demographic change, evolving risk factors, and persistent inequities in access

to prevention and care. While the global burden is rising, so too is our capacity to respond -
through stronger scientific evidence, better data, and more effective preventive interventions.

As the World Health Organization’s specialized cancer research agency, IARC's role is to generate the
scientific evidence that underpins effective cancer prevention and control and to provide the global
cancer statistics that inform national and international responses. The findings and data presented in
this report draw, in part, on IARC's scientific contributions. Over recent decades, this evidence base has
grown substantially. Today, the challenge is no longer only to understand cancer - but to ensure that
knowledge is translated into action, equitably and at scale. A further and equally pressing challenge
is to address the persistent inequity in access to the data needed to monitor and evaluate progress
in cancer control - because without reliable, inclusive surveillance, the most vulnerable populations
risk remaining invisible to policy.

This report highlights a central reality: progress is uneven. Important advances in prevention, early
detection, treatment, and survival coexist with major gaps, particularly in low- and middle-income
countries. Strengthening cancer surveillance systems, expanding population-based registries, and
improving data quality remain essential to guide national policies, allocate resources, and measure
impact.

A key strength of this report is its integrated perspective - combining robust epidemiological data
with insights into patient experience and system performance. This approach reinforces a critical
point: cancer control must be people-centred, grounded not only in statistics but in lived realities.

Scientific evidence shows that a substantial proportion of cancers can be prevented - up to 40%.
Research from IARC has been instrumental in establishing this estimate, reducing exposure to
established risk factors - such as tobacco, alcohol, unbalanced diets, infections, environmental and
occupational hazards - remains one of the most powerful levers for impact. At the same time, scaling
up early detection, screening, and access to care is essential to improve survival and quality of life.

Looking ahead, progress will depend on three priorities: first, stronger data and accountability
frameworks to track results and guide action; second, greater investment in implementation, ensuring
that proven interventions reach all populations; and third, sustained international collaboration,
linking research, policy, and practice.

Addressing cancer effectively requires aligning science with policy, and innovation with equity. This
is at the core of IARC's mission - to bridge research and action for global cancer prevention.

Cancer affects all societies, but its burden is not borne equally. This report calls for renewed commitment
to ensuring that advances in knowledge and care benefit everyone, everywhere.

Dr Elisabete Weiderpass, Director of the International
Agency for Research on Cancer (IARC)
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Executive summary

The cancer burden: near universal in its reach, highly inequitable
in its impact

Cancer will afflict one in five of us in our lifetime, and affect nearly all of us. Our experience
of the disease and chances of surviving now depend less on the stage or biology of our
disease than on where we live and our economic circumstances. 20.6 million people received
a cancer diagnosis worldwide’ in 2024 (19.5 million new cancer diagnoses excluding non-
melanoma skin cancer: 9.9 million in men and 9.6 million in women); the number of new
cancer diagnoses is projected to reach 35 million per year by 2050. But this underplays the
impacts of the global cancer burden. One in five of us will develop cancer ourselves. When
we account for the impacts of a cancer diagnosis on close family members, roughly 92% of
all people globally will be affected by cancer at least once in their lifetime.

Yet although the cancer burden is near-universal in its reach, people’s lived experience of the
disease is highly inequitable, with significant variation both between and within countries.
New WHO estimates of breast and childhood cancer survival reveal the extent of global
inequalities: in high-income countries (HICs), where cancers are more likely to be diagnosed
early, five-year net survival now exceeds 85%; in low-income countries (LICs) it drops below
45%. Cancer is increasingly a driver of premature mortality, and in 2021, was the leading
cause of premature mortality in 41 countries, the second leading cause in 37 countries,
and third leading cause in 47 countries. Only 12 countries are on track to meet the target of
reducing premature cancer mortality by one-third by 2030. In contrast, 48 countries have
rising rates of premature mortality from cancer linked to rising cancer burdens.

The lived experience of cancer: human, financial and societal
hardships

The WHO global survey on the lived experience of people affected by cancer provides
valuable qualitative insights into the human, financial and societal impacts of cancer on
people’s lives, given voice in their own words. Across all settings, a cancer diagnosis often
leads to substantial hardship. The psychosocial burden of cancer is profound and prolonged:
respondents to the global survey report significant disruptions to emotional well-being with
more than half experiencing mental illness, at least 45% suffering financial hardship, and
nearly all caregivers reported strain including unpaid services, prolonged grief or social
isolation.

For individuals and families, cancer brings acute and often prolonged financial hardship due
to high out-of-pocket costs, lost income, and the risk of catastrophic health expenditure:
at household level, cancer is a leading driver of medical bankruptcy. Even in countries with

' Including non-melanoma skin cancers.
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universal health coverage (UHC), indirect costs of cancer - loss of employment or productivity
for people diagnosed with cancer and their caregivers, transportation costs, childcare -
can be ruinous. Approximately half of patients and their families currently experience
catastrophic health expenditures. More broadly, the overall economic burden of cancer
between 2020 and 2050 is equivalent to an annual tax of approximately 0.55% on global
gross domestic product.

Implementation progress: some success, substantial gaps

Significant, measurable progress has been made in cancer prevention and control globally,
particularly with accelerated uptake of cancer policies, but a substantial implementation
gap has emerged between plans and outcomes. Moderate progress has been achieved
in select areas like tobacco control. Implementation of tobacco control policies under the
WHO Framework Convention for Tobacco Control (FCTC) has contributed to a 27% reduction
in the prevalence of tobacco use since 2010, but incomplete delivery of recommended
implementation measures known as MPOWER? contributes to ongoing tobacco use. In cervical
cancer, the introduction of one-dose vaccination schedules has enabled significant progress
toward elimination targets, but a substantial implementation gap exists: although 85%
of countries have integrated human papillomavirus (HPV) vaccination into their national
immunization programmes, what matters is whether girls are getting the vaccine. Coverage
with the first dose of HPV among girls is now estimated at 31%. While far from the target
of 90% by 2030, it represents moderate progress from the 17% coverage in 2019. Breast
cancer control, a WHO Best Buy for the prevention and control of noncommunicable diseases
(NCDs), has not been broadly prioritized: outcomes vary dramatically, with cancer survival
exceeding 85% in HICs but as low as 42% in many low- and middle-income countries (LMICs).

Early detection programmes delivered through a primary health care approach, which have
transformed cancer survival rates in HICs, are not implemented at scale in most LMICs due
to inadequate infrastructure, insufficient workforce capacity and lack of sustained financing.

Only 28% of countries include a minimum cancer management package in their UHC benefit
packages, meaning that a large proportion of the world's population still lacks access to
basic cancer care. Even when treatment is available, it can remain inaccessible and out of
reach in LMICs, where high out-of-pocket costs cause catastrophic financial hardship and
contribute to up to 90% of people unable to appropriately complete treatment in some
settings. An overview of key implementation gaps contributing to the plan-to-action gulfin
cancer control is presented in Table 1.

2 MPOWER: Package of measures intended to assist country-level implementation of effective interventions to reduce the
demand for tobacco, contained in the WHO FCTC, where M: Monitor tobacco use and prevention policies; P: Protect people
from tobacco use; O: Offer help to quit tobacco use; W: Warn about the dangers of tobacco; E: Enforce bans on tobacco
advertising, promotion and sponsorship and R: Raise taxes on tobacco.
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Table 1 Status overview: progress and key implementation gaps in cancer prevention

and control

Cancer
control domain

Tobacco use

Current status
Moderate progress

Key implementation gaps
Plans: 155 countries have at least one best practice

prevalence MPOWER measure, up from 44 in 2007
Outcomes: approximately 27% reduction in global tobacco
use by 2025 compared to 2010 baseline
Alcohol use Insufficient Plans: uneven progress in SAFER implementation; alcohol
progress control policies remain weak in LMICs with only 16 of

46 sub-Saharan African countries having formal alcohol
policies

Outcomes: alcohol consumption fell to 5.0L per capita in
2022 from 5.7L in 2010

Unhealthy diet

Excess body
weight (obesity)

Physical inactivity

Infection-
associated
cancers (HPV,
HBYV, HIV)

Partial progress
(limited data)

Partial progress

Plans: high uptake of sugar-sweetened beverage taxation,
but only around 40-60 countries have implemented
measures to restrict food marketing to children

Outcomes: limited high-quality data; available data
suggest insufficient fruit and vegetable intake for cancer
risk reduction

Plans: most countries slow to implement system-level
measures, with obesity policies existing in many HICs but
lacking in LMICs

Outcomes: no country has halted rise in obesity; 31% to
43% increase in overweight compared to 2010

Plans: fewer than half of countries have a current, costed,
and funded national physical activity policy

Outcomes: 31% of adults do not meet guideline
recommendations; 80% of adolescents insufficiently active

Plans: broad adoption of vaccination programmes with
85% of countries including HPV vaccination in their
immunization programmes, 115 countries with HBV birth-
dose vaccination (2026)

Outcomes: infection-related cancers decreased from 16%
in 2008 to 10% in 2022; population-weighted vaccination
coverage for HPV only 31% globally (2026)

Early diagnosis Insufficient Plans: 90% of national cancer control programmes (NCCPs)
programme progress include early detection for breast/cervical, but few have
structured pathways with measurable targets
Outcomes: 91% of HICs have >60% of breast cancer cases
diagnosed in stage I + II compared to 28% of LMICs with
available data (2025)
Screening Insufficient Plans: screening remains a cancer policy priority with more
programmes progress than 75% having national cancer screening programmes;

45% of countries have adopted HPV-based screening

Outcomes: 5-year cervical cancer screening coverage is
26% in LMICs and 74% in HICs (population weighted) (2023)
with high loss-to-follow-up after positive screening test
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Cancer
control domain

Diagnostic work-
up & staging

Current status

Insufficient
progress

Key implementation gaps

Plans: 44% of NCCPs address diagnosis/staging with
defined strategies and measurable indicators
Outcomes: 47% of populations globally have little to no

access to basic diagnostic services leading to delays in
receiving cancer diagnosis and initiating treatment

Cancer surgery
access and quality

Partial progress
(limited data)

Plans: growing existence of national surgical, obstetric and
anaesthesia plans in >40 countries

Outcomes: limited inclusion in public-sector health benefit
packages; post-operative mortality gap of 4-5 times
between LMICs and HICs in multi-country study

Radiotherapy
access

Insufficient
progress

Plans: approximately 50% of NCCPs have explicit
radiotherapy strategies

Outcomes: 23 LMICs have no radiation facility; only
19-25% of LICs have reimbursement of radiotherapy in
national health benefit packages; substantial radiotherapy
downtime in LMICs; 109 countries have an increase in
radiotherapy density per cancer patient comparing 2020
with 2026

Systemic therapy
& access to
cancer medicines

Minimal progress

Plans: increased inclusion in policies but with poor policy
coherence across cancer plans, essential medicines lists
and health benefit packages; yet of 50 analysed anti-cancer
medicines in WHO's EML, only 28 (median) appear in NEMLs

Outcomes: limited data; increasing financing for cancer
medicines in HICs; reports of hospital availability ranged
from only 9-54% of LICs and lower-middle-income
countries, compared with 68-94% in HICs

Palliative and
supportive care

Insufficient
progress

Plans: inclusion of palliative care in NCCPs; 69% of
governments dedicate funding for palliative care

Outcomes: 73 million people need palliative care/year; only
14% receive it

Survivorship care
and rehabilitation

Insufficient
progress

Plans: 52% of NCCPs included strategies that addressed
post-treatment follow-up care

Outcomes: limited data; available data suggest deficits
globally with more significant lack of access in LMICs where
less than 50% have access to rehabilitation and 20% have
pathways for oncofertility

NCCP and other
cancer policies

Insufficient
progress

Plans: substantial increase in dedicated NCCPs from
50% in 2010 to 82% (2021); 73% of countries have cancer
guidelines; 52% are utilized in at least 50% of facilities
(2021)

Outcomes: only 28% of countries included comprehensive
cancer control in their health benefit package; catastrophic
health expenditure prevalence from cancer approximately
50-60% globally

Workforce for
cancer control

Minimal progress

Plans: increasing inclusion of workforce for cancer in
NCCPs

Outcomes: limited data; available studies show workforce
gaps of 2-5 times between HICs and LMICs; workforce for
cancer experiencing high burnout and attrition
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Delivering on policy intent: addressing systemic challenges
through integrated actions

Political commitments have been a driver of optimal progress when they are translated into
integrated action: national cancer control plans (NCCPs) that are properly funded; cancer
included into UHC with accessible services; robust cancer registration systems that enable
planning and monitoring; meaningful involvement of civil society in cancer policy processes;
and active engagement in global initiatives including WHO's Global Breast Cancer Initiative,
Cervical Cancer Elimination Initiative, and Global Initiative for Childhood Cancer and IARC's
Global Initiative for Cancer Registries.

Significant systemic challenges across the cancer continuum mean that single-domain
approaches risk being undermined by gaps elsewhere in the system, or by the lack of
social protections to support access to care. Comprehensive, integrated approaches yield
better outcomes than isolated, disease-specific interventions. Global challenges include
underinvestment in prevention and early detection programmes; persistent inequity in
access to diagnostic tests and radiotherapy, cancer medicines and surgery; an imbalanced
research and development agenda that prioritizes cutting-edge high-cost treatments that
deliver only marginal clinical benefits; insufficient skilled workforce, lacking in numbers and
in geographic distribution; and inadequate financing for cancer control in LMICs. Tackling
these effectively requires integrated approaches and coordinated action across multiple
levels - from global governance to community-based health systems.

Implementation progress, or rather lack of it, is a key gap: governments are increasingly
endorsing NCCPs and adopting essential national medicines lists, but too many remain
unfunded and unimplemented. The cancer planning tools, monitoring frameworks,
implementation guidance, and capacity-building support needed by countries at every
income level to design, fund, and evaluate national cancer control programmes grounded
in evidence and built on proven effectiveness are available: WHO, IARC, International Atomic
Energy Agency (IAEA) and partners provide them. Yet implementation of WHO's Best Buys
for the prevention of noncommunicable diseases, for example, remains inadequate, with
only 30% of NCCPs incorporating cancer prevention interventions. A significant barrier to
effective prevention is the growing influence of commercial determinants of health - that
is, the strategies and actions of commercial actors that shape individual health decisions
through product design, packaging, marketing, research funding and lobbying.

The future we choose; investment based on value, innovation
driven by outcomes

Spending patterns on cancer are paradoxical. A research and development agenda driven
by commercial returns rather than value for patients has resulted in development of
therapies attracting the greatest investment, but these are not necessarily those delivering
the greatest clinical benefit. Many new drugs and medical technologies have provided
marginal clinical gains despite extreme financial cost. Meanwhile, the social innovations and
human capital that are needed to translate innovations into outcomes remain chronically
underfunded. Technologies and treatments receive the attention and the financing;
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survivorship and palliative care receives neither. This spending paradox has profound
implications for LMICs. If such technologies are adopted indiscriminately, we risk importing
the same misallocations that are driving expenditure in HICs, while diverting scarce resources
away from essential, proven, affordable high-impact interventions.

In many countries of different health system complexity, governments are often falling
short not just in terms of how much they are investing in cancer, but in how they allocate
expenditure across the cancer continuum. In LMICs, underinvestment in prevention and
early detection continues to drive premature cancer death rates. In HICs, health care
expenditure on cancer is compromised by systemic inefficiencies and the misallocation of
resources toward high-cost, low-value interventions. The role of upstream market dynamics
and the global pricing and procurement architecture cannot be ignored either. Realizing
the true potential of cancer innovation in LMICs and beyond therefore requires not just
equitable access but value-based adoption frameworks grounded in rigorous assessment
to ensure that cost is commensurate with clinical benefit. This is dependent on establishing,
maintaining and strengthening population-based cancer registries (PBCR) that can improve
cancer surveillance, alongside robust progress monitoring of indicators from the WHO Global
Cancer Monitoring Framework.

Health system performance in cancer management can be a catalyst for change or a driver
for human, financial and societal crises - this is something we choose together, through
the actions we take and don't take, as stakeholders. Without accelerated action, the
burden of cancer for individuals, families and societies will continue to worsen, with the
steepest increases faced by LMICs, whose health systems are least equipped to respond.
These increases are driven by population growth, ageing and rising exposure to lifestyle
and environmental risk factors: nearly 40% of new cancer cases are preventable through
risk factors we already have evidence-based measures to address. The report provides the
evidence that cooperation across disciplines, sectors, and borders is the single greatest
determinant of success. A better future is open to us. We only need to implement it.

Our way forward: three shifts in cancer control: better capabilities,
better protections, better value

The Global status report on cancer 2026 comes at a pivotal moment for the global cancer
community - a moment that demands a fundamental shift to reorient our approach toward
the priorities and needs of people affected by cancer (see Annex) and enable transparent,
systematic and globally aligned monitoring of progress across the cancer continuum.

For too long, the cancer agenda has been caught in an identity crisis, pulled between the
pursuit of cure and the practice of care, between technological ambition and human need.
Our renewed global cancer agenda must value care as highly as cure, recognizing that most
people diagnosed with cancer will live with the disease rather than be cured of it. And it must
work actively to promote health, ensure social protections, and reduce stigma.

The report calls on all stakeholders to implement key actions, coordinated around seven
recommendations, in order to deliver, together, the three shifts we need in global cancer
control: better capabilities, better protections and better value (Table 2).
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Table 2. Seven recommendations, three shifts in cancer control

Shift 1: 1. Embed cancer control within health system strengthening and UHC,
Better capabilities using NCCPs as the catalyst for strategic action.

2. Strengthen health system capacities for comprehensive integrated
cancer service delivery.

Shift 2: 3. Include people with lived experience in all cancer-related
Better protections decision-making.

4. Enhance community-level health promotion on cancer and strengthen
social protections.

Shift 3: 5. Promote alignment and transparency in global cancer data on burden
Better value of disease and health system performance.

6. Unify the cancer agenda around equity-based, system-wide solutions.

7. Align research and innovation with public health priorities and the
service needs of LMICs.

Each recommendation specifies key actions for: governments - international organizations - civil
society - academic institutions - private sector - WHO

The future we choose together

In 2026, the global cancer story is one of profound inequity. The primary gap is no longer
a gap in knowledge, but a gap between what we know and what we do, between what we
plan and what we implement. The future of cancer control will be shaped by the choices
we make together as we define what we value, what we measure, whom we listen to, and
what we are willing to finance.

This report is an invitation to make those choices together; it provides the evidence base
and the framework to guide us in those decisions and monitor their implementation and
their impact. When global and national efforts on cancer are integrated and implemented
through better capabilities, monitored using robust data that are transparent and aligned
across regions and across initiatives; when cancer’s human, financial and societal impacts
are mitigated through better protections; when research and innovation prioritize better
value and better outcomes for us all; and when people with lived experience of the disease
as patients and caregivers are central partners in decision-making - only then can our
ambitions translate into meaningful progress for all, and allow us to build the future we
choose together, a better future for us all.
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1 Introduction

1.1 A critical juncture for cancer control

Six years on since the first WHO report on cancer was published in 2020, we face a critical
juncture for cancer prevention and control. Across the globe, and across all income settings,
the human, financial, and societal consequences of cancer are profound and growing - for
health systems, economies, individuals and families (1, 2).

Cancer is a leading cause of premature death and disability, accounting in 2021 for
approximately 9% of the global burden of disease (3). In a growing number of countries,
cancer has surpassed cardiovascular disease as the leading cause of premature deaths
among adults aged 30 to 69 (4). In 2024, there were 20.6 million new cancer cases worldwide?
(19.5 million new cancer cases excluding non-melanoma skin cancer: 9.9 million in men and
9.6 million in women) and nearly 10 million people will die from this disease. Approximately
one in five people will be diagnosed with cancer during their lifetime (5). The cumulative
global economic cost of cancer is projected to exceed US$ 33.2 trillion* between 2020 and
2050 (7).

The enormity of these numbers must not detract from the real and personal human
experiences of individuals living with cancer and their caregivers. The global cancer
community continues to see real progress in many important aspects of cancer control, but
when we take the time to ask people with lived experience of cancer - as WHO has done in
its survey of lived experience - it is clear that we continue to fall short in ways that make a
qualitative difference to people’s lives.

Hard-won gains, undermined by the current global reality

In part, this is because hard-won gains in cancer prevention and control are being undermined,
or even reversed by a de-prioritization of cancer services against the current global reality
of geopolitical instability, including armed conflict, economic crises, the coronavirus disease
(COVID-19) pandemic, and political fragility. The effects of this are especially consequential
in countries undergoing epidemiological transition, where ageing populations and rising
cancer incidence require rapid scale-up of health system capacity and sustained strategic
investment to deliver cancer services at a pace commensurate with the growing burden
(6, 7). As cancer rates rise, the urgent need for investment is most critical in low- and middle-
income countries (LMICs), which are often facing both limited resources and rising incidence
rate, requiring health systems to strengthen in leaps.

With less than five years remaining to achieve the Sustainable Development Goal (SDG)
targets, the world stands at a critical juncture for achieving health-related targets for the
2030 Agenda for Sustainable Development. Based on 2010-2019 data, only 12 countries are

3 Including non-melanoma skin cancers.

4 Based on Chen et al. (2023) (7), the original estimate of INT$ 25.2 trillion in constant 2017 prices was converted to US$ in
2024 prices using a US CPI adjustment factor from the World Bank.



on track to meet the SDG 3.4 target to, by 2030, reduce by one-third premature mortality
for all cancers (3). In contrast, 48 countries have rising rates of premature mortality from
cancer linked to rising cancer burdens (3).

The world faces a fundamental choice: without urgent, integrated and sustained action by
all stakeholders, cancer incidence will only continue to rise, avoidable deaths will increase,
and gains achieved over decades of investment will be put at risk, deepening inequities and
costing millions of avoidable lives lost.

Reasons for optimism

Yet despite the scale of the challenge, there are compelling reasons for optimism. Evidence-
based preventive and control measures are being implemented by a growing number of
governments, with accelerated formulation and implementation of national cancer control
plans (NCCPs) indicating strengthened political prioritization of cancer in national health
agendas (8). At the global level, World Health Assembly resolution WHA70.12 and the renewed
commitments made by United Nations (UN) Member States at the 2025 Fourth High-level
Meeting of the UN General Assembly on noncommunicable diseases (NCDs) reflect a growing
political commitment to NCDs, including cancer prevention and control. WHO's Global
Childhood Cancer Initiative, Cervical Cancer Elimination Initiative, Breast Cancer Initiative and
IARC's Global Initiative for Cancer Registries have generated significant national action. Civil
society, international cancer organizations and nongovernmental organizations (NGOs) have
all been instrumental in elevating cancer on the global agenda and better engaging people
with lived experiences, as reflected in WHO Framework for meaningful engagement of people
living with noncommunicable diseases, and mental health and neurological conditions (9).
We must now build on this positive momentum until every person, everywhere, can access
high-quality cancer prevention and care.

The Global status report on cancer 2026 sets out how we can do this, through complementary
stakeholder actions coordinated around seven recommendations, to achieve the three key
shifts we need in cancer control: better capabilities, better protections and better value.

Without urgent, integrated, _
sustained action by all stakeholders,

_gains achieved over decades of
investment will be put at risk
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Box 1. What is new in the Global status report on cancer 2026?

The first WHO report on cancer was published in 2020 (70). Since then, considerable
progress has been made but persistent challenges remain unresolved. Building on
previous publications by WHO including IARC, the 2026 WHO report brings new
evidence, using priority indicators informing WHO's Global Cancer Monitoring
Framework to push the cancer agenda and provide specific recommendations.

The first WHO and IARC cancer reports from 2020:

presented the global burden of cancer;
positioned cancer as a global public health priority;

provided guidance on how evidence can inform national cancer programmes and
policies; and

analysed approaches to improve cancer planning, financing and implementation.

Building on those previous reports, the new Global status report on cancer 2026:

analyses the key drivers of success and systemic challenges behind the progress
made, and not made, in cancer prevention and control;

utilizes priority indicators that are informing the WHO Global Cancer Monitoring
Framework to track our progress;

incorporates the perspectives of people with lived experience of cancer;

makes practical recommendations to policymakers and stakeholders for action.

1 Introduction |
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1.2 A critical measure for health systems

The challenges we face in cancer control mirror the

pressures confronting health systems generally.
These include rapidly rising health care costs, delayed
implementation of evidence-based policies, a workforce
under strain, weak surveillance systems, market
fragmentation, supply chain disruptions, complex care

Progress in cancer control
is both a disease-specific
response and a strategic
investment in health system
resilience

delivery pathways, and inequitable access to care.

Quality of cancer control services has therefore emerged as a vital measure of overall health
system performance and a key indicator of health system maturity as countries advance
toward universal health coverage (UHCQ).

This means that progress in cancer control is both a disease-specific response and a strategic
investment in health system strength, equity and resilience - an investment that builds
integrated, people-centred health systems that enable everyone to achieve the highest
attainable standard of health (Table 3).

Table 3. Cancer control as a measure of health system performance

Assertion

Cancer control
reflects

health system
performance and
maturity

Rationale

Cancer outcomes depend on a functional continuum of integrated
services ranging from health promotion, primary preventive measures,
screening and early detection, timely and accurate diagnosis, evidence-
based multidisciplinary treatment approach with inclusion of palliative,
rehabilitation and supportive care. Effective service delivery requires
coordinated primary, secondary and tertiary care linked through reliable
referral systems and strong, integrated data systems.

Impactful cancer
control is closely
linked to UHC

Equitable access to essential services and financial risk protection, which
are core components of UHC, are prerequisites for progress in cancer
control. High out-of-pocket (OOP) costs for cancer care are a major cause
of catastrophic health expenditure.

Cancer outcomes
vary based on
system strength
and investment

Inequities in cancer survival are driven by differences in prevention, early
detection, diagnostic capacity, treatment access, workforce density, and
financing mechanisms.

High prevalence of workforce shortages and burnout in oncology
undermines the quality and continuity of cancer services.

Oncology is a
leading field in
health products
and system
innovations

Oncology has been a leading field for precision medicine, next-
generation molecular testing, digital pathology, Al-enhanced diagnostics
and treatment decision tools, and an ever-expanding armoury of

novel targeted therapies and immunotherapy. Adoption of these
innovations tests entire health systems including regulatory systems,
health technology assessment capacity, procurement mechanisms, and
reimbursement design and value-based pricing frameworks.
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1.3 A critical focus on inequity and on listening to people affected

Inequities in cancer exist across the cancer continuum, between countries and within them,
such that a person’s chances of surviving cancer depend less on the biology of their disease
than on where they live, their economic circumstances, and whether their country has
invested in comprehensive cancer care as part of UHC.

In many LMICs, limited access to essential, integrated services contribute to survival
gaps (77). Only about 28% of countries include the basics of cancer management within
their financed core health-benefit packages (77). Meanwhile, global investments in cancer
research, technological innovation, and advanced treatments are asymmetrically focused
on HICs.

Even within HICs, inequities along education, gender, socioeconomic and ethnic lines (12-14) are
compounded by the growing financial burden of cancer care, which often pushes households
into excessive OOP expenses and poverty, undermining public health gains (75, 16).

Tackling these inequities effectively requires us to better understand the multifactorial impact
of cancer on people’s lives, and the broader difficulties encountered by those individuals
and by their families, caregivers, health systems and societies both in accessing care and
in living with and beyond cancer. This requires us to engage people affected by cancer in
shaping the global cancer research and policy agenda in more meaningful ways.

1.4 Scope and purpose of this report

The purpose of the report is to present new data and, drawing on the lived experiences
of cancer patients, explain the actions and investments needed to further advance cancer
control. This includes offering actionable, equitable strategies for global improvements in
cancer control, prioritizing people-centred prevention and care.

Although the report's primary audience is government policymakers, especially in LMICs,
its messages and recommendations also apply to technical programme managers, health
professionals, civil society and advocates, philanthropic organizations, academia, the private
sector, and people affected by cancer worldwide.

In section 2, the report presents the current cancer burden, its trends, determinants, and
impact on individuals, families and health systems. Drawing on a global survey, itincorporates
the perspectives of people with lived experience of cancer as a foundational input to its
analysis; their voices are incorporated throughout the report.

In section 3, the report provides a status update on implementation progress in key cancer
control domains that will enable alignment in the systematic tracking of progress across
the cancer continuum.

In section 4, it analyses the drivers of success and the systemic challenges that are impeding
success in achieving equitable cancer control.

In section 5, the report outlines our path forward, specifying actions needed by all
stakeholders, coordinated around seven recommendations, to deliver the three shifts we
need in cancer control: better capabilities, better protections and better value.
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2 The global cancer burden: what we
know from the data and from the people
affected

This section describes the current global cancer The global cancer burden
burden - key trends in incidence and mortality, is substantial and growing,
the risk factors and determinants driving those uneven and inequitable, and
trends, and the broader burden that cancer multi-layered in its impacts

exacts on individuals, families, health systems
and societies.

The quantitative data presented draw on the world’'s most comprehensive cancer surveillance
resources, and attest to a global cancer burden that is substantial and growing, uneven and
inequitable, and multi-layered in its impacts (77).

The qualitative data attest to cancer’s human impact. People diagnosed with cancer endure
not just the disease itself, but gruelling treatments with profound and often lifelong side-
effects, layered on top of significant psychological distress. The diagnosis alone triggers
existential fear that can last long after treatment ends. Critically, this also affects spouses,
parents, children and siblings who take on unpaid caregiving roles that damage their own
careers, mental health and relationships. In the results of the WHO global survey on the
lived experience of people affected by cancer, we hear in people’s own words how their lives
are affected (see section 2.5).

The financial and economic impacts of cancer, too, are multi-layered: health systems are
strained by the rising costs of care, creating complex and delicate allocation dilemmas. For
diagnosed individuals and their families, cancer brings acute and prolonged financial hardship
through high OOP costs, lost income, and the risk of catastrophic health expenditure: cancer
is a leading driver of medical bankruptcy at household levels. Even in countries with UHC,
indirect costs of cancer - lost wages, housing, childcare - can be ruinous (see section 2.6).



Box 2. What is cancer?

Cancer is the disease that happens when cells in the body start to grow and multiply
in an uncontrolled way. There are over 100 different types of cancer, each with their
own names, symptoms and treatments (78). Some grow and spread faster than others.

Cancer can start in almost any cell or tissue in the body - from the skin to the blood,
lungs to bones. Normally, cells divide to help us grow, heal and replace old or damaged
cells, but sometimes this careful process breaks down due to changes in the cell's DNA.
When this happens, abnormal cells can build up to form a lump known as a tumour,
and these cells can invade nearby tissues or spread to other parts of the body in a
process called metastasis.

Our understanding of what causes cancers to start is substantial: to date, IARC has
identified 135 agents that are carcinogenic to humans (79). Our age is one factor that
affects our risk: our bodies have ways to repair or remove damaged cells, but these
natural defences get weaker as we age. Genetics plays a part. Other factors that affect
our chances of a cancer developing include the environment we live in, our lifestyle,
and our exposures to chemicals or infections.

2.1 Global cancer incidence rates

By cancer type

In 2024, there were 20.6 million new cancer cases worldwide® (19.5 million new cancer cases
excluding non-melanoma skin cancer: 9.9 million in men and 9.6 million in women). In men,
the highest incidence was recorded for lung cancer® (1.6 million cases), followed by prostate
cancer (1.5 million cases) (Fig. 1). Among women, breast cancer had the highest incidence
with 2.4 million new cases, followed by lung cancer® with 1 million recorded cases (Fig. 1).
For either sex, colorectal cancer is the third most common cancer (1.1 million cases for men,

0.9 million cases for women) (5).

Childhood cancer is considered distinct from adult cancers: an estimated 400 000 new
cancers arise annually among children and adolescents worldwide (0-19 years old), with

approximately 90% thought to occur in LMICs (20).

5

6

8

Including non-melanoma skin cancers.
Comprising tracheal, bronchial, and lung cancers (ICD-10: C33-C34) as classified in GLOBOCAN 2024.
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Fig. 1. Global incidence of cancer by type of cancer for males and females, 2024
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Cumulative risk

The cumulative risk (0-74 years of age) of developing cancer is approximately 19.8%, which
means about one in five of us will develop cancer in our lifetime (5). This represents the
probability of developing cancer between birth and 75 years of age based on current rates.
This risk varies substantially by setting, reaching 27.6% in countries with very high Human
Development Index (HDI) compared to 12% in countries with low HD]I, reflecting differences
in life expectancy and diagnostic capacity including rates of indolent cancers identified
through screening programmes, and risk factor exposure rather than inherent biological
susceptibility (217).

By continent

In terms of absolute numbers, it is Asia that dominates the global distribution of new cancer
cases, accounting for 53% of the total burden (attributed to its vast population), compared
to 21% and 11% of new diagnoses for Europe and northern America respectively (Fig. 2) (5).
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Fig. 2. Global incidence of cancer, by continent, 2024

Oceania
209 644 (1.1%)

Africa
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Europe
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By income level

Most of the cancer cases recorded in 2024 occurred in HICs and upper-middle-income
countries (U-MICs) (6.9 and 7.9 million cases respectively), followed by L-MICs (4 million
cases) and LICs (0.6 million cases) (5).

When looking at global age-standardized incidence rates (ASIR), the cancer burden is
substantially higher in HICs (275 per 100 000 population) compared to U-MICs (197 per
100 000 population), L-MICs (119 per 100 000 population) and LICs (122 per 100 000
population) (Fig. 3).

This trend is attributed to the higher prevalence of risk factors such as smoking, infections,
alcohol consumption, obesity and physical inactivity, coupled with greater access to diagnostic
testing and fewer competing causes of death.
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Fig. 3. National age-standardized cancer incidence rates per 100 000, both sexes, 2024
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2.2 Global cancer mortality rates and survival

2.2.1 Cancer mortality rates

An estimated 9.7 million deaths globally were
attributable to cancer in 2024 (5). Of all cancer
deaths, over 4.8 million occurred among adults
aged 30 to 69, representing a substantial burden
of premature cancer mortality. Approximately one
in nine men and one in 13 women will die from
cancer before the age of 75 years old (5).

Approximately one in
nine men and one in
thirteen women will die
from cancer before the
age of 75

WHO Global Health Estimates from 2021 reveal that cancer is the leading cause of premature
mortality in 41 countries, the second leading cause in 37 countries, and third leading
cause in 47 countries. Cancer contributed to approximately 16.5% of all global deaths
(excluding COVID-19-related deaths), making cancer the second leading cause of death
after cardiovascular disease (3).

By cancer type

GLOBOCAN 2024 data provide specific mortality figures by cancer type. Among men, lung
cancer’ was the leading cause of cancer-related deaths (1.3 million deaths), followed by
colorectal cancer (0.5 million) and cancer of the liver and intrahepatic bile ducts (0.5 million).
For women, breast cancer caused the highest number of cancer-related deaths (0.7 million),
followed by lung cancer (0.6 million) and colorectal cancer (0.4 million) (5) (Fig. 4).

7 Comprising tracheal, bronchial, and lung cancers (ICD-10: C33-C34) as classified in GLOBOCAN 2024.
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Fig. 4. Global mortality of cancer, by type of cancer for (a) males and (b) females, 2024
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By continent

Cancer mortality varied by geographical region with most cancer deaths recorded in Asia
(56.6%) followed by Europe (20% of cancer deaths) (Fig. 5) (5).

Fig. 5. Global mortality due to cancer, by continents, 2024
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76 159 (0.78%)

Northern America
718 602 (7.4%)

Africa
721 629 (7.4%)

Latin America
and the Caribbean
751 636 (7.7%)

Asia
Total cancer cases 5 492 805 (56.6%)
9703786

Europe
1942 955 (20.0%)

By income level

By income level, U-MICs recorded the highest number of deaths in 2024 (4.1 million), followed
by HICs (2.8 million), L-MICs (2.4 million), and LICs (0.4 million). These absolute figures reflect
differences in population size rather than cancer-related outcomes. When assessed by age-
standardized cancer mortality rates (ASMR), the estimates are more comparable: highest
ASMR is 91 per 100 000 population for U-MICs and the lowest ASMR is 72.5 per 100 000
population for L-MICs (Fig. 6) (5).

2 The global cancer burden: what we know from the data and from the people affected I 13



Fig. 6. National age-standardized cancer mortality rates per 100 000, both sexes, 2024
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Fig. 7. Trends in age-standardized cancer incidence and mortality, by continent, from
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Temporal trends in ASIR and ASMR also reveal divergent trends across countries by income
level. The majority of countries in Western Europe have seen a reduction in ASIR and ASMR,
while data from LMICs demonstrate an increase in ASIR, ASMR or both (Fig. 7) (22).

Disability-adjusted life years (DALYS)

Disability-adjusted life years (DALYs), a health metric that e (D
measures years of life lost and years lived with disability, represent 9% of
provides a more comprehensive picture of cancer burden total health DALYs
than incidence or mortality data alone.

In 2021, cancer DALYs represented 9% of total DALYs, a percentage that increases with age,
income-level and time (Fig. 8) (3). Comparing data from 2000 and 2021, there is a striking
overall increase from 1.2% to 1.4% of total DALYs among children <15 years old, an increase
from 12.1% to 14.8% among people aged 30-49 years old, and an approximately 5% increase
in people aged 50-69 years old (from 22.8% to 27.3%) and those 70+ (from 28.4% to 33.6%,
noting that the percentage of cancer DALYs could have been even higher in the absence of
the COVID-19 pandemic). These trends reflect both rising cancer incidence and successful
communicable disease control in midlife and foreshadow rapid rising proportion of cancer
burdens in LMICs (3).

Fig. 8. Cancer as a share of total disability-adjusted life years, by age cohort and
income group, 2021
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After being diagnosed at 15 with Ewing Sarcoma, I was left with
nerve damage on the leg and chronic pain. That led to more than
20 surgeries, innumerable appointments, physical and mental
struggles, and in 2021, I made the decision to amputate. I am
now a left below-the-knee amputee - and this has opened a whole
new world of barriers... I hope one day the world realizes that
people with disabilities also want to participate in life, not just
survive.

The effect of my diagnosis on both my emotional and mental health has been incredibly
big and difficult to process. It's only after I've finished having issues with my physical health
that I have realized how burned out I was, how much I had ignored my mental health whilst
focusing on solving the other problems. There is a need to have psychological help that
goes parallel with the treatment and the following years. This help also must be according
to the age of the patient/survivor.

I'was diagnosed as a teenager, and after finishing my treatment,

I felt like I was dropped back into the world, back into high \
school, after what seemed like a bad dream. For many years,

I felt the dissonance of my life experience compared to my

peers. It was a difficult adjustment because I felt I had to

navigate those new waters on my own. I had my follow-up

appointments, but they were all about my physical health;

I'was barely asked about my mental health. That - and the

issues I had post-treatment - made my mental health issues

very layered, and I've had to work on them for a really long time.

Every time I had a new surgery, I felt the tsunami of destruction over and over again. It’s
only now, 19 years after, as an adult, that I have realized how burned out I am. And only
now do I feel like I can work out some of those psychological issues I wasn't warned about.

Andrea Ruano, person with lived experience of cancer, Spain

2.2.2 Cancer survival

CONCORD results on cancer-specific 5-year net survival
reported improvement over the past two decades in
many regions of the world. In HICs, five-year net survival
for cancers such as breast, colorectal and childhood
cancer now exceeds 80-90% (Fig. 9), thanks to advances
in early detection (Fig. 10), timely diagnosis, treatment,
and supportive care (23).

16 Global status report on cancer 2026: the future we choose together

Cancer-specific 5-year
survival has improved
significantly in many
regions of the world



Fig. 9. Survival trends from (a) breast, (b) colorectal and (c) prostate cancer,
2000-2014
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5-year survival

Fig. 10. 5-year net survival in breast cancer (24) (2017-2021) by proportion of breast
cancers diagnosed in early stage, 2010-20198
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New WHO survival estimates for breast cancer and childhood leukaemia

In response to WHO Member States' requests to
strengthen cancer surveillance to inform country-

led actions, in 2026, WHO produced breast and WHO has produced

childhood cancer survival estimates for the first Coun.try-comparable

time (20). Data were modelled for all Member survival estimates for
breast and childhood

States for the period 2017-2021, drawing on
observed survival data and health system
predictors of cancer care effectiveness.

cancer for the first time

For breast cancer, 5-year net survival estimates were four-fold higher in many HICs than
in some sub-Saharan African countries (Fig. 11a). The median age-standardized 5-year net
survival during 2017-2021 was 39% in sub-Saharan Africa, with more than half of countries
not reaching 50% (24).

These inequities underscore the importance of the Global Breast Cancer Initiative (GBCI),
which provides governments with a framework for strengthening breast cancer services
through early detection, timely diagnosis, and comprehensive management with the goal
of reducing breast cancer mortality by 2.5% per year and saving 2.5 million lives by 2040
(see section 4.2.1).

8 5-year net survival in breast cancer (24) (2017-2021) by proportion of breast cancers diagnosed in early stage, 2010-2019.
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WHO five-year net survival estimates for children diagnosed with lymphoid leukaemia report
substantial improvement in global survival between 2000 and 2021. Overall, for the years
2017-2021, 104 (54%) among the 194 countries reached the 60% five-year survival for acute
lymphoblastic leukaemia set up under the Global Initiative for Childhood Cancer (GICC) (20)
(see section 4.2.1).

The median survival estimates revealed an uneven progress between regions, with most
of the African (with medians between countries varying from 19-74%), and South-East Asia
(26-69%) and specific areas of the Eastern Mediterranean (19-83%) regions falling behind
the progress made by the Region of the Americas: with medians between countries varying
from 22-92%; European: 51-93% and Western Mediterranean 25-91% regions (Fig. 11b).

These estimates align with the 2026 release of CONCORD-4 estimated 5-year Cancer Survival
Index for all childhood cancers combined, which demonstrated an increase in most countries
between 1990 and 2019. For children diagnosed during 2015-19, the index was more than
80% in most HICs, in the range 60-80% in most U-MICs, and in the range 50-60% in the five
participating L-MICs (25).
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Fig. 11. Age-standardized 5-year net survival estimates for (a) women diagnosed
with breast cancer, 2017-2021 and (b) children diagnosed with lymphoid leukaemia,
2000-2021
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2.3 Tracking SDG 3.4: premature mortality from NCDs

Between 2010 and 2019, only 12 countries were on track to meet the SDG 3.4 target for all
cancer combined, which aims for a one-third reduction in premature mortality from NCDs,
including cancer, by 2030. In contrast, 48 countries have rising rates of premature mortality
from cancer linked to rising cancer burdens (3).

However, there are grounds for optimism. Between

2000 and 2019, premature mortality rates from cancer Only 12 countries
declined in 138 out of 183 countries (75%) (3). Projections are on track to meet
up to 2050 indicate a continued but unequal reduction SDG target 3.4 for all
in global premature mortality from cancer across cancers

countries by income level (Fig. 12 and Fig. 13) with the
lowest decline in LMICs (see Box 3 for the methodology
of projections).

Progress is being driven by primary prevention efforts, such as tobacco control (lung, head and
neck, bladder) and reduction in consumption of salted foods and reductions in Helicobacter
pylori infection (gastric cancer), HBV vaccination (liver cancer), HPV vaccination (head and
neck, and cervical cancer) with slower progress in cancers requiring robust health systems
for early detection and treatment, such as breast, colorectal and prostate cancers (26).

Box 3. Methodology for projections

The age-standardized mortality rates (ASMRs) per 100 000 population for individuals
aged 30-70 years, both sexes combined, for each of the four major NCDs, were
estimated using the WHO Global Health Estimates age-specific crude mortality rates by
year, location, disease and age group. ASMRs were calculated by direct standardization
using the WHO standard population. Projections for 2020-2050 were generated by
fitting linear regression models to the 2000-2019 ASMR trends separately for each
location and disease. The years 2020 and 2021 were excluded from model fitting
because mortality patterns during the COVID-19 pandemic were atypical and could
introduce instability into long-term trend estimates.
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Fig. 12. Global age-standardized mortality rate for both sexes between 30 to 70 years
old per 100 000 population for the four major NCDs (cardiovascular disease, cancer,
diabetes, and chronic respiratory diseases), 2000-2050
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Fig. 13. Global age-standardized mortality rate for both sexes between 30 to 70 years
old per 100 000 population, for all cancers excluding non-melanoma skin cancer, by
income group, 2000-2050
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Box 4. Inequalities in cancer service coverage, social determinants of health
and health outcomes

Predictors of inequalities are complex and intersecting, an unjust interplay of social,
economic and structural factors. Populations with factors predictive of inequalities
are more likely to experience worse outcomes and increased hardship after treatment
(see section 2.5).

Education level

Individuals with lower levels of education are more likely to engage in high-risk
behaviours such as smoking and poor dietary habits, which contribute significantly to
higher cancer incidence and mortality rates. Educational differences also impact health
literacy and trust in the health sector, with the potential for unsuccessful navigation
of complex care steps following a cancer diagnosis (27).

Rural vs urban

Rural populations face significantly lower access to cancer early detection, diagnosis,
and treatment compared to urban areas, with coverage gaps globally (27-29). In the
USA (2015-2019 data), HPV-associated cancer incidence was 12.3 per 100 000 non-
metropolitan areas versus 11.1 in metropolitan areas, driven by higher cervical and
oropharyngeal cancer rates due to limited vaccination and screening uptake (30).
Diagnostic and treatment centres are predominantly situated in urban locations,
creating severe barriers for rural populations (37).

The gap between rural and urban cancer care is not merely a matter of geographic
distance, but reflects a deeper inequality in life chances. While diagnostic and
treatment services are concentrated in urban areas, patients in rural regions often
face a long and difficult care journey. Patients are forced to travel long distances
repeatedly under challenging conditions just to access essential services. This distance
not only leads to delays in diagnosis but also makes continuity of treatment a daily
struggle, often resulting in interruption. Limited access to information and support —
particularly among patients with low literacy levels or those navigating the system
alone — further increases their vulnerability within the health system.

Mohamed Belkadi, patient advocate, Morocco

Racial group

Systemic and structural racism contribute substantially to cancer inequities, resulting
in marginalized racial subgroups facing significantly lower relative survival rates,
longer delays in initiating therapy, and an increased risk of dying from highly treatable
malignancies due to unequal access to early detection and advanced precision
medicines. In multiple countries, black people experience significantly worse outcomes;
mortality rates are declining at a slower rate and threatening future gains because
of racial inequalities (32, 33). The landmark African Breast Cancer - Disparities in
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Outcomes study (ABC-DO) by IARC revealed large racial variations in Namibia (84% in
white women, 69% in mixed race women, and 45% in black women) and South Africa
(54% in mixed race women and 46% in black women), with lower 5-year survival in
other countries (37% in Zambia, 31% in Uganda, and 24% in Nigeria) (34).

Gender

Males generally experience higher cancer incidence and mortality rates than females
across most non-sex-specific cancers: men are both more likely to get cancer, and
more likely to die from it. However, when women get cancer, they experience more
difficulties than men do in accessing the same level of care. Contributing factors to
these disparities differ across the life course (35). Sexism intersects with ageism and
racism, with evidence that older women have historically been underrepresented in
cancer research and less likely to receive guideline concordant care. Globally, women in
LMICs are significantly less likely to receive timely treatment than men for comparable
cancers (74, 36).

I'was already stage III when they found the tumour because
I was systematically being told I was overreacting and I was
making everything up.

Mila Ogalla, person with lived experience of cancer, Spain

Persons with disabilities

In a limited number of countries with available data, persons with disabilities encounter
additional barriers to cancer prevention and care, facing a higher mortality from
preventable cancers (37-39). Compared to people without disabilities, persons with
disabilities receive poorer quality cancer care, including lower access to state-of-the-
art care or curative-intent therapies, treatment delays, undertreatment or excessively
invasive treatment, worse access to in-hospital services, less specialist health care
utilization, less access to pain medications and inadequate end-of-life quality of
care (40). In HICs, screening uptake is substantially lower among disabled populations
due to inaccessible facilities and stigma, while in LMICs, this gap increases, with
comorbidities amplifying inequities (41). Disability-disaggregated data reveals 40%
lower treatment completion rates, underscoring the urgent need for inclusive health
systems (42). Persons with albinism deserve specific attention, owing to the cumulative
effects of disability, social inequalities, stigma as well as excessive vulnerability to skin
cancer (43).
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The world is not prepared for people with disabilities; I now realize we're often the
afterthought.

Andrea Ruano, person with lived experience of cancer, Spain

Indigenous populations, immigrants and displaced populations

Indigenous peoples experience disproportionate cancer burdens due to systemic
barriers in access to clinical trials, preventive services and treatment. In Australia,
Indigenous Australians have breast cancer mortality rates 1.2 times higher than non-
Indigenous populations, with 5-year survival at 81% versus 90% (44). In New Zealand,
compared to non-Maori, Maori women are twice as likely to be diagnosed with cervical
cancer, three times as likely to die from this disease, and their screening coverage is
47% compared to 76% (45).

There is no information about cancer in the indigenous dialects. Also, no real support
or early detection of cancer in these populations.

Carmen Monge, person with lived experience of cancer, Costa Rica

Box 5. Cancer in emergencies

In any emergency setting, whether conflict, natural disaster or climate shock, access
to essential medicines and diagnostics can become severely limited. Health care
infrastructure is often decimated, and cancer prevention, detection and treatment
are further complicated by the burden of trauma and displacement.

At the end of 2025, at least 117.8 million people worldwide were forcibly displaced.
Population displacement leads to a lack of continuity of care for patients in host
countries - and 68% of refugees and those in need of international protection are
hosted in LMICs (46), already facing their own challenges.

My house was destroyed during the conflict and I could not obtain my medical papers
and test results and the papers that show that I was insured through social security.

Person with lived experience of cancer, displaced from Beirut to Jbeil, Lebanon

Living in conflict-affected settings is known to increase avoidable deaths (47, 48).
Conflicts cause the destruction of infrastructure such as health facilities and equipment,
they disrupt supply chains for cancer medicines and prevent equipment maintenance,
and the physical violence, loss of salaries and destruction of infrastructure caused
by conflicts cause the workforce to flee. Where services remain, they are redirected
towards trauma and acute care. Financial constraints and higher prices for services,
as well as workforce shortages and lack of surveillance and monitoring systems all
exacerbate the challenges of delivering care in emergency settings (49).
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Consequently, conflicts disrupt cancer care right across the continuum (50). Where
patients can still access services, continuity of cancer care is often lost due to
displacement, economic hardships or travel insecurity; there is a lack of safe corridors
to allow patients to access services, either in safe areas within their own countries or
across borders. Where conflicts are protracted, lasting decades, this often results in
cancer care services not being developed, such as the lack of radiotherapy in Somalia,
Haiti and several countries of the Sahel region of Africa.

Lessons learned from Ukraine and other conflicts emphasize the value of regional
and international solidarity. The inclusion of cancer control in emergency response
plans is needed to carry out and use research to improve continuity of care, during
and after emergencies and disasters (49). This includes deployment of innovative
models for integrating the cancer care continuum so as to enhance health care system
resilience in emergencies (8). WHO and partners outlined a global vision that includes
integrating cancer in humanitarian response efforts; addressing the specific needs of
paediatric patients with cancer; improving cancer intelligence and surveillance systems;
conducting research to explore cancer care in emergencies and developing strategies
to navigate the logistical and financial challenges of providing cancer care during
crises (49). Priority actions are also outlined in the war and cancer manifesto (50).

People living with NCDs in humanitarian crises are more likely to see their condition
worsen due to trauma, stress, or the inability to access medicines or services.

We must find ways to better integrate NCD care in emergency response.

WHO Director-General, Dr Tedros Adhanom Ghebreyesus

2.4 Trends: current drivers and future projections

2.4.1 Past trends
Widening health inequities

Overall, over the past decade, cancer incidence and

mortality rates have risen most rapidly in settings Cancer acts as both a
with the weakest health systems, widening existing marker and a driver of
inequities. health inequity

As premature mortality rates are decreasing more slowly

for women than for men, cancer acts as a key driver of gender disparity (26). Consequently,
cancer acts as both a marker and a driver of health inequity, and places a disproportionate
burden of avoidable suffering on populations with the fewest resources (Fig. 14) (3)
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Fig. 14. Trends in the annual rate of change in premature mortality from 2000 to
2019 for all cancers, by sex and income level
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Lung cancer

Mortality from lung cancer
has reduced following the
impact of tobacco control
measures

Mortality from lung cancer in men was increasing
before the 1980s, predominantly due to tobacco
use, before reducing significantly following the
impact of tobacco control measures (Fig. 15a). Lung
cancer mortality in males has also declined in nearly
all countries in the past 20 years, because of these reductions in incidence and, in HICs,
progressive improvements in early detection and high-quality treatment including innovative
targeted medicines (see Fig. 15b) (22, 51, 52).

Breast cancer

Conversely, breast cancer incidence in females has generally increased consistently, likely
related to population ageing, increased risk factor exposures and detection through
screening programmes in HICs (Fig. 16a) (22). Breast cancer mortality is a mixed picture:
most HICs have achieved reductions in ASMR, while in some U-MICs, mortality rates continue
to increase or remain stable (Fig. 16b).
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Fig. 15. Lung cancer trends in (a) age-standardized incidence and (b) mortality in
males, selected countries
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Fig. 16. Breast cancer trends in (a) age-standardized incidence and (b) mortality in

females, selected countries
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2.4.2 Future cancer trends

IARC estimates (based on projected changes in
population growth and ageing, and assuming overall

. . IARC estimates
Fancer ra‘te‘s rgmaln unchanged? project a 66.7% global project a 66.7% global
!ncrease in incidence by 2050, V\{Ith thg greatest burd‘en Ierea oI e
in LICs (133.3 %) and lower-middle-income countries incidence by 2050

(86.5 %) (5) (Fig. 17a). Al WHO regions are projected to
experience an increase in cancer incidence, with the
biggest increases projected in the African and Eastern
Mediterranean regions with 125.2% and 109.8% respectively (Fig. 17b).

Fig. 17. Estimated number of new cancer cases from 2024 to 2050, both sexes, by
income level (a) and WHO region (b)
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b. Estimated number of new cases (in millions) by WHO region
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2.4.3 Drivers of increasing cancer burden
Ageing populations

The increase in older population is a significant
driver of the projected increase in cancer incidence
for the next decades. Individuals aged 65 and
above accounted for 53% of the 20.6 million cancer
cases in 2024 (53). For select cancers, however,
there are increasing rates among younger
populations (Box 6).

In addition to demographic changes and ageing
populations, persistent risk factor exposures for
cancer will play a key role in the overall projected
increase in cancer incidence (Fig. 18a) and
mortality (Fig. 18b).

Most cancer-related cases
are in individuals aged 65
and older; however, some
cancers are becoming more
common in younger people
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Fig. 18. Incidence (a) and mortality (b) projected estimated numbers for all cancers,
2024 to 2050, by sex
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Modifiable risk factors

In 2022, 38% of all new cancer cases worldwide were

attributablg to 30 modifiable r‘is.k factors;‘ in women, 38% of all incident
the proportion was 30% (2.7 million), and in men 45%
(4.3 million). The proportion of preventable cancers
varied across regions and sex, ranging in women
from 25% in the Northern Africa and Western Asia
to 38% in sub-Saharan Africa; and from 28% in Latin
America and the Caribbean to 57% in East Asia (54).

cancers could be
prevented by modifiable
risk factors

The leading contributors globally were tobacco use, infections, alcohol consumption, and
high body-mass index (BMI) accounting for 15%, 10%, 3% and 2% of all new cancer cases,
respectively (Fig. 19).

Tobacco use is a risk factor for multiple cancer types. The global average of tobacco use in
2005 was estimated at 29.4% of people aged 15 or older (45% of males and 13% of females).
By 2024, tobacco use rates had dropped to an average of 19.5% (32.5% of males and 6.6%
of females), and its prevalence continues to decline in all WHO regions (Fig. 20a) (55).

In 2022, a total of 2.3 million new cancer cases (10%) were attributable to infectious
agents - mainly H. pylori, human papillomavirus (HPV), hepatitis B, hepatitis C and Epstein-
Barr viruses (54). Substantial progress has been made to reduce infection-associated cancers,
particularly HPV linked to the Cervical Cancer Elimination Initiative and among populations
living with HIV. Slower progress has been noted in infection-related liver cancer due to
suboptimal vaccination rates and inadequate access to treatment for viral hepatitis.

Globally, in 2022, nearly 700 000 new cancer cases (3%) were attributable to alcohol
consumption (54). Alcohol consumption is projected to increase globally, led by increased
consumption in the South-East Asia and Western Pacific regions (Fig. 20b).

In 2022, cancer incidence attributable to excess body weight was 2.4%, with 537 702 new
cancer cases (54). Projections on obesity prevalence depict a dramatic increase in the coming
years in all WHO regions. Additionally, obesity is rising faster in LMICs and small island
developing states than in more wealthy economies (Fig. 20c).

The scale of recently established risk factors (such as soil and air pollution, microplastic
consumption) is not well established, though increasing exposures are reported.
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Fig. 19. Cancers attributable to modifiable risk factors, number of absolute cases per
cancer type for (a) women and (b) men, 2022

a. Women
Very High Breast (25%)
High Trachea, bronchus and lung (9.9%) o——————————————*9
Colorectal (9.0%)
Cervix uteri (7.2%) e
Medium Corpus uteri (4.6%) o——————+o
Stomach (3.7%) o

Ovary (3.5%) &——®
Liver and intrahepatic bile ducts (2.9%) o—o
Non-Hodgkin lymphoma (2.6%) ¢——=
Pancreas (2.6%) e——=
Leukaemia (2.3%) &——=

Kidney (1.7%) e——=
Melanoma (1.7%) oo
Oesophagus (1.6%) e—=
Bladder (1.6%) e—=o
Lip, oral cavity (1.3%) e—=
Multiple myeloma (0.9%) &—=
Gall bladder (0.9%) e—e
Vulva (0.5%) e*
Nasopharynx (0.4%) ©
Hodgkin lymphoma (0.4%) e
Anus (0.3%) ®
Salivary glands (0.3%) e®
Larynx (0.3%) e
Oropharynx (0.2%) @
Vagina (0.2%) ®
Hypopharynx (0.2%) ®
Kaposi sarcoma (0.1%) ®
Mesothelioma (0.1%) ®
0 250 000 500 000 750 000 1000 000 1250 000 1500 000 1750 000 2000 000 2250000 2500 000

Low

Absolute number of cases

b. Men

Very High  Trachea, bronchus and lung (16.4%)
Colorectal (10.9%)

Stomach (6.6%)

High
Liver and intrahepatic bile ducts (6.3%)

Bladder (4.9%) o
Oesophagus (3.8%) —o
Non-Hodgkin lymphoma (3.3%) ¢————2
Leukaemia (2.9%) o
Kidney (2.9%) ——————o
Pancreas (2.8%) —_—
*—=o

Medium

Lip, oral cavity (2.8%)

Melanoma (1.9%) oo
Larynx (1.7%) —o
Multiple myeloma (1.1%) e————=
Oropharynx (0.9%) oo
Nasopharynx (0.9%) [
Hypopharynx (0.8%) oo
Hodgkin lymphoma (0.5%) e-=*
Gall bladder (0.5%) &—o
Penis (0.4%) ee
Salivary glands (0.3%) e
Kaposi sarcoma (0.3%) e
Anus (0.3%) ee
Mesothelioma (0.2%) ©
0 200 000 400 000 600 000 800 000 1000 000 1200 000 1400 000 1600 000

Low

Absolute number of cases

@ New cancer cases attributable to modifiable risk factors @ All new cancer cases

34 Global status report on cancer 2026: the future we choose together



Fig. 20. Prevalence trends for (a) tobacco (15 years and older) (b) alcohol (15 years and
older) and (c) obesity (18 years and older), both sexes, globally and by WHO region
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Methodological note: to project annual trends in alcohol consumption, obesity prevalence and tobacco use
from 2020 to 2050, linear regression models were fitted to the previously estimated WHO regional estimates
for each risk factor. The regression models were fitted using the available WHO regional estimates for each

risk factor: 2000-2019 for alcohol consumption, 1990-2022 for obesity prevalence, and 2000-2030 for tobacco

use (including WHO projected estimates). Trend projections were estimated using the WHO available

*Available when the data was obtained online (in data.who.int and GHO) in 2025.
**2000-2019 for alcohol consumption; 1990-2022 for obesity prevalence; and 2000-2030 for tobacco use.
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Box 6. Cancer in young adults: tracking emerging trends

Regular monitoring of cancer registry data is
particularly important for tracking emerging
cancer risk in younger populations, where some
concerning trends are now being documented adults under 50 years
globally. Between 1990 and 2019, the global rose by 79.1% between
incidence of early-onset cancer among adults 1990 and 2019

under 50 years rose by 79.1%; people younger

than 50 are the only age group to experience

a sustained increase in incidence from 1995

through 2021 (56).

Global incidence of early-
onset cancer among

For selected cancers (such as thyroid and breast) there is an increase in ASIR that can
be partially explained by screening that result in overdiagnosis (see section 3.2.2).
However, increases outside of screened populations suggest that exposure to risk
factors, epigenetic changes, host-environment interactions or other factors are
contributing to the rise. Increasing rates of other cancers, such as colorectal cancer,
are less well understood. It is not yet clear whether they may be related to novel factors
(linked to the gut microbiome, for example), or relate to more established risk factors,
including obesity, lack of physical activity and unhealthy diet (section 3.1.2) (Fig. 21).

These alarming trends underscore the critical role of cancer registries, and of continual
resourcing of capacities to assess cohort-specific trends, enabling timely revision of the
underlying etiology, screening eligibility thresholds and targeted prevention strategies
for younger adults (57).

In adolescents [like patient Meena], the tragedy cuts deeper. Because at sixteen,
life is just beginning - and yet, it is already being negotiated against cost, culture,
and circumstance. She did not abandon treatment. Treatment, in many ways,
abandoned her.

Sukdev Nayak, health care professional, India
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Fig. 21. Number of countries seeing an increase in age-standardized cancer
incidence, by age group, 1995-2021, of the 63 countries contributing to IARC’s
Cancer Over Time dataset
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2.5 Capturing the lived experience of people affected by cancer

The human impact of cancer cannot be captured by counting the number of cases, but
only by listening to those with lived experience of the disease as patients, caregivers and
survivors.

In listening, what becomes plain is that the impact of cancer for individuals goes beyond
the effects of the disease on their body, but encompasses a range of broader impacts that
reach into every aspect of their lives, affecting their family members, who must become
caregivers, and ripple out to health systems and societies. Qualitative research to better
understand these experiences can help us design policies, programmes and progress that
better meet the needs of people affected by cancer.

Global cancer policies must be shaped by more than data and scientific research they must
also reflect the voices and lived experiences of people impacted by the disease.

Dr Tedros Adhanom Ghebreyesus, Director-General of the World Health Organization

2.5.1 A global survey on lived experience of people affected by cancer

The WHO Framework for the meaningful engagement of people living with NCDs, launched
in 2023, called for increased awareness of the multifactorial impact of cancer on individuals’
lived experience, and an increased international focus on engaging people with lived
experience of cancer in shaping the global cancer research and policy agenda (9). Informed
by that framework, from 2024 to 2025 WHO conducted its first cross-sectional global survey
on the lived experience of people affected by cancer (58).

The WHO global survey on the lived experience of people affected by cancer was intended
to inform understanding of how the experience of cancer can impact different areas of
people’s lives, including their social, emotional, and financial health. This was explored by
inviting people diagnosed with cancer, family members of people affected by cancer, and
family members of a person who has died from cancer, to complete an online survey, which
was made available in 10 languages.

The survey captured data from 4262 individuals affected by cancer who responded to the
survey, of whom 3975 provided complete responses to one or more outcome measures.
These 3975 respondents included individuals across 116 countries (47% LMICs): 1505
individuals diagnosed with cancer themselves, and 2470 reporting on the cancer experience
of their family member/loved one (58, 59). People living with/beyond cancer were a median
age of 49 years old at the time of the survey (median age 43 at diagnosis).

From diagnosis through all treatments, the patient must do a ton of self-advocacy to not
fall through the cracks, and it’'s exhausting.

Survey respondent, person living with/beyond cancer
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2.5.2 How the experience of cancer impacts quality of life

WHO defines lived experience as what someone has experienced themselves, especially
when it gives the individual knowledge or understanding that people who have only heard
or learned about such experiences do not have (9).

The experience of cancer affects individuals by impacting on multiple aspects of their quality
of life (QoL). The WHO global survey explored these impacts using the WHO Quiality of life
framework (WHOQOL), which conceptualizes QoL through six domains:

i. physical QoL (e.g. pain, sleep)

ii. psychological QoL (e.g. feelings, cognitive functioning)

iii. independence (e.g. mobility, substance use)

iv. social relationships (e.g. activities and social support)

v. environment (e.g. financial resources and physical environment), and

vi. spirituality (e.g. spiritual or religious beliefs).

Survey respondents were asked about each of the domains relevant to their experience.
All respondents were asked about health-related QoL, emotional problems, mental health,
anxiety, financial well-being, relationship impact, post-traumatic growth, support service
use, and education and work problems. Some questions were asked only to patients (health
behaviours, survivorship care experience, fertility experiences, perceived cancer impact),

some only to caregivers (caregiver burden, sibling impact), and some only to the bereaved
(end-of-life care experience, prolonged grief).

Physical QoL

Pain

WHO survey results found that 55% of respondents diagnosed with cancer (n=827/1505)
reported mild to severe pain. This is consistent with a recent umbrella review that found
over half of people diagnosed with cancer experience persistent pain through cancer
treatment (60). Recent reviews highlight that high-quality interventions remain limited,
especially in low-resource settings. International guidelines suggest ongoing, widespread
use of non-steroidal anti-inflammatory drugs for bone and inflammatory pain, in combination
with opioids, in line with the WHO Analgesic ladder for cancer pain relief.

Iwish thered been honest conversations about long term effects: unresolved pain, disability,
fatigue, poverty...

Survey respondent, person living with/beyond cancer
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Fatigue

Cancer-related fatigue is recognized as one of the most common and impairing symptoms
of cancer and cancer treatment, yet evidence regarding the most effective approaches to
addressing this burdensome symptom remains inconsistent (67). WHO global survey results
found that about 69% of respondents diagnosed with cancer (n=1038/1505) reported mild
to very severe fatigue, consistent with recent reviews reporting a similar prevalence (60).

Brain fog and fatigue are routinely ignored by medical professionals and disability plans.
They only care about things like nausea, that would prevent treatment from going forward.
But fog and fatigue are debilitating.

Survey respondent, person living with/beyond cancer

Psychological QoL

Mental health and emotional problems

People affected by cancer often experience significant psychosocial hardships. These
challenges can include distress related to financial toxicity, fear, social isolation, anxiety and
depression, which may be intensified by the stress of diagnosis, treatment, and uncertainty
about the future (see section 4.4).

An estimated 60% of people affected by cancer experience mental illness (62), with many
reporting discrimination and social stigma affecting their education, employment and
relationships. Results from the WHO global survey highlight that mental health challenges
such as depression, anxiety and post-traumatic stress disorder are similarly prevalent among
people diagnosed with cancer and their family members/caregivers (depression: 25% vs
20%, anxiety: 22% vs 17.8%, post-traumatic stress: 10.6% vs 11.3%).

My son struggles with intense anxiety about future diagnoses from treatment and I worry
about further decline and the fact that he may never live on his own and have a normal
adult life. He is debilitated by anxiety and has memory and cognitive function issues.

Survey respondent, parent of a childhood cancer survivor

Grief

While often associated with bereavement, grief can also be anticipatory, related to changes
in functioning, appearance, relationships and lifestyle following a cancer diagnosis. Grief can
contribute to poor health-related QoL for people living with and beyond cancer as well (63).
WHO survey results found 24.5% of people living with/beyond cancer and 21% of family
members reported experiencing grief.

For those bereaved families, don't forget about them. Provide information for grief support,
programs that may assist with funeral expenses and programs to help with getting kind of
rehabilitated (if that is the word) into life without their loved one.

Survey respondent, bereaved family member
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Medical systems should explain options like palliative care and grief care early, as patients
often lack the capacity to seek them later.

Survey respondent, person living with/beyond cancer

Losing my brother to cancer at the age of 44 has fundamentally reshaped how I understand
life, health, and the fragility of time. Cancer was not only a disease that affected him
physically, it altered the emotional and psychological landscape of our entire family long
before his passing, and its impact continues long after.

Emotionally, the journey was one of layered grief. There is the grief of loss, but also the
anticipatory grief that begins from the moment of diagnosis, the slow, painful awareness
that life will not unfold as expected. This creates a prolonged emotional strain that is difficult
to articulate: you are grieving while still hoping. When he passed, the grief did not feel like
a single moment but rather the culmination of months of fear, helplessness, and watching
someone you love endure suffering you cannot alleviate.

Psychologically, the experience has profoundly shifted how I think about certainty and
control. Before cancer, there is often an assumption, albeit unconscious, that life follows
a certain order, that effort, planning, and resilience create predictable

outcomes. Cancer disrupts that belief entirely. It introduces a stark
awareness of mortality and unpredictability...Grief, I have learned,
is not linear. It moves in waves, sometimes beneath the surface,
sometimes overwhelming, and it manifests in unexpected ways.

Annabelle Thomas, who lost her brother to cancer, South Africa

Caregiving burden

Caregivers and families bear a significant emotional and physical burden, balancing
caregiving responsibilities with their own well-being. Caregiving burden is associated with
poor health-related QoL (64). The WHO global survey found that about 30% of family members
(n=729/2470) reported one or more forms of caregiving strain (for example, responding “I
agree” or "I strongly agree” to statements such as "I feel tired or exhausted caring for my
family member”, “While caring for my family member, I felt my own health was negatively
affected”, or “While caring for my family member, I felt isolated and lonely”). Of the 2470
family members who responded to the survey, 163 indicated they are unemployed due
to health reasons and 88 of these (54%) reported unemployment was due to caregiving
requirements.

Balancing daily life and caregiving is extremely hard. Parents often skip meals, siblings
endure sacrifices, and everyone becomes exhausted. Support for caregiving families should
be increased and clearly communicated.

Survey respondent, parent of a child with cancer

2 The global cancer burden: what we know from the data and from the people affected I 41



42

When my daughter was diagnosed and going through treatment, my
husband was able to continue working, while I stayed with her almost 24/7.

She was just a baby, and it was an incredibly difficult time. I didn’t want

to ask other family members for help because of the risk of infection,

so I carried most of the weight myself. I will always be grateful that my
husband was there. Still, it was a very heavy responsibility, especially as
a first-time mom.

Alma Seidel, mother of a childhood cancer survivor, Mexico/Germany

My mum was the one that had to leave everything to take care of
me. Not my father nor my brother. And it was expected to happen
that way.

Mila Ogalla, person with lived experience of cancer, Spain

I am a Turkish woman who has lived through cancer. I often say I was lucky, mine wasn't
too bad. I placed myself in the hands of my parents, especially my mother, who became
my caregiver. They carried everything: the tests, the surgery, the treatment, the isolation. I
argued with my mother at times, telling her she was too controlling. I was going to be fine
and I was. Then my father got cancer. Three times. Over the last decade, my small family
of four has faced cancer almost every two years. And I understood my mother: having a
loved one diagnosed is harder than being the patient yourself. You worry more. You carry
more decisions you are not even equipped to make, financial strain, emotional exhaustion.
Yet the world is less understanding. You are still expected to work, to function, to suppress
what you are going through. As both a patient and a caregiver, you are at the mercy of your
employer’s “understanding”. As a caregiver, you have no formal rights; no protected time
off, no structured psychological support. The third time my father was diagnosed, I worried
less about him and more about my mother, the main caregiver, already exhausted. I was
not sure how much more she could carry.

Irmak Ozer, person with lived experience of cancer, Turkiye
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Independence

Mobility

A diagnosis of cancer and subsequent treatments can impact mobility directly (i.e., through
surgery-related disability), or indirectly through symptom burden related to pain, nausea, or
peripheral neuropathy (65). Reduced mobility may limit a person’s ability to commute, travel
independently, participate in daily activities, or access education, work, and health care services.

People diagnosed with cancer - in my case, radical mastectomy and thyroid gland cancer -
should be granted disability pension! At my age, with all these problems, I don’t think I can
return to work.

Survey respondent, person living with/beyond cancer

We request that disability certificates be granted to individuals who have lost a part of their
body that cannot be restored, so they too can benefit from the support that comes with
this certificate - such as tax exemptions, free treatment tickets, and other related benefits.

Even though we also have a missing breast, this certificate is only granted to some people,
which is not fair. We are not treated equally, even though the condition is the same.

Survey respondent, person living with/beyond cancer

Education and employment impacts

A cancer diagnosis can significantly disrupt education and employment for the individual
diagnosed, interrupting schooling, training, or career progression due to treatment demands,
fatigue, and long-term health effects. Many people diagnosed with cancer face delays in
completing education, reduced work hours, job loss, or difficulties returning to work, with
lasting impacts on income and career development.

Cancer is associated on average with a 25% productivity loss from absenteeism and a 23%
loss from presenteeism, alongside a 19% reduction in working hours. Less than half (47%) of
people return to work following treatment, while 9% experience job loss (35% among people
with advanced cancer), 29% are unemployed, 11% receive long-term disability or pension
benefits, and 14% retire early. Across these outcomes, labour and productivity impacts are
consistently greater among women than men (66).

Family members may also experience education and employment consequences, including
missed schooling, reduced workforce participation, or taking unpaid leave to provide care
and attend medical appointments. The average caregiver of an individual affected by cancer
spends more than 50 days providing support, contributing an average of 45 hours of unpaid
care each week. Female caregivers provide a disproportionate share of unpaid care, with
greater consequences for their labour force participation and productivity compared to
men. On average, employed caregivers reduce their working hours by 13%, are absent
from work for 5% of working days, experience a 24% reduction in workplace productivity
(presenteeism), and 30% report reduced professional responsibilities. The impacts are
greater among caregivers of people with advanced cancer and during palliative care, with
women generally experiencing greater labour and productivity consequences than men (67).
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Findings from the WHO global survey are consistent with these observations. Among 3975
respondents affected by cancer, 11.4% (n=454) reported being unemployed. In addition, 16%
(n=636) reported disruption to employment through job loss or reduced working hours, while
5% (n=198) reported disruption to education through reduced study hours or discontinuing
their studies altogether.

WHO survey results found about 11.4% (n=454/3975) of individuals affected by cancer
reported unemployment. However, 16% (n=636/3975) reported disruption to employment
in the form of losing their job or needing to work less hours, and 5% (n=198/3975) reported
disruption to education in the form of needing to study less hours or quit studies all together.

Medical institutions should serve as the entry point for introducing educational, vocational,
and social rehabilitation for cancer patients. Together with patients, they should visualize
treatment plans, care, and side-effects, and collaborate with educational, vocational, and
social activity settings. This should not be a one-time effort but repeated as needed.

Survey respondent, parent of a child with cancer

Social relationships

A cancer diagnosis can place significant strain on marriages and intimate relationships, as
couples navigate emotional distress, uncertainty, and changes in roles and responsibilities.
Communication challenges, altered intimacy, and differences in coping styles can create
tension or misunderstanding between partners. Family relationships may also be affected,
with parents, children, and extended family experiencing worry, fear, or shifts in dependency
and caregiving dynamics. While some relationships become strained, others may grow
stronger through shared coping, mutual support, and increased emotional closeness (68, 69).

The WHO global survey found that among the 3975 participants who completed the survey,
3191 were in a relationship at the time of the cancer experience; 9% (n=284/3191) reported
their relationship was challenged by the cancer experience, while 20% reported it stayed the
same or got stronger (n=637/3191). Approximately half of caregivers (n=527/1010) reported
having their relationships with friends and other family members suffer. Among the 55
siblings who responded to the survey, 87% reported one or more positive effects from going
through their sibling’s cancer experience. However, 67% reported one or more unmet needs
related to their experience with their sibling with cancer, most commonly “Having someone
I can talk to about my feelings regarding my sibling's cancer”.

A painful experience on all levels. No psychological or social support for the family.

Difficulty balancing work and accompanying my child during treatment. Unfortunately, the
hospital was not clear or honest at any stage, especially when the cancer spread and the
situation became very difficult.

Survey respondent, child of someone who died from cancer
Our relationship has become stronger, and seeing things that are not satisfactory has

become easy and manageable. Iliness makes you feel that everything in life is easy compared
to health. There is nothing more difficult than cancer.

Survey respondent, parent of a child with cancer
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Environment

Key contributors to environmental QoL include financial toxicity and physical environment.

Financial toxicity

Cancer is among the most financially devastating diagnoses a household can face (70).
Families face greater financial hardship at the time of a cancer diagnosis than those dealing
with other diseases (70). In the WHO global survey and a systematic review, approximately
45-60% of people diagnosed with cancer experience catastrophic health expenditure, leading
to impoverishment, food insecurity, and disrupted education for the children and sibling of
cancer patients (see section 4.4.1) (15).

The words “you have cancer and at advanced stage” arrived not only as
a medical verdict but as an economic sentence passed on an entire
household.

Within weeks of beginning treatment at a private specialist hospital

' in Lagos, the costs began to compound in ways no salary could

absorb. Consultation fees, diagnostic scans, chemotherapy cycles, and

prescription medications; procured at a high cost. My monthly out-of-

pocket medical expenditure exceeded my take-home pay by a factor of three.

Savings accumulated over a long period dissolved within four months; our poultry farm
gone and other properties were not spared.

7

The cancer did not only invade my body; it invaded the walls of our home, the school fees
I could no longer pay, the plate of food that was no longer enough.

I'was the tree my family sheltered under. When I fell ill, the storm reached everyone.

Dozie Akwarandu, person with lived experience of cancer, Nigeria
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Offer more financial support to low-income families. They can’t afford medical devices and
treatments that are not covered by the government and don’t have private insurance. They
can’t work because they don’t have to leave to go to appointments. They have no money to
buy food at the hospital while their child is in treatment.

Survey respondent, parent of a child with cancer

Anything to help with finances would be appreciated, whether its working with banks to
help families with a mortgage/rent payment or helping with utilities, gas, food. Even if those
expenses are covered by the family, there are other expenses to help the cancer patient
feel comfortable at home... it could be mattress pads, a supportive chair to help them be
comfortable or stand easier, additional cleaning products, air purifiers, rails in bathrooms
to help them stand and be able to be more independent, new clothes/shoes depending on
weight gain/loss, there are so many additional expenses that insurance doesn’t cover and
you wouldn’t think about until you are in this situation.

Survey respondent, child of a person with cancer

Physical environment

The well-being of people affected by cancer can be substantially affected by the physical
environment, including the spaces in which they receive care, live, work, and recover.

Hospital accessibility, hygiene, noise, lighting, and privacy can affect comfort, stress levels,
dignity, and engagement with treatment and support services. Home and community
environments - such as housing quality, proximity to services and food, and transport
infrastructure - can either enable or hinder recovery, independence, and participation in daily
life. Unsupportive or inaccessible physical environments may exacerbate fatigue, financial
and psychosocial distress, and social isolation, while well designed, clean, and inclusive
spaces can promote well-being (771-73).

46

There is literally nowhere nearby to buy ready-made food (at least a cafeteria in the hospital
building would help). Cooking in a multicooker is not allowed in all departments, even in
the same hospital. Two people stay in the hospital (the child and one parent), but only one
meal is provided, as if the accompanying parent could go home to eat. If there is no one to
cook and bring food daily or do laundry, you will drown in debt. Parents are not provided
with a pillow, blanket, or bedding - everything must be bought and brought.

Survey respondent, parent of a child with cancer

For family members coming from afar, such as the father, accommodation and food support
should be ensured by building a facility next to the hospital exclusively for these patients,
where they can stay for a small fee. This is very important because in such a critical situation,
while dealing with the child, they should not have to worry about accommodation and food.

Survey respondent, parent of a child with cancer
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Spirituality

Cancer can have a profound impact on spirituality, prompting people to reflect on meaning,
purpose, faith, and beliefs about life, suffering, and mortality. For some, a diagnosis may
strengthen spiritual or religious beliefs, providing comfort, hope, and a framework for coping
during uncertainty and distress. Others may experience spiritual distress, including feelings
of anger, loss of faith, or questioning previously held beliefs. These spiritual changes can
influence emotional well-being, coping strategies, and the types of support people seek
throughout the cancer journey (74). WHO global survey responses suggest 52% (n=182/352)
of individuals whose loved one died from cancer felt that their religious/spiritual needs were
met through the end-of-life process (Fig. 22).

To overcome this disease, morale is very important. We ask that you be closer to family
members and organize activities that provide spiritual and social support to help them feel
better.

Spouse of someone diagnosed with cancer

I found that when I changed her death narrative to, her death was an event in her life,
instead of her death was the end of her life (again, my spiritual views), it really helped. But
other people just don't get it and it’s so hard to talk about.

Parent of a child who died from cancer

Fig. 22. Impact of cancer across six domains of the WHO Quality of Life Framework
with data from WHO global survey and related systematic reviews
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Box 7. Through a personal diagnosis or as a family member, cancer impacts
nearly all of us

When we account for the impact of cancer on family members, around 92% of all
people globally will be affected by cancer at least once in their lifetime - either through
their own diagnosis, or as a caregiver of a parent, spouse, child or close family member
(Fig. 23).°

Fig. 23. Lifetime risk of having a close family member impacted by cancer
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This means cancer can be considered a near-universal life experience. This has
profound implications for workforce capacity, household finances, and health system
design at population level.

In HICs, individuals can expect to be affected by cancer twice during their lifetime,
once as a patient and once as a caregiver (Fig. 24).°

On the day of my child’s diagnosis, the shock was overwhelming. I feared the word
“cancer” before I even understood it, and I was terrified of how our lives would change.

Batoula Abdeen, parent of a child with cancer

° WHO unpublished data.
1 WHO unpublished data.
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Fig. 24. Family cancer risk by income level
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Methodological note: estimating the probability that an individual or a close family member will
develop cancer in their lifetime. The estimate is derived from a probabilistic model combining three
publicly available data sources: country-level lifetime cancer risk (27); demographic indicators from the
United Nations World Population Prospects 2024, including total fertility rate (TFR) and the probability
of death before age 60 (Q0060); and the probability of ever marrying by age 50-54, drawn from

the United Nations World Marriage Data 2019. A close family is defined as the reference individual
together with two parents, siblings (calculated as TFR at the year of the median-aged person’s birth,
minus one), a partner (weighted by the country-specific probability of ever marrying), and children
(TFR 2025). To avoid overestimating risk by including relatives unlikely to reach the age at which most
cancers occur, the number of parents, siblings, partner and children is weighted by the probability of
survival to age 60 (1 - Q0060/1000). The probability that at least one member of the adjusted close
family develops cancer in their lifetime is then calculated as 1 - (1 - p)AN, where p is the country-
specific lifetime cancer risk and N is the adjusted family size. Global estimates apply the same formulae
to population-weighted averages of the underlying indicators across 194 countries.

Several methodological limitations should be noted. The model assumes that cancer occurrence

is independent across family members, which does not account for shared genetic susceptibility,
environmental exposures, or behavioural risk factors that cluster within families. It applies a uniform
country-level lifetime risk to all relatives, without stratification by age or sex, and uses national
averages that mask important sub-national variation.
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Box 8. Children losing a parent to cancer

Cancer has an intergenerational impact. Children of parents with cancer face increased
risks of long-term mental health challenges and behavioural issues. Children orphaned
by cancer experience emotional trauma, loss of parental guidance, limited support
networks, malnourishment, barriers to their continuing education and financial
instability (75).

In 2020, the 4.4 million cancer deaths among women and 5.5 million cancer deaths
among men left 1.04 and 1.41 million children as maternal and paternal orphans,
respectively. Of the 1 million children who became new maternal orphans, one in four
lost their mother due to breast cancer and one in five due to cervical cancer. Almost
half of the new maternal orphans were in Asia, and more than a third (35%) were in
Africa. Six countries alone accounted for two-fifths of the worldwide total of maternal
orphans: India, China, Nigeria, Indonesia, Ethiopia and Pakistan (76) (Fig. 25).
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Fig. 25. Percentage distribution of site-specific cancer deaths giving rise to (a)
new maternal orphans due to cancer and (b) new paternal orphans, 2020, by
WHO region
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b. Paternal orphans
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My mum was diagnosed with breast cancer in 1994 when I was 16
and my brother was 4. I was at the start of my A levels at the
time. During my first year of A levels she had chemotherapy and
radiation treatment, and during my A level exams in 1996 she had
a mastectomy. She was in hospital recovering from the operation
on my 18th birthday. The cancer went into remission for several
years, then in 2000 it returned and she had a major operation
removing part of her chest to remove the cancer. In 2002 she was

told the cancer had spread and she had a year to live. She died in October
2003 aged 47.

My mum spent the last five months of her life in an oncology ward in hospital and then in a
hospice as she was unable to walk. I looked after her for 4 to 5 hours a day and during that
time saw a great deal of illness and suffering and met many women who went on to die.
Since witnessing this, as well as my mum’s prolonged illness, I have struggled with anxiety,
especially health anxiety, intrusive thoughts, difficult memories and periods of depression.
All major life events come with the inevitable sadness that my mum is not here to see them.

From learning of my mum?’s illness at 16, I developed a sense that anything may go wrong
at any moment, and that the future is something to be scared of. I felt certain that I would
also get breast cancer and die at 47 as my mum did, or die in some terrible accident. At the
time, I lost any sense of purpose with school and stopped studying, I finished the exams
but I did not do well. I went on to art school but I didn’t have any plan. I thought that
thinking about the future was pointless. Since then I have struggled with knowing what
to do with my life, to make decisions based on the idea the future will happen, and have
found relationships and managing money difficult. In some ways this has been exciting, I
have been married and divorced twice, I have travelled a lot and have had many jobs, but
I have found it difficult to settle into something and feel permanence.

Understanding the impact of these things has taken me many years. I have only recently
realized how experiencing my mum?’s illness as a young person shaped my view of life, and
more importantly, that it is not the only view you can have. I thought for a long time that I
was bad at life decisions, but I see now how much of this was a result of the uncertainty I
lived with in late childhood and early adulthood, and that my fear of the future was bound
up in the horrible things I witnessed in the past. The impact is still something I live with but
Tunderstand it better. I have had counselling a number of times which helped a great deal,
and 12 years ago I had a son which helped me to find new positive ways to view the future.

Emily May, who lost her mother to cancer, United Kingdom
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2.6 Cancer'’s financial burden and economic costs, for health
systems and societies

The financial burden and economic costs of cancer for health systems and societies are
substantial.

2.6.1 Health care expenditure

Health systems worldwide face mounting challenges in financing cancer costs alongside
competing health priorities and limited resources, underscoring the urgent need to develop
sustainable financing mechanisms that expand access while minimizing OOP payments (see
section 4.3.1). Based on the cancer statistics reported by the National Cancer Institute, in
the USA, national cancer care costs were estimated at nearly US$ 209 billion in 2020, with
projections indicating increase in the coming years (77). Across countries, direct cancer
expenditure varies widely (Fig. 26a) (78). Costs rose steadily over time, with annual growth
rates ranging from 1.4% to 9.3%, in countries with high-quality data, consistently outpacing
gross domestic product growth by 1.0%-7.7% over the respective observation periods (78)
. In Europe, cancer’s share of total health care expenditure has remained stable at around
6-7% despite the cancer increasing burden, although the composition of the direct costs
related to cancer medicines have grown (see section 4.3.3). In select HICs with available data,
cancer medicines have increased from accounting for less than 10% of direct cancer
expenditure in 1995 to more than 40% in 2023 (79, 80).

Overall, the cancer burden accounts for a larger
proportion of the total disease burden than
expenditure on cancer of total health expenditure
(Fig. 26b) (78).

Overall, cancer
remains underfunded
relative to its disease
burden

54 Global status report on cancer 2026: the future we choose together



Fig. 26. Expenditure on cancer care as (a) direct cancer costs by total health
expenditure in USD (2022) and (b) proportional expenditure on cancer against the
disease burden, up to 2022
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2.6.2 Economic costs

Investment in cancer prevention and care is
warranted by the substantial and growing
economic burden of cancer on societies
globally, which extends far beyond direct
health care costs, offering a full social
return on investment of US$ 9.50 for every
dollar invested in cancer prevention and
control (10). The overall economic burden of
cancer between 2020 and 2050 is equivalent
to an annual tax of approximately 0.55% on global gross domestic product (7). The major
contributor is lost productivity resulting from illness and premature death (Fig. 27) (2).

Governments can expect
a return on investment
of US$ 9.50 for every
dollar invested in cancer
prevention and control

Fig. 27. Productivity loss from cancer, both sexes, 2022
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3 Status update: progress made and key
gaps in implementation

This section provides a status update on implementation

progress in cancer prevention and control, identifying

successes and key gaps.

Effective, evidence-based cancer control measures with the

Progress in cancer
control hinges

on progress in
implementation

potential to substantially alter the projected global cancer
burden span the full care continuum. Where implemented,
the effects of these interventions demonstrate that cancer outcomes at population level
can be improved by investing in comprehensive, integrated and cost-effective approaches,
equitably and at scale (Fig. 28). Progress in cancer control therefore hinges on progress in

implementation.

Fig. 28. Contributions of prevention, screening and treatment interventions to
cancer deaths averted in the USA, 1975 to 2020
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USPSIF: United States Preventive Services Task Force; FOBT: faecal occult blood test; PSA: prostate-specific antigen.

Source: (81).



3.1 Risk factors and prevention

Nearly 40% of new cancer cases are preventable by reducing exposure to modifiable risk
factors (54). This means that cancer incidence and mortality can be substantially lowered in
all settings by strengthening and scaling up comprehensive policies and programmes that
address these risk factors.

Cancer prevention must be the cornerstone of every NCCP and a visible priority for ministers
of health and health systems at all levels. Effective prevention requires sustained investment
in awareness, advocacy and health literacy, especially among children and young people, so
that populations are empowered to make informed choices and demand protective policies.

Yet although it is clear what needs to be done, implementation of WHO's Best Buys for the
prevention of NCDs, including cancer, remains inadequate (Fig. 29) (82), with only 30% of
NCCPs incorporating cancer prevention interventions in 2023 (8).

Nearly 40% of new cancer
cases are preventable

by reducing exposure to
modifiable risk factors

58 Global status report on cancer 2026: the future we choose together



Fig. 29. Implementation of WHO NCD Best Buys, % countries with indicator partially
or fully achieved, 2025
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A key barrier to effective prevention is the growing influence of commercial determinants
of health - defined as the strategies and actions of commercial actors that shape individual
health decisions through product design, packaging and marketing, research funding
and lobbying. By placing primary prevention at the forefront, and pairing it with strong
communication and education strategies, countries can change current projections and
move towards a future with substantially less cancer.

Cumulative interactions of cancer risk factors

While risk factors like tobacco, alcohol, and obesity each independently elevate cancer risk,
their effects interact synergistically so that they can substantially exceed the sum of their
individual contributions. This clustering of risk factors within individuals and populations
is why vertical, single-factor interventions consistently underperform relative to integrated
approaches that address shared upstream risk factor exposures. Fiscal measures such as
health taxes, exemplify this integrated logic: they simultaneously reduce the incidence
of multiple cancers, cardiovascular disease, diabetes, and liver disease, while generating
revenue that can be reinvested in health systems.

3.1.1 Tobacco use: status overview and implementation progress

Status overview
Tobacco use remains the primary risk factor driving cancer incidence and
mortality.

Approximately 1.2 billion people aged 15 years and

older worldwide were tobacco users in 2024,

representing a global prevalence of 19.5% - one in A key barrier to effective
five people (55). There are pronounced gender prevention is the growing
disparities in tobacco use, with prevalence of 32.5% influence of commercial
among men compared with 6.6% among women. determinants of health
Regionally, the WHO European Region has the

highest prevalence (24.1%), WHO African Region the

lowest (9.5%), and the WHO Western Pacific Region

accounts for over one-third of all adult users (Fig. 30).

Tobacco use (including use of water pipes and
smokeless tobacco) is the largest risk factor for
cancer.In 2022, tobacco use accounted for 15% (3.3
million) of all new cancer cases worldwide, including
nearly 1.8 million lung cancer cases (54). One in three
oral cancer cases are linked to the use of smokeless
tobacco or areca nut (84).

Vertical, single-factor
interventions consistently
underperform relative to
integrated approaches
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Fig. 30. Tobacco use prevalence by country, 2024
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Implementation progress

Evidence-based policies have enabled progress in reducing tobacco use,
although full implementation of recommended interventions has not been
achieved.

Since 2000, the absolute number of tobacco users has declined by 177 million (from 1.38
billion) despite population growth (55). With the relative reduction in prevalence since 2010
reaching 27% by 2025, the WHO NCD target of 30% reduction by 2025 will have been narrowly
missed. Women have led the decline in tobacco use, meeting the target early (from 11% in
2010 to 6.6%), while men's prevalence fell more slowly (41.4% to 32.5%) (55).

Key drivers include the WHO Framework Convention on Tobacco Control (WHO FCTC) and
the MPOWER technical package through which WHO supports its implementation, providing
governments with evidence-based, cost-effective strategies across six domains (Fig. 31).

3 Status update: progress made and key gaps in implementation | 61



For two decades, the WHO FCTC has provided a unified global framework for reducing tobacco
use and driving tobacco control action (see Box 9). Fiscal and regulatory tools, including
increasing tobacco product prices, restricting duty-free tobacco imports by international
travellers, and earmarking tobacco taxes for health, form part of the broader package of

Box 9. The challenges of implementing WHO FCTC: the MPOWER package

The Framework Convention on Tobacco Control was adopted by the World Health
Assembly on 21 May 2003 and entered into force on 27 February 2005. Since then, it
has been signed or otherwise acceded to by 182 countries and the EU, representing
94% of WHO Member States and covering 90% of the world’s population (85).

To assist signatory Member States with their implementation of the Convention, WHO
developed a package of measures to assist country-level implementation of effective
interventions to reduce the demand for tobacco contained in the WHO FCTC, where M:
Monitor tobacco use and prevention policies; P: Protect people from tobacco use; O:
Offer help to quit tobacco use; W: Warn about the dangers of tobacco; E: Enforce bans
on tobacco advertising, promotion and sponsorship; and R: Raise taxes on tobacco.

Most countries have not achieved full implementation of the WHO Framework
Convention on Tobacco Control and the MPOWER package. Tobacco control is
often insufficiently prioritized, leading to inadequate funding or lack of legislative
commitments, limiting implementation of tobacco control measures.

Implementation is further hindered by strong and sustained interference from the
tobacco industry, which continues to use lobbying, litigation, marketing, and corporate
social responsibility campaigns to delay, weaken, or block regulation, particularly in
countries with fragile requlatory frameworks.

Limited technical capacity to enforce laws, competing economic interests (such as fears
about tax revenue or jobs), and the rapid growth of novel tobacco and nicotine products
also outpace regulatory responses, resulting in partial or inconsistent application of
MPOWER across countries.

measures to curb tobacco consumption.

In parallel, countries have taken extensive action to protect people from exposure to second-
hand tobacco smoke. To date, 79 countries (41%) have introduced measures to ensure that
indoor workplaces, public transport, indoor public places and, where relevant, other public
spaces are smoke-free. WHO data (86) reveal that 6.1 billion people are covered by at least
one best-practice MPOWER measure, and 110 countries, home to 5 billion people, have

implemented strong graphic health warnings (Fig. 32).
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Fig. 31. MPOWER implementation progress by 2024, by (a) population coverage and
number of countries and (b) number of best-practice measures implemented
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By the end of 2024, 68 countries had comprehensive tobacco advertising promotion and
sponsorship bans and 40 countries had adopted rising taxes at the best-practice level (Fig. 32a
and Fig. 32b) (86). The progress is encouraging, but slow: incomplete implementation of the
MPOWER package contributes to ongoing tobacco use, with the global population least well
covered by measures relating to raising taxation and enforcing advertisement bans.
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Fig. 32. Tobacco prevention progress map: (a) enforcement bans on advertising,

promotion and sponsorship at best-practice level, 2024; (b) raising taxes on tobacco
at best-practice level, 2024
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I Monitoring progress

Global tobacco policy aims to reduce adult tobacco use by 30% by 2030 and strengthen
implementation of the WHO Framework Convention on Tobacco Control as part of the Global
action plan for the prevention and control of NCDs and SDG target 3.a.
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Table 4. Status snapshot: tobacco use prevalence

Indicator status

GCMF indicator: current tobacco prevalence rate (%)

* 22% global prevalence (SD 10-37%); 32.5% for men, 6.6% in women (2024,
aged 15+)

* Equates to 1.2 billion current tobacco users aged 15+ globally

Key gains and
gaps

State: Tobacco use linked with multiple cancer types

* Tobacco use is linked with at least 17 cancer types and accounts for 15% (2
million) of all cancer cases globally

+ Of the 38% of cancers preventable through modifiable risk factors, tobacco
use is responsible for 40%

Plan: Progress in MPOWER implementation

+ 155 countries have at least one best practice MPOWER measure, up from 44
in 2007

* 6.1 billion people covered by at least one best practice MPOWER measure
* Mean MPOWER score now approaching 34 (in 2024), up from 25 in 2018
Outcomes: Achieving reductions just short of the 30% target

* Achieved a ~27% reduction in global tobacco use by 2025 compared to 2010
baseline, falling just short of the Global NCD target of 30% reduction.

Barriers and threats:
Gender gaps persist

* From 2010 to 2024, women's tobacco use fell from 11% to 6.6%, meaning
that women both exceeded the 30% reduction target and met it early; the
reductions in men'’s tobacco use continue to lag behind, falling from 41.4%
to 32.5%.

Novel products pose new threats

* Novel products are outpacing regulation, threatening hard-won gains

Progress status

Moderate progress

3.1.2 Alcohol consumption: status and progress

Status overview

Alcohol contributes to many cancer types yet remains insufficiently addressed
in global cancer control.

In 2022, global alcohol consumption reached 5.0

litres of pure alcohol per capita per year among
people aged 15 years and older. Over 400 million
people were living with alcohol use disorders, of
whom 209 million had alcohol dependence (87).
This equated to 2.6 million annual deaths (4.7%
of all deaths) in 2019, including 1.6 million from

Even at low levels

of intake, alcohol
consumption increases the
risk of cancers; reducing
or stopping alcohol use
lowers the risk

NCDs. The WHO European Region had the highest
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consumption, followed by the Americas, with men bearing 73% of the burden (2 million
deaths) and LICs showing the highest death rates per litre consumed.

Globally, in 2022 alcohol consumption caused nearly 700 000 new cancer cases among
men and women (3% of the global total, with 75% occurring in men) (54). It is linked to
cancers of the oral cavity, pharynx, larynx, oesophagus, upper aerodigestive tract, liver,
colon, rectum, and female breast, with all types of alcoholic beverages posing a risk (Fig. 33).
Oesophageal cancer accounted for 29% of cases in men, while breast cancer drove 57%
of cases in women. Even at low levels of intake, alcohol consumption increases the risk of
cancers of the oral cavity, pharynx, larynx, oesophagus and breast. Globally in 2020, 92% of
alcohol-related cancer cases were due to risky (20-60 g ethanol/day) or heavy (>60 g/day)
drinking among men, whereas nearly one-third (32%) of cases among women were linked
to moderate drinking (<20 g ethanol/day) (88). Reducing or stopping alcohol use lowers the
risk, particularly for cancers of the oral cavity and oesophagus.

Fig. 33. Estimated percentage of cancer cases attributable to alcohol consumption,
2022
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Social and economic changes have also led to increased alcohol use among women in
selected regions, reflected in highly developed countries showing the highest burden of
alcohol-attributable cancers in women, particularly driven by breast cancer (89). Global shifts
in drinking patterns and demographic changes suggest a future rise in alcohol-attributable
cancers, especially in regions such as Eastern and South-Central Asia, underscoring the need
for cancer prevention strategies within comprehensive national cancer plans.
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Implementation progress

Progress in alcohol policy implementation remains uneven, and trends in
alcohol-attributable cancers vary across regions. Targeted communication
strategies show promise in strengthening awareness of alcohol-related cancer
risks.

Slight progress has been achieved in the past decades. Total per capita consumption declined
from 5.7 litres in 2010 to 5.0 litres in 2022. Alcohol-attributable death rates dropped since
2010 in some regions, driven by reduced heavy episodic drinking among youth and better
treatment access, though absolute numbers remain high. Progress is uneven: HICs achieved
larger relative reductions, while LMICs face rising burdens.

There are clear policy solutions that can help countries address the impact of alcohol
consumption on cancer incidence, outlined in WHO SAFER interventions and IARC's Handbook
on Alcohol Prevention as part of WHO Global Alcohol Action Plan (87, 90, 91) (Fig. 34). For
example, introducing cancer warning labels on alcoholic beverages, similar to tobacco
warnings, could deter consumption and increase understanding of alcohol’s cancer risks,
potentially bolstering public support for alcohol control policies (92).

Fig. 34. Summary of SAFER intervention programme implementation
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Effective implementation relies on strong enforcement and regulation, which are often
lacking in LMICs (93). For example, only 16 of 46 sub-Saharan African countries have formal
alcohol policies in 2015, despite heavy drinking contributing significantly to alcohol-related
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cancer cases (94). Globally, public awareness on the link between alcohol and cancer is still
very low and data demonstrates the consequences for population health (88).

Monitoring progress

A global target of at least a 20% relative reduction in the harmful use of alcohol by 2030
(baseline 2010) is reflected in both the NCD Global Monitoring Framework and the Global
Alcohol Action Plan 2022-2030. Monitoring is conducted through SDG indicator 3.5.2, defined
as alcohol per capita consumption (litres of pure alcohol per person aged 15 years and older)
within a calendar year.

Table 5. Status snapshot: alcohol consumption

Indicator status GCMF indicator: Alcohol per capita consumption (litres of pure alcohol,
persons 15+/year)

* Per capita consumption: 5.0 L in 2022

Key gains and State: Alcohol-attributable cancers remain a major contributor to the
gaps global burden

* More than 740 000 cancers a year are alcohol-attributable, 4% of global
total.

Plan: Inadequate, uneven progress in SAFER implementation, especially
in LMICs

* Alcohol control policies remain weak in LMICs, where SAFER policy
implementation is limited

* Only 16 of 46 sub-Saharan African countries have formal alcohol policies

Outcomes: Significant undershooting of the milestone of 10% alcohol
reduction by 2025

+ Alcohol consumption fell to 5.0L per capita in 2022 from 5.7L in 2010

* Meeting the targeted 20% alcohol reduction by 2030 (in comparison with
2010) will require accelerated efforts.

Barriers and threats:
Majority of alcohol-attributable cancers in men, but burden is shifting

* 75% of alcohol-attributable cancers occur in men. Yet, burden of alcohol-
attributable cancers is shifting to LMICs and women

Public awareness remains low

* Only 46% of countries globally have alcohol advertising bans.

Progress status Insufficient progress

Note: SAFER implementation and alcohol consumption are monitored in Global Information System on Alcohol
and Health (GISAH).
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3.1.3 Unhealthy diet, excess body weight and lack of physical activity:
status and progress

Status overview
Unhealthy diet, excess body weight and lack of physical activity are rising
risk factors that will increasingly drive the cancer burden.

Based on data from the Institute for Health Metrics and Evaluation, globally, excess body
weight has become one of the most widespread and fastest-growing health risks (95). In
2022, about 2.5 billion adults (43%) were living with overweight, including approximately 890
million adults (16%) with obesity (96, 97). 159 million children and adolescents are estimated
to be living with obesity alone, and over 390 million are overweight. The prevalence of
overweight among adults ranges from about 31% in regions such as South-East Asia and
Africa to around two-thirds of adults in the Region of the Americas (Fig. 35) (96).

Fig. 35. Percentage of cancer cases estimated to be attributable to obesity, 2022
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Excess body fat (overweight and obesity) is causally linked to at least 13 types of cancer (98).
Globally, it accounts for about 4.5% of all cancer deaths, ranging from less than 1% in low-
income countries to 7-8% in some HICs (54). The contribution varies by cancer type, with
excess body fat implicated in an estimated 40% of uterine cancer deaths, 19% of kidney
cancer deaths, and 18% of oesophageal adenocarcinoma deaths.

Worldwide, adult obesity has more than doubled since

1990, and obesity among children and adolescents has Excess body fat is
roughly quadrupled over the same period, rising from causally linked to
about 8% in 1990 to around 20% in 2022 (96, 97). In

at least 13 types
1990, roughly one quarter of adults were overweight; of cancer

by 2022 that figure had climbed to 43% and nearly
1 billion people were living with obesity, equivalent to
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more than 1 billion people. In some high-income settings, adult obesity rates are beginning
to plateau, but at very high levels, while the steepest increases are now seen in LMICs and
small island developing states, where health systems are often least prepared to prevent
and manage obesity (99, 100).

Physical activity and healthy dietary patterns address body weight and thus reduce the risk
of cancer. For example, physical activity is linked with reduction in cancers - both incidence
and, in some instances, recurrence - of bladder, breast, colon, endometrium, kidney, stomach,
and oesophageal adenocarcinoma (Fig. 36) (107). Nevertheless, the global age-standardized
prevalence of insufficient physical activity was 31.3% in 2022, an increase from 23.4% in 2000
and 26.4% in 2010, and 80% of adolescents are insufficiently active (702, 703).

WHO and the United Nations Food and Agriculture Organization recommends 400 g of edible
fruit and vegetables per day as a population-wide goal for the prevention of NCDs (704).
In 2021, the global average intake of fruit and vegetable was 121.8 g/day and 212.6 g/day,
respectively, below the recommended intake range (705). There is substantial evidence that
sugar-sweetened drinks increase the risk of weight gain and obesity (706).

‘Increased physical activity is
linked with a reduction in cancers

incidence and recurrence
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Fig. 36. Relationships of unhealthy diet, excess body weight and lack of physical
activity with cancer

Relative risk by cancer site - highest vs lowest exposure, meta-analysis estimates
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CUP: Cancer Update Programme; WCRF: World Cancer Research Fund.
Sources: (105, 107-109).

Implementation progress

Despite evidence of successful interventions to promote healthy diets, reduce
excess body weight and increase physical activity, only a limited number have
been implemented at scale.

Some governments and communities have demonstrated that policies and programmes,
which are reflected in WHO's Best Buys for the prevention and control of NCDs, targeting
unhealthy diet, physical inactivity and can slow, and in some cases reverse, trends that are
relevant for cancer prevention (710). Successful, integrated examples include comprehensive
school-based initiatives that improve the nutritional quality of meals, restrict marketing of
unhealthy foods to children, and build more opportunities for daily physical activity and
have been associated with stabilizing or modestly reducing weight in some settings (93).
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To address rising physical inactivity, the WHO Global action plan on physical activity 2018-2030
(GAPPA) sets a target of a 15% relative reduction in the global prevalence among adults and
adolescents by 2030. The plan is structured around 20 policy actions across four strategic
objectives: active societies, active environments, active people, and active systems (777).
Physical activity policy remains spread thinly

across health, transport, urban planning,

education, and sport sectors. WHO's Global Adolescent inactivity

status report on physical activity 2022 found is at crisis level, with

that fewer than half of countries have a current, 80% of adolescents

costed, and funded national physical activity insufficiently active

policy, and that less than 30% have

implemented all the recommended GAPPA

policy actions (112).

To further support countries in tackling the

obesity epidemic, WHO launched, in 2023, the Fiscal policies and incentives
Acceleration Plan to Stop Obesity, in line with to improve the affordability
recommendations adopted by Member States and accessibility of healthy
at the 75th World Health Assembly (773, 7714) diets are a key prevention
(Fig. 37). Key strategies include fiscal policies strategy

such as taxation and incentives to improve

the affordability and accessibility of healthy

diets, encouraging consumption of whole

grains, legumes, nuts, vegetables, and fruits, while reducing demand for unhealthy, ultra-
processed foods or products high in fats, sugars, and salt (715). Specific measures like
sugar-sweetened beverage taxes and product reformulation by food manufacturers have
demonstrated positive impacts. Only approximately 73 of 194 Member States reported
implementing measures consistent with the WHO Set of Recommendations on restricting
marketing of certain food products to children in 2023 (83). As of July 2024, excise sugar-
sweetened beverage taxes were applied at national level to at least one type of at least 116
countries (116). Most countries have been slow to implement the WHO Acceleration Plan
to Stop Obesity and related system-level measures because of limited political will, strong
industry interference, and weak multisectoral coordination. Civil society has an important
role to play in disseminating information and contributing to awareness campaigns.
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Fig. 37. WHO technical package to stop obesity: selected proven interventions
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Monitoring progress

ACT

WHO has established targets for unhealthy diet, excess body weight and lack of physical
activity. Unhealthy diet is linked to the outcome indicator of halting the rise in obesity and
diabetes by 2030. Globally accepted indicators related to unhealthy diet are linked to salt

reduction and elimination of trans fats.

The target for insufficient physical activity among adults (18+) is reduction in physical
inactivity, defined in the WHO Global action plan for the prevention and control of NCDs
(10% reduction by 2025) and expanded in the WHO Global action plan on physical activity

(15% reduction by 2030) as part of efforts to achieve SDG 3.4 on reducing NCD mortality.

Tables 6, 7 and 8 provide snapshots of the current status and progress made.

3 Status update: progress made and key gaps in implementation

73



Table 6. Status snapshot: unhealthy diet

Indicator status GCMF indicator (core): prevalence of inadequate fruit and vegetable

consumption.

* Limited high-quality data; available data suggest insufficient fruit and
vegetable intake for cancer risk reduction

Key gains and State: Poor nutritional intake associated with multiple cancer types

gaps

« Linkage to cancer risk through direct harm of certain foods (e.g. salted fish)
or through obesity (e.g. sugar)

Plan: Limited but slowly increasing policy implementation

* Only around 40-60 of 194 Member States report implementing measures
consistent on restricting food marketing to children

* Policy coverage on sugar-sweetened beverages is expanding

* Limited data on additional policies to increase fruit and vegetable
consumption

Outcomes: Inadequate data
Barriers and threats:

* Political will, industry interference and weak multisectoral coordination are
barriers to action

Progress status Partial progress (limited data)
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Table 7. Status snapshot: excess body weight

Indicator status GCMF indicator (core): overweight and obesity prevalence
+ 2.5 billion adults (43%) are overweight and 890 million (16%) are obese (2022)

Key gains and State: Obesity is linked to at least 13 cancer types
gaps * 4.5% of cancer deaths globally are attributable to excess body fat

Plan: Inadequate policy uptake and limited participation in WHO
Acceleration Plan to Stop Obesity

* Most countries slow to implement system-level measures, with obesity
policies existing in many HICs but lacking in LMICs

* 34 countries with above-average obesity prevalence are participating in
WHO Acceleration Plan to Stop Obesity

Outcomes: Overweight and obesity are rising sharply in all regions,
most steeply in LMICs; childhood obesity has quadrupled

* Increase in overweight prevalence from 31% (2010) to 43% (2022), projected
to be 1 billion people living with obesity globally by 2030

* LMICs are experiencing the most pronounced increase in obesity rates
* Childhood obesity has quadrupled from 8% in 1990 to 20% in 2022

* No country has fully halted the rise in obesity prevalence; no country is on
track to meet the global target of halting the rise by 2030

Barriers and threats:

« Commercial determinants with coordinated industry opposition to fiscal
and regulatory policies

* Obesity policies deprioritized because obesity framed as individual rather
than structural challenge
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Table 8. Status snapshot: lack of physical activity

Indicator status GCMF indicator (core): prevalence of insufficient physical activity
* GCMF indicator (core): prevalence of insufficient physical activity

* Prevalence among adults rose to 31.3% in 2022 (1.8 billion adults do not
meet WHO's recommended 150 minutes of moderate-intensity activity
per week)

Key gains and State: Physical inactivity contributes to more than seven types of cancer
key gaps * Physical activity is linked to reduced cancer incidence and recurrence

* Physical inactivity is associated with more than 250000 cancer cases each
year (1.2% of total burden)

Plan: Limited uptake or implementation

« Fewer than half of countries have a current, costed, and funded national
physical activity policy

* Less than 30% have implemented all the recommended GAPPA policy
actions

* Only 42% of countries have implemented media campaigns to improve
physical activity

Outcomes: Very few countries are on track to achieve targets

+ 80% of adolescents are insufficiently active

Barriers and threats: Creating healthy environments takes time,
resources and sustained political commitments

* Structural environments often promote inactivity; reversing it requires
cross-sectoral changes that go beyond the health ministry's authority.

3.1.4 Infections: status and progress

Status overview
Infections remain a leading cause of preventable cancers, predominantly
affecting the poorest countries and communities.

Infections remain a major contributor to the global cancer burden, accounting for a
substantial proportion of preventable cases, particularly where infectious diseases are
endemic and health system capacity for prevention is limited. According to a recent global
analysis of modifiable risk factors, infections were responsible for approximately 10% of
new cancer cases worldwide in 2022, decreasing from approximately 16% in 2008 (54, 117).
Yet, infections remain second only to tobacco as a modifiable cause of cancer incidence,
and particularly driving cancers such as stomach and cervical cancer which are often closely
linked to specific pathogens (e.g. H. pylori and human papillomavirus). There is substantial
geographic variation with the highest ASIRs of infection-associated cancers seen in sub-
Saharan Africa and eastern Asia (Fig. 38).
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Fig. 38. Percentage of cancer cases estimated to be attributable to infections, 2022
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Notes: H. pylori, human papillomavirus (HPV), hepatitis B virus (HBV), hepatitis C virus (HCV), and Epstein-Barr
virus (EBV) are the five primary infectious agents driving the burden.

Implementation progress
Uptake of effective vaccines and risk reduction strategies has been too slow,
resulting in millions of avoidable deaths.

WHO-recommended immunization strategies have been pivotal: HPV vaccination for girls
aged 9-14 and universal HBV infant immunization with a birth dose within 24 hours followed
by 2-3 additional doses are highly cost-effective cancer prevention measures (93, 718).
Significant strides have been achieved since vaccines became available.

Hepatitis B vaccination, introduced in 1982, has curbed liver cancer risks (7179). HPV vaccines
targeting high-risk types (720) have been accessible since 2006, with WHO prequalifying five
variants (bivalent, quadrivalent, 9-valent) for a single dose to be administered to 9-14 years
old girls, leading to broad adoption and reduced incidence of HPV-related cancers (Table 9)
(see also section 4.2.1).
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Table 9. List of HPV vaccines prequalified by WHO by May 2026

Date of 20 May 8 July 9 February 14 October 2 August
Prequalification 2009 2009 2018 2021 2024
Vaccine type Human Human Human Human Human
papillomavirus  papillomavirus  papillomavirus  papillomavirus  papillomavirus
(Quadrivalent) (Bivalent) (9-valent) (Bivalent) (Bivalent)
HPV types HPV 6,11, 16, 18 HPV 16, 18 HPV 6, 11, 16, HPV 16, 18 HPV 16, 18
18, 31, 33, 45,
52,58
Commercial Gardasil Cervarix Gardasil 9 Cecolin® Walrinvax®
Name
No. of doses 1 1 1 1 1
Manufacturer Merck Sharp & GlaxoSmithKline Merck Sharp & Xiamen Innovax Yuxi Zerun
Dohme LLC Biologicals SA Dohme LLC Biotech Co. Ltd.  Biotechnology
Co., Ltd

Gaps persist in low-coverage regions (Fig. 39). Vaccination coverage remains uneven: as of
March 2026, 165 countries (85% of WHO Member States) have integrated HPV vaccination
for girls aged 9-14 into national schedules (see section 4.2.1) (121).

Meeting Hepatitis B vaccination 2030 targets to cut

new chronic infections by 95% and deaths by 65% HPV vaccination for
could avert 2.1 million cancer cases (119, 122). This girls aged 9-14 is a
WHO Best Buy has proven cost-effective, particularly highly cost-effective
in high-prevalence areas (93). As of May 2026, 115 cancer prevention
countries provide universal hepatitis B birth-dose measure

vaccination, yet just 45% of infants globally receiving

it within 24 hours of birth and despite 38 countries

bearing 80% of the HBV/HCV burden (Fig. 39) (7123). In 2024, the global prevalence of chronic
HBV infection among children aged under 5 years was estimated at 0.6% (724). The WHO
African Region, with a prevalence of 1.4%, remains far from the 2030 target of 0.1% and
continues to face the greatest burden.

Although vaccination is not currently available for H. pylori, improved water sanitation
has reduced prevalence. Additionally, eradication therapy has been being evaluated in
randomised clinical trials with pooled data demonstrating that among healthy H. pylori-
positive individuals without gastric cancer at baseline, there was a 36% relative risk reduction
for future gastric cancer and a 22% reduction in the relative risk of mortality from gastric
cancer (125). No country has, as yet, instituted a national population-based programme to
screen for and treat H. pylori although there have been some regional programmes.
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Fig. 39. Percentage coverage of HPV vaccination of girls with at least 1 dose,
hepatitis B birth-dose and hepatitis B infant vaccination, by WHO region
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I Monitoring progress

WHO targets aim for 90% HPV vaccination coverage among girls by age 15 (as part of the
Global Strategy for cervical cancer elimination); >90% infant and birth-dose hepatitis B
vaccination coverage by 2030 to help eliminate cervical cancer and viral hepatitis (see WHO
Global health sector strategy on viral hepatitis); and, for HIV/AIDS, to achieve SDG 3.3 to
end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases by 2030.
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Table 10. Status snapshot: infection-associated cancers

Indicator status

GCMF indicator (core): HPV vaccine coverage (partial or full series)

* Population-weighted programme coverage is 31% (for at least one dose),
far below the level necessary to meet the target of 90% of girls to be fully
vaccinated with the HPV vaccination by age 15

GCMF indicator (optional): Inclusion of HPV vaccination in national
vaccination programme

* 165 countries (85%) of WHO Member States have included HPV vaccination
in their national schedule (June 2026)

GCMF indicator (optional): HPV prevalence

* Limited data: population prevalence of HPV is estimated around 10%, far
higher than the targeted population prevalence of less than 1%

GCMF indicator (optional): Hepatitis B vaccine coverage (partial or full
series)

* Population-weighted global vaccination coverage at 31%
GCMF indicator (optional): Hepatitis B virus (HBV) prevalence

* Global prevalence of chronic HBV infection among children aged under
5 years estimated at 0.6% with target of 0.1%

GCMF indicator (optional): HIV prevalence (adults 15-49 years old)
*0.7% in adults aged 15-49

Key gains and
gaps

State: Infectious risk factors contribute to multiple cancer types

* Associated with approximately 10% of new cancer cases worldwide in 2022
(decreased from 16% in 2008)

Plan: Broad adoption into national vaccination schedules, but
implementation falling far short of target, with significant regional

gaps

* Significant regional gaps in coverage (HPV coverage: Eastern
Mediterranean (2%), South-East Asia (14%), Western Pacific (25%))

Outcomes:

* Infection-related cancers decreased from 16% in 2008 to 10% in 2022
* Prevalence generally decreasing

Barriers and threats:

+ Continuing substantial improvement in antiretroviral therapy coverage
uncertain post-2023 funding cuts

* HIV-associated cancers (Kaposi sarcoma, cervical, lymphomas)
disproportionately affect sub-Saharan Africa

Progress status

Partial progress
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Box 10. Climate change, air pollution and cancer

Air pollution, exacerbated by climate change, is a significant carcinogen responsible
for multiple cancer types and a substantial number of deaths (726). The mechanism
through which it affects people is when fine particulate matter (PM2.5) penetrates
deep into alveoli, triggering chronic inflammation, oxidative stress, and DNA damage.
There is a substantial increased lung cancer risk per every 10 ug/m?PM2.5 rise (127).

Air pollution accounted for 2.4% of all new cancers globally and 4.1% in East Asia (54).
Beyond lung cancer, emerging evidence links air pollutants to other malignancies. For
example, PM10/NO, elevate stomach cancer risk via systemic translocation and gut
microbiome disruption, whereas head and neck cancers show 5-year lagged PM2.5
associations (128).

Climate change indirectly amplifies air pollution exposures by intensifying wildfires,
heatwaves, and ozone formation, each worsening respiratory carcinogenesis. Wildfire
smoke PM2.5 exposure correlates with higher lung cancer odds. For example,
individuals exposed to wildfires over the previous decade are found to have a 5%
higher relative incidence of lung cancer and a 10% higher relative incidence of brain
tumours compared to unexposed populations (729). Extreme heat can additionally
increase treatment toxicity and infection vulnerability for people being treated with
immunosuppressive systemic therapy.

Mitigation through stricter air quality standards, as outlined in the WHO PM2.5
guideline of 5 pg/m? (130) could avert millions of cancer deaths in the mid-term.
WHO'’s recommended indicator is annual mean PM2.5 concentration in line with the
Updated road map for an enhanced global response to the adverse health effects of
air pollution (7137). Stronger advocacy and international collaboration for integrated
climate-health policies is needed to reach the target, as pollution control represents a
high-impact, equitable strategy to reduce the cancer burden and improve health broadly.
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Box 11. Classifying carcinogens: understanding hazard vs risk

A hazard refers to the innate capacity of an agent to cause cancer under any
circumstance, whereas risk estimates the actual probability of cancer occurring based
on the specific level and duration of exposure in a real-world context. IARC Monographs
evaluate the strength of scientific evidence that an agent is capable of causing cancer
(hazard) and assigns a grade according to the evaluates the strength of scientific
evidence. This classification does not assess the risk to an individual that depends on
whether their exposure is sufficient to trigger the disease.

The difference between hazard (does it cause cancer?) and risk (how many cancers
does it cause?) can be understood by examining tobacco and processed meat. Both
are classified as group 1 carcinogens and known to contribute to the cancer burden.
Nearly 1 in 2 people will be harmed by smoking including 1 in 6 who will develop lung
cancer. In comparison, comparing exposure to processed meat every day with those
who eat none, approximately 1 in 100 to 200 people who eat 50g of processed meat
every day will result in one additional case of colorectal cancer (732).

3.2 Early detection

When cancer develops, detecting and diagnosing it at an early stage allows for less complex,
less expensive treatments that result in better patient outcomes and cost-savings for the
health systems. Strategies that ensure early cancer detection, prompt diagnosis, and timely
referral for treatment are therefore essential components of effective cancer control (733)
(Fig. 40).
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Fig. 40. Cost of cancer care and survival in relation to stage of diagnosis (134, 135)
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Cost estimates reflect data from the United States health care system; absolute values differ
across countries and health systems. The directional stage gradient - greater costs and lower
survival with advancing stage - is consistent across published international literature. Costs
shown are approximate; figures are presented to indicate relative magnitude, not precise
expenditure data.

There are two distinct strategies for cancer early detection: early diagnosis and screening
(Fig. 41) (136).
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Fig. 41. Distinction between cancer early diagnosis and screening
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Source: Adapted from Screening programmes: a short guide. Increase effectiveness, maximize benefits and
minimize harm 2020. WHO Regional Office for Europe (736).

Early diagnosis refers to the process of detecting cancer in people who are already
experiencing symptoms, with the goal of identifying the disease at the earliest possible
stage and linking patients promptly to treatment. Early diagnosis is relevant across all cancer
types and hinges on boosting symptom awareness among communities and health care
providers, improving accessibility of clinical evaluation and diagnostics, and reducing delays
in referral and treatment initiation. In HICs with advanced screening programmes and high
participation, not more than 5-8% of all cancers are detected through screening (7137, 138).

The core steps of early diagnosis include (i) awareness of symptoms and health-seeking
behaviour, (ii) timely clinical assessment and accurate diagnosis, and (iii) access to effective
treatment including supportive care, all of which reduce the proportion of advanced-stage
diagnoses and improve survival outcomes. When successful, time from symptom onset
to treatment initiation can be reduced and cancer survival can be increased by 5-10% - a
difference that is even greater and benefits larger populations than most available cancer
therapies (139).

By contrast, screening involves administering tests or procedures to apparently healthy,
asymptomatic individuals in a defined target group to detect pre-clinical cancer or its
precursor lesions before symptoms arise. WHO guidance emphasizes that screening
programmes require significant system capacity, including community mobilization either
through systematic invitations (more effective) or highly visible campaigns, quality assurance,
diagnostic follow-up, and treatment for those with positive results (736, 140).

A limited number of cancers are amenable to screening.

Screening programmes should only be undertaken National screening
when a) their effectiveness has been demonstrated, programmes should
b) resources (workforce, equipment etc) are sufficient balance benefits
for screening without diverting from early diagnosis against potential

strategies, c) the facilities exist to confirm diagnosis, harms
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provide treatment and follow-up and d) when prevalence is high enough to justify the effort
and cost of screening - and should be implemented only where their effectiveness has been
demonstrated, resources are sufficient to achieve high coverage, and necessary infrastructure
exists. National screening programmes should balance benefits against potential harms,
that include overdiagnosis (screening tests detecting those cancers that would never cause
any symptoms or death, even if left untreated), overtreatment, psychological harms and
harms associated with invasive diagnostic techniques (Fig. 42).

Screening for breast cancer, cervical cancer, colon cancer,
oral cancer (among regular consumers of tobacco
and alcohol) and lung cancer (among heavy smokers)
and prostate cancer has demonstrated reduction of
mortality from the respective cancer when delivered in
qguality-assured, organized, population-based screening
programmes in HICs (1471-144). Cervical cancer screening programmes should be
implemented in all countries, in line with WHO Global Strategy for the elimination of cervical
cancer (145).

Cervical cancer
screening programmes
should be implemented
in all countries

Fig. 42. Risks associated with cancer screening programmes

Cancer type Estimated overdiagnosis  Screening modality
Breast 3 = Mammaography
Prostate ) = Prostate-specific antigen
Lung =+ Computed tomography scan
Melanoma = == <4 Skin surveillance
Kidne Incidental detection on
y +++ abdominal computed tomography

Thyroid i i o = Screening ultrasound or
incidental detection

Notes: Amount of overdiagnosis (+) 0-20%, (++) 20-40%; (+++) 50-100%; (++++) >100%
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3.2.1 Early diagnosis strategies: status and progress

Status overview

Although most cancers can be detected through primary care pathways,
a large percentage are only identified when advanced and/or emergency
symptoms occur.

For early diagnosis to improve cancer outcomes, it must be linked with access to prompt and
effective treatment. Delayed evaluation of cancer-related symptoms can result in emergency
presentations and associated with higher excess mortality rates, with ratios in one setting
ranging from 4.0 (lung) to 20.8 (prostate) (746). The risk of death from any cause within the
first year after cancer diagnosis is lowest when the cancer is detected through symptomatic
pathways in primary care compared to other routes.

As a result of poor early diagnosis pathways, late-stage diagnosis is still the norm in many
countries, even for cancers that can be detected early. In a recent study of 2.4 million women
with breast cancer from 81 countries: high proportions of metastatic disease at diagnosis
were observed in sub-Saharan African countries where 5.6% to 30.6% of women had distant
metastasis at breast cancer diagnosis (Fig. 43) (147). In HICs, early-stage, node-negative
cancers comprised over 40% of breast and cervical cancers, but less than 20% of ovarian
cancers. By contrast, in LMICs, these proportions were generally below 20% for all three
cancers (148).

Access to diagnostics, especially for childhood cancer, is mostly in central

Uganda which ultimately means that many children are lost due to

cancer, as they either will be diagnosed late in urban health facilities or
they will die without knowing that they had cancer.

Moses Echodu, person with lived experience of cancer, Uganda

P

From my point of view, access to cancer diagnostics is still a major
challenge, especially for young adults in rural areas. The lack of
experience and limited diagnostic tools can lead to misdiagnosis
at the beginning, which wastes critical time while the disease is
progressing. Also, the need to travel to urban areas like Cairo v
adds another burden, including distance, cost of housing, and long {
waiting periods until reaching a final diagnosis. In addition, I believe

that doctors who are not specialized in oncology should be trained to suspect cancer in
cases of unexplained symptoms and to request the required investigations early. All of these
factors together do not only delay diagnosis and treatment, but also negatively affect the
patient’s physical and mental state, which makes the situation more difficult

Taha Mostafa, person with lived experience of cancer, Egypt
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Fig. 43. Percentage of cases by stage at diagnosis for breast cancer, 2000-2018
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Box 12. Cancer and misinformation: newly diagnosed patients particularly
susceptible

Misinformation about cancer proliferates rapidly on social media and online platforms,
undermining trust in evidence-based treatments and delaying care. Data from a
national survey in the United States of America show that more than 30% of popular
cancer-related posts contain misinformation (749). It often overstates weak evidence
or promotes unproven therapies. Very often, these posts are also harmful, garnering
significantly more engagement compared to factual content (750).

Newly diagnosed cancer patients are particularly susceptible, with 93% exposed to
misinformation via family, friends, or algorithms, even passively (157). Common myths,
like vitamins curing cancer or avoiding sugar, lead patients to rarely discuss them
with oncologists, potentially eroding doctor-patient trust and adherence to standard
therapies.

Exposure to misinformation also correlates with harmful behaviours that can persist
even after receipt of accurate information. Data show that 76% of breast cancer
survivors encountered misleading risk information, increasing anxiety and avoidance
of proven screenings like mammograms (752). Misinformation thrives on loss aversion,
amplifying fears of “missing natural cures” over statistical gains from conventional care,
disproportionately affecting low-health-literacy groups and LICs.

Countering misinformation requires different approaches - from media literacy
interventions, through proactive physician screening for myths, to reliance on trusted
sources like WHO, IARC (including through its Codes Against Cancer) (153, 154) and
international evidence-based cancer agencies. Combating misinformation can mitigate
impacts, preserving informed decision-making in cancer control.

Implementation progress
Cancer early diagnosis strategies remain insufficiently prioritized in cancer
policies and incompletely implemented.

According to the 2023 WHO Assessing national capacity for the prevention and control of
NCDs, 63 % of countries reported early detection programmes or guidelines for breast cancer
integrated at the primary care level, while only 44 % and 27 % of countries reported similar
programmes for colon cancer and childhood cancers, respectively (Fig. 44) (155).
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Fig. 44. Early diagnosis strategy implementation: Percentage of countries with (a)
early detection programmes in primary health care and (b) clearly defined referral
system for suspected cancer cases, by WHO region and income group, 2023
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b. Clearly defined referral system for suspected cancer cases
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Clearly defined referral systems from primary care to secondary and tertiary care for
suspected cancer cases were more common - reported by around two-thirds of countries
for cervical and breast cancers - though there are significant variations in readiness across
cancer types and health systems (755).

Within NCCPs, early detection strategies for breast and cervical cancer were included
in approximately 90% of plans recently reviewed, indicating broad recognition of this
component as part of national cancer control efforts. However, only a minority explicitly
outline structured early diagnosis pathways, especially outside of high-income settings, and
fewer still define measurable time-bound targets or detailed implementation frameworks (8).

Explicit targets or benchmarks to improve timely cancer diagnosis have been emerging
although evidence of impact is inconclusive. Within the European context, 13 out of 28
countries surveyed reported having national waiting-time targets for suspected cancer
diagnosis and fast-track diagnostic pathways, and 18 have implemented formal fast-track
diagnostic pathways to streamline referral and diagnostic processes - mechanisms that
effectively operationalize performance targets for timely diagnosis (756).

Monitoring progress

Table 11. Status snapshot: late diagnosis: loss to follow-up

Indicator status GCMF indicator (core): Early stage at diagnosis

* 91% of HICs have >60% of breast cancer cases diagnosed in stage I and
IT compared to 28% of LMICs with available data (limited data for other
cancers)

GCMF indicator (optional): Referral and back-referral system to secondary/
tertiary care levels

* 23% of countries have a referral policy for cervical, breast, colon and
childhood cancers.

Key gains and State: Referral systems promote earlier detection
gaps Plan: Few NCCPs include structured pathways for early detection

*90% of NCCPs include early detection for breast/cervical, but few have
structured pathways with measurable targets

* Among select cancer types, childhood cancer has lowest inclusion for early
detection strategies at primary care level

Outcomes: Late-stage diagnosis is the norm in LMICs
* Up to 30.6% metastatic breast cancer at diagnosis in sub-Saharan Africa
Barriers and threats: Misinformation is a threat

* 93% of newly diagnosed patients exposed to cancer misinformation

Progress status Insufficient progress
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3.2.2 Cancer screening: status and progress

Status overview

Although screening strategies for common cancers are increasingly available,
organized screening programmes with high participation rates are not yet
widely implemented.

Data collected through WHO and IARC's CanScreen5 project in 130 countries show areas
of progress in screening programme availability and implementation strategies and
heterogeneity in performance (Fig. 45) (157).

Fig. 45. Status of implementation of a) breast, b) cervical and c) colorectal cancer
screening programmes and screening tests, globally, 2026
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CBE: clinical breast exam; DBT: digital breast tomosynthesis (3D mammography); FIT: faecal immunochemical
test; gFOBT: guaiac faecal occult blood test;VIA: visual inspection with acetic acid.

For breast cancer screening, 45 countries report no screening programme, while five countries
(Libya, Maldives, Republic of Moldova, Uzbekistan, and Viet Nam) report the implementation
of a pilot programme currently on-going. Cervical cancer screening programmes are more
widely implemented globally yet still have substantial deficits in access and coverage (157).
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Globally, progress towards the WHO's target of 70% screening coverage by 2030 remains
of-track (see section 4.2.1). According to WHO global cervical cancer screening coverage
estimates for 2022, among women aged 30-49 years, 19% had been screened within the
previous year, 35% had been screened within the previous 5 years and 38% had been ever
screened using any screening method (cytology, VIA or HPV). Inequities were significant
depending on country income, with 5-year coverage lowest in LMICs (26%), compared to
HICs (74%) using any screening method (758).

Global estimates for HPV-based screening coverage indicated that 7% of women aged 30-39
years had ever been screened (ranging from 33% in HICs to 2% in LMICs) (Fig. 46). In the
past five years, 60 countries achieved coverage over 70% with any screening method, and
5 specifically with HPV testing (758). As governments continue to implement and scale-up
HPV testing, HPV-based screening coverage is expected to increase in the coming years.

Fig. 46. HPV-based cervical cancer screening participation rates, 2022
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Colorectal and lung cancer screening shows the lowest level of global implementation. Of
the 130 participating countries, 78 report no colorectal cancer screening programme and
pilot programmes are reported in five countries. Screening coverage varies widely across
countries and programme settings, particularly in colorectal cancer. Coverage ranges from
below 5-10% in early stage or pilot programmes to approximately 60-70% in more mature,
organized programmes. These observed ranges reflect substantial differences in programme
maturity, organization, and data completeness (7157).

Many countries have yet to fully recover screening uptake lost during the COVID-19 pandemic,
underscoring persistent challenges even in well-resourced settings (759). Additionally,
screening coverage alone does not reflect programme effectiveness; many programmes
lack sufficient referral completion with high loss to follow-up rates and other quality issues,
particularly in LMICs contexts.
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Implementation progress
Although an increasing number of countries are strengthening their cancer
screening programmes, major global gaps in coverage remain.

While global data are not available to analyse time-trends, evidence from some countries
show steady progress. Overall, improvements in screening coverage take time and sustained
investments, often increasing coverage at less than 5% per year (760). Population time trend
analysis of colorectal cancer screening programme coverage across 14 countries found eight
countries showing a significant downward trend in incidence and mortality rates among
screening-targeted populations (761).

To ensure equitable access to quality-assured services across the screening care continuum,
the organization of programmes is of paramount importance (162). A primary determinant
of screening participation at the national and community level is public sector financing for
cancer services, including in the national health benefit package (Fig. 47) (71). Cervical cancer
screening, as the most cost-effective screening programme, has the highest proportional
inclusion in health benefit packages. Compared to the other interventions included in
the survey, screening for colorectal cancer was less likely to be included in health benefit
packages. Only 44% of the respondents in the LIC group as compared 89% in HICs reported
including colorectal screening in their health benefit packages.
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Fig. 47. Financial coverage for HPV test in health benefit package, by a) income
group and b) WHO region
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HPV: human papilloma virus; VIA: visual inspection with acetic acid.
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Evidence shows that organized screening programmes with structured systems across the
full screening pathway are critical to improving participation, coverage, and follow-up care.
A systematic review of 69 studies found that programmatic elements such as call-recall
systems (e.g. telephone, email or SMS alerts, and scheduled appointments) establish referral
pathways for diagnosis and treatment, enabling equitable access and continuity across
the entire screening pathway significantly increase screening participation and completion
compared with opportunistic approaches (763).

Loss of follow-up after a positive cancer screening test in LMICs is quantitatively substantial:
studies report that 4 to 75% of women with positive cervical screening results do not
complete recommended follow-up visits or rescreening, with some settings showing only
23% adherence at follow-up and others reporting nearly 50% non-return rates in large
cohorts (164). Quantitative analyses also show that in some programmes only 27% of women
returned for follow-up at one year, and rates dropped further over time where follow-up
adherence was assessed longitudinally (765). Similar loss to follow-up rates exist for other
cancer screening programmes (766).

These high loss-to-follow-up figures are driven by factors such as financial and transportation
barriers, low awareness of the need for continued care, missing appointments, long distances
to facilities, low education, social pressures, inadequate peer-to-peer support, and lack
of precancer treatment availability at primary care. In order to improve cancer screening
programmes, significant financial investment and sustained policy implementation are
needed to train the workforce, purchase appropriate technologies, strengthen data systems,
incorporate digital health and innovations.

An integrated health information system (Fig. 48) that can link at least the screening facilities
and the diagnostic facilities is extremely important to manage a complex public health
initiative as a screening programme and should be linked to routine programme monitoring
to improve performance (167).
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Fig. 48. Screenshots from the dashboard of the e-health information system used to
manage cervical screening programme in Bangladesh
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Monitoring progress

Table 12. Status snapshot: cervical cancer screening programme

Indicator status

GCMF indicator (core): Cervical cancer screening coverage with high
performance testing (target: 70% by 2030)

* Ever in lifetime: 7% HPV-based screening coverage globally among women
aged 30-40 years (33% in HICs vs 2% in LMICs)

GCMF indicator (optional): Cervical cancer screening coverage (any test)
* 38% of women aged 30-49 globally (target: 70% by 2030)
* 60 countries achieved >70% coverage with any method (past 5 years)

GCMF indicator (optional): Availability of HPV testing (including high-
performing tests)

+ 87 countries recommend HPV testing as primary screening test
GCMF indicator (optional): Cervical cancer screening positivity rate
* Limited data available

* Available estimates from multi-country studies suggest HPV DNA positivity
of 10-20%, rising to 20-64% in women living with HIV (7147)

GCMF indicator (optional): Appropriate diagnostic evaluation following
abnormal screening test

« Limited data available, with available single-country estimates, significant
loss to follow-up established, particularly in countries with weak health
systems

GCMF indicator (optional): Pre-invasive cervical disease treatment among
women aged 30-49 years

* Limited data available; link to diagnosis and treatment known to range with
significant loss to follow-up rates

GCMF indicator (optional): Existence of national screening programmes for
cancers (including cervical cancer)

+ 155 countries have national screening programmes for cancer (including
cervical cancer)

GCMF indicator (optional): Proportion of women aged 50-69 years
undergoing screening mammography per year

* Limited data available for LMICs with estimate of approximately 23% (768)
* Approximately 54% for OECD countries (2021) (160)

GCMF indicator (optional): Availability of ablative and excisional treatments
for cervical cancer

* Limited data available
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Key gains and State: Cervical cancer screening programmes have different population
gaps health benefits

* Cervical cancer screening is a priority for all governments as part of the
global strategy toward the elimination of cervical cancer

Plan: screening remains a cancer policy priority

* More than 75% have national screening programmes but financial coverage
of all screening types in health benefit packages remains low

* Availability of HPV tests varies widely by income group

Outcomes:

* HPV-based screening coverage is critically low, particularly in LMICs
* Limited availability of ablative treatment in primary care in most LMICs

* High loss to follow up after positive screening is a major gap: 41-69% of
women with positive cervical screening do not complete follow-up

Barriers and threats:

* Absence of functional downstream diagnostic and treatment pathways to
act on screen-positive results

+ Systematic under-uptake of screening among disadvantaged population

* Limited facilitated, transparent market entry and regulatory oversight for
emerging screening technologies

Progress status Insufficient progress

3.2.3 Diagnosis and staging: status and progress

Status overview

Major global deficits in access to cancer diagnostics are threatening the
capacity for timely detection and accurate staging of cancer, which is a
requirement for determining appropriate treatment.

Box 13. Steps in a cancer diagnosis along the patient pathway

There is a wide variety of diagnostic tests required to detect, confirm, and characterize
the extent of cancer presence. These include laboratory analyses of blood, urine,
tissue, or cell samples; biopsies followed by pathology diagnosis; and various imaging
modalities such as ultrasound that visualize internal body organs to assess the extent
of cancer spread. Rapid advances in technology are also providing opportunities to
increase diagnostic testing more widely through the point-of-care and/or use of mobile
testing equipment. Together, these diagnostic tools form an integrated approach
to diagnosing cancer accurately and efficiently, facilitating timely and appropriate
treatment initiation.
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Nearly 47% of the world’s population has little to no access to basic diagnostic services
(pathology and diagnostic imaging), according to the 2021 Lancet Commission on Diagnostics,
with primary care settings in LMICs particularly underserved (769). A global shortfall of
diagnostic workforce, including pathology professionals as well as an insufficient number
or poorly maintained equipment are major barriers to effective national diagnostic capacity.

There are substantial shortages in equipment and workforce particularly in LMICs with
2021 Lancet Oncology Commission on Medical Imaging and Nuclear Medicine finding that
millions of cancer deaths could be avoided between 2020 and 2030 by scaling up imaging
(Fig. 49) (170). Equipment capital costs can be significant barrier to accessible tests and even
when available, there are significant constraints to optimal use include lack of availability of
the workforce and maintenance of technologies.

Fig. 49. Availability of positron emission tomography (PET) from IAEA IMAGINE
database, 2026
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Available workforce and infrastructure for pathology and laboratory medicines is greatly
insufficient to meet the current burden of cancer and has been further constrained by
added workflow demands linked to targeted therapies. An analysis of WHO's National Health
Workforce Accounts Data Platform reveals that minimal growth in workforce density (per
10000 population) for medical and pathology laboratory technicians and scientists with only
55-60% of countries reporting increases (172). Prior studies have shown sub-Saharan Africa
has roughly one pathologist per 1 million people (approximately 50 times less than the ratio
in HICs), and many laboratories in LMICs are not accredited or in the public sector (7173).
Further deficits in pathology capacity are not well established.

Data from PBCRs can inform diagnostic and pathology capacity (7174). Low percent microscopic
verification (e.g. <70%) implies that a substantial proportion of cases are being recorded
on clinical or radiological grounds alone, potentially pathology services are inaccessible,
unaffordable, of uncertain quality, or geographically distant. Moderate or high death
certificates only (e.g. >5%) can point to weak primary care and/or limited diagnostic access
with a segment of the population accessing care only when symptomatic and advanced.
Several sub-Saharan African registries have microscopic verification ranges of 50-80% and
death certificate only rates of 5-10%, plus high percent of "unknown stage", reflecting systems
where pathology is not reaching most patients and clinical diagnosis is fragmented (747).

The consequence of inadequate diagnostic capacity is often late stage of diagnosis. Time
duration to initiate treatment - a major prognostic determinant for cancer outcome - is
determined by three intervals: time from symptom onset to initial contact with health system
(patient interval) then time to diagnostic confirmation including staging (diagnostic interval)
and time from referral to initiate treatment (treatment interval). The diagnostic interval is
generally the longest and determined by diagnostic capabilities - pathology infrastructure
and diagnostic imaging - that require investments in technologies and workforce. High-
performing health systems have low median number of days between cancer diagnosis
and treatment referral: HICs typically initiate treatment within 2-4 weeks; in LMICs delays
of 2-6 months are common (Fig. 50) (775).
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Fig. 50. Median time between cancer diagnosis and treatment initiation in days
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Box 14. The potential and limitations of AI for cancer diagnostics

Artificial intelligence (AI) is rapidly advancing cancer diagnostics across imaging,
pathology, and screening domains by enhancing detection accuracy, standardizing
interpretations, and supporting early diagnosis and clinical decision-making. Al-assisted
imaging systems are being integrated into mammography and radiology workflows,
with large trials reporting reductions in later diagnoses and improvements in early
cancer detection (Table 13). In pathology, Al algorithms have demonstrated high
performance in tissue classification and grading (such as prostate Gleason scoring
and cytology interpretation), improving diagnostic consistency and reducing inter-
observer variability. Emerging tools also include portable Al-powered devices for early
detection in resource-limited settings and risk-stratification models for personalized
early detection. Despite promising results, challenges remain around clinical validation,
governance, regulatory approvals, integration into workflows, and ensuring equitable
access globally. For additional examples of Al and cancer, see section 4.2.4 below.

Table 13. Emerging applications for artificial intelligence and cancer diagnostics

Application area

Key peer-reviewed findings

Digital

pathology -
overall diagnostic
accuracy

Al applied to whole-slide images in digital pathology shows high
performance with mean sensitivity ~96.3 % and specificity ~93.3 %
across multiple diseases, including cancer, though many studies
have bias concerns (176).

Lung cancer
imaging
diagnostics

Meta-analysis of Al models for lung cancer imaging found pooled
sensitivity and specificity ~0.86-0.87, demonstrating strong potential
for supportive detection of nodules and classification tasks (7177).

Lung cancer
Al diagnostic
performance

Meta-analysis shows Al significantly improves diagnostic accuracy
in lung cancer detection compared with conventional methods in
aggregated studies, supporting use of machine learning tools in
clinical workflows (778).

Prostate cancer
digital pathology

Deep learning models in prostate cancer digital pathology achieved
AUC up to ~0.99 for cancer detection and classification, indicating
very high performance in histologic analysis (779).

Cervical cancer

Systematic review reports Al can distinguish normal vs cancerous

pathology cervical pathology with accuracy 92-98%, highlighting strong
diagnosis diagnostic potential in gynaecological cancers (780).
Automated A broad systematic review of deep learning models in cancer

cancer diagnosis
models

diagnosis documents widespread application across tumour
types, summarizing architectures and diagnostic performance
improvements (181).

Breast cancer
pathology
diagnosis review

Systematic literature review shows Al enhances breast cancer
diagnostic accuracy in pathology and reduces detection errors with
conventional methods (782).
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Implementation progress
Diagnostic imaging is not included as a priority in most national cancer
control plans.

Diagnostic capacity is increasingly seen as a core aspect of effective cancer control, but
significant gaps remain in how this is translated into policy and implementation. Diagnostic
cancer services are among the least covered cancer services in health benefit packages.
Diagnosis through immunohistochemical staining was included by most of the countries
globally (60%), but certain regions are least likely to cover such services. Countries in the
African Region were the least likely to use immunohistochemical staining to diagnose acute
lymphoblastic leukaemia (31%) and CT/PET scan for metastatic cervical cancer (28%) (77).

The 2024 Global review of NCCPs highlights that although many plans include early detection,
diagnosis and screening strategies, only about 44% explicitly address these aspects with
defined strategies, with formal goals and measurable indicators being less common
compared with other domains like prevention or data systems (8).

Persistent weaknesses in laboratory and pathology infrastructure planning and workforce
training within health policies indicate that while diagnostic services are mentioned, dedicated
resources and actionable implementation frameworks are often lacking, particularly in lower-
resource settings, leading to suboptimal identification of tumour type and inappropriate
treatment plans (783-185) (Fig. 57).

This shortfall is particularly salient in light of the World Health Assembly’s 2021 resolution on
strengthening access to diagnostics (WHA74.8), which calls on Member States to integrate
affordable, quality diagnostics into national health benefit packages and health systems
as a cornerstone of UHC. Global programmes of work are being developed to implement
the resolution and to fully implement IAEA's Rays of Hope Initiative that includes access to
diagnostic imaging (see section 3.3.2) (Box 15).
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Fig. 51. Suboptimal identification of tumour type and inappropriate treatment plans
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Table 14. Status snapshot: late diagnosis - delays in diagnostic work-up (staging)

Indicator status

GCMF indicator (core): Timeliness of referral and completion of diagnostic
evaluation among individuals with suspicious findings for cancer

« Limited data; HICs generally range from 2-4 weeks; LMICs delays of
2-6 months

GCMF indicator (core): Median time between cancer diagnosis (treatment
referral) and treatment initiation, in days

* Limited data; ranges between 20 and 50 days for the main cancer groups
GCMF indicator (core): Biopsy-based cancer diagnosis

* Limited data available; based on microscopic verification data from
well-functioning population-based registries, around 80-99% in HICs; low-
resource settings proportion can be below 60%

GCMF indicator (optional): appropriate diagnosis and staging for breast
cancer

* Limited data available

GCMF indicator (optional): loss-to-follow-up, among people diagnosed with
cancer

* Limited data available
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Key gains and State: Appropriate diagnostic tests are required for all people diagnosed
gaps with cancer

+ Diagnostic technologies absent in large percentage of countries, most
critical gaps in Africa

Plan: Insufficient priority in cancer control

* Only 44% of NCCPs address diagnosis/staging with defined strategies and
measurable indicators

+ Diagnostic imaging included in cancer health benefit packages: lowest
covered cancer service type

Outcomes: Lack of capacity leads to late diagnosis

* 47% of world population has little to no access to basic diagnostic services
leading to delays in receiving cancer diagnosis and initiating cancer
treatment

Barriers and threats: Ability to evaluate and scale-up emerging
technologies

* Substantial innovation in cancer diagnostics, though limited ability to
evaluate utility of technologies across different settings

* Inadequate financing remains primary barrier

Progress status Insufficient progress

3.3 Treatment

Treatment modalities for cancer are used alone or in combination to optimize outcomes.
Treatments are designed to kill cancer cells, directly or indirectly, through different
mechanisms and at various disease stages, with the goal of curing or controlling cancerous
cells, prolonging survival, and/or improving QoL. Together, they form the foundation of most
cancer treatment protocols worldwide, with advances in each area contributing to significant
improvements in cancer control.

Surgery is the oldest and most common cancer treatment, typically used to remove localized
tumours. It aims to excise cancerous tissue completely and is often curative when the disease
is detected early. Surgical techniques have evolved from extensive radical to more precise
procedures (such as de-escalation strategies) and to include minimally invasive and robot-
assisted approaches, which reduce complications and enhance recovery.

Radiotherapy uses high-energy ionizing radiation to destroy cancer cells by damaging their
DNA, preventing replication and inducing cell death. A substantial proportion of cancer
patients can receive radiotherapy, either as a primary treatment or in conjunction with
surgery and chemotherapy. Advances such as stereotactic radiotherapy allow precise delivery
of radiation to tumours while reducing impacts on healthy tissue. Radiotherapy is particularly
effective for localized and radiosensitive tumours and can be used preoperatively to shrink
tumours, postoperatively to eradicate residual disease or in the palliative care setting to
relieve pain and improve QoL.

Systemic therapy involves administration of medicines that kill or inhibit the growth of rapidly
dividing cancer cells directly or indirectly. Such cancer treatments circulate throughout
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the body to target malignant cells wherever they may be, which is essential for reducing
recurrence risk or complexity of other therapies in earlier stages and for managing metastatic
disease. The most common types include cytotoxic chemotherapy, which kills rapidly dividing
cells; hormonal (endocrine) therapy, which blocks or lowers hormones that drive certain
cancers such as breast and prostate cancer; targeted therapy, which interferes with specific
molecular pathways involved in tumour growth; and immunotherapy, including immune
checkpoint inhibitors, which enhance the body’s immune response against cancer cells.
More recently, advances in precision oncology have enabled biomarker-guided treatment
selection, antibody-drug conjugates, and cellular therapies, expanding the scope and
complexity of systemic treatment.

3.3.1 Cancer surgery: status and progress

Status overview
High-quality surgical services are required for optimal outcomes, but
availability of surgical services is limited.

In 2015 it was estimated that 80% of people diagnosed with cancer require surgical care,
making it the most used treatment modality for cancer (786, 187). Global data show major
gaps in availability of cancer treatment interventions. Surgical care, for example, is unavailable
to most of the world population in any form with 4.2 billion people lacking access to safe
and timely basic surgical care. Even in HICs, there is significant variations in the quantity
of cancer surgical care delivered that can impact QoL and treatment completion (Fig. 52).

Factors that contribute to the delivery of low-quality surgical care include inadequate
pre-service training, unavailable specialty training, inequitable service models (leading
to over-centralization of care not accessible to rural populations), lack of availability of -
or suboptimal adherence to - national treatment guidelines, and insufficient continuous
professional training (see also section). GlobalSurg3 - a large multicentre, prospective cohort
study in 82 countries - found that 30-day postoperative mortality after colorectal cancer
surgery was approximately two-times higher in lower-middle and low-income settings
compared with high-income countries, even though major complication rates were similar
(Fig. 53). Inability to rescue from complications and less specialist surgical support contribute
to worse outcomes (788, 189) (see also section 4.3.2).
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Fig. 52. Percentage of women receiving highest standard of breast cancer surgical
care as measured by early stage cases receiving breast-conserving surgery plus
radiotherapy, 2015-2018
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Fig. 53. Post-operative mortality, major complications and any complication rates
after cancer surgery (breast, colorectal and gastric cancers) from GlobalSurg 3
observational study, by income group, 2018-2019
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Implementation progress

Although cancer surgical services are among the most cost-effective
interventions, they are not being sufficiently included in national cancer
control plans or health benefit packages.

Inclusion rates of surgical management for breast, lung and cervical cancer in public-sector
health benefit packages improved with wealth, but patterns varied: LICs showed the largest
deficits in covered services, with lung surgery at just 19%, 56% for cervical and 63% for breast;
L-MICs prioritized cervical (70%) over breast (65%) and lung (54%); U-MICs equalized breast
and cervical at 83% but lagged on lung (72%); and HICs led overall, with lung surgery highest
(96%), breast at 93%, and cervical lowest at 89% (77). Data on other critical cancer surgery
specialities like neurosurgery and orthopaedic oncology are lacking.

Over the past decade, health policy for surgical care has increasingly been formalized through
the development of national surgical, obstetric and anaesthesia plans (NSOAPs), which are
also policy levers for cancer. Following the endorsement of surgical system strengthening
through the World Health Assembly Resolution WHA68.15 on Strengthening Emergency
and Essential Surgical Care and Anaesthesia, many countries - particularly LMICs - began
developing national plans: more than 40 countries are now in different stages of the NSOAP
process (190). Cancer care has increasingly been incorporated into these policies because
surgery is central to oncology treatment.

Progress has been possible through different global mechanisms. WHO's Global patient
safety action plan (2021-2030) and Safe Surgery Saves Lives initiative have facilitated
adoption of national patient safety plans and policies in more than 50 countries. The WHO
Surgical safety checklist, implemented in over 100 countries, has reduced surgical mortality
by up to 37% in through standardized checks for infection prevention, safe anaesthesia, and
teamwork (7191, 192).
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Monitoring progress

Table 15. Status snapshot: poor surgical quality and access

Indicator status GCMF indicator (optional): Postoperative mortality (at 90 days)

* Limited data available; multi-country studies with 30-day postoperative
mortality approximately two-times higher in lower-middle and low-income
countries compared with HICs

Key gains and State: Surgery is the most commonly used cancer treatment modality
gaps (80%)

Plan: increased existence of various national policies and plans
* Existence of NSOAPs: >40 countries in different stages of NSOAP process

* WHO Safe surgery checklist: 4000+ facilities in 100+ countries - reduces
mortality up to 47%, complications by 36%

* Yet, inequitable inclusion of surgical management for breast, lung and
cervical cancer in public-sector health benefit packages

Outcomes: Survival associated with surgical capabilities
* Higher post-operative mortality and worse stage-specific survival

Barriers and threats: Risk to pivot towards high-cost technologies and
against improved workforce competencies

* Inadequate number of trained surgical workforce

* Surgery not adequately financed with focus on recent technological
innovations

Progress status Partial progress (limited data)

3.3.2 Radiotherapy: status and progress

Status overview
Global inequities in radiotherapy are substantial, although with some evidence
of recent improvements.

Global radiotherapy coverage reveals stark disparities. While HICs have adequate technology
and service coverage, most LMICs face severe shortages. Megavoltage radiotherapy capacity
in LMICs has grown in absolute terms over the past decade with 45% increase in total
units in Africa between 2012 and 2020 to approximately 430 units total (793). However,
relative coverage has barely improved because cancer incidence rose 32% over the same
period. Using records from the IAEA Directory of Radiotherapy Centres (DIRAC) database
and comparing radiotherapy density per 1000 cancer patients, there has been anincrease in
density in 109 countries, no change in 37 countries and decrease in 41 countries, comparing
2020 and 2026 analyses (10). Notably, 23 LMICs with populations exceeding one million lack
any active radiation facilities, leaving approximately 197 million people without local access
to this critical cancer treatment (794, 195) (Fig. 54).
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Fig. 54. Availability of radiotherapy machines from IAEA DIRAC database, 2026

Radectherapy density
{nismbser of radiotheragry
machines g 1000 cances patients)

-0
B -0.0-0.5
B =050

*1.0-1.5
*1.5-2.0
*2.0

B Daca ot svailable

Mot applicabie
o 1000 2000 ADDD0km
. .

Source: (194).

Radiotherapy equipment functionality represents a significant constraint on effective coverage
of services, particularly in LMICs (Fig. 55). Publications from the International Atomic Energy
Agency (IAEA) highlight that maintaining high equipment uptime is essential to ensure reliable
access to treatment; a typical operational benchmark assumes approximately 250 treatment
days per year, with machine availability ideally exceeding 95% uptime (796). However, when
unscheduled downtime reaches around 100 days per year, effective machine availability can
fall to about 60%, substantially reducing treatment capacity, contributing to delays in care
and failing to complete treatment (797-799). Limited local maintenance expertise, high costs
of service contracts (often 8-15% of the machine’s purchase price annually), and delays in
importing spare parts or technical support are cited as major contributors to downtime in
resource-constrained settings.

112 Global status report on cancer 2026: the future we choose together



Fig. 55. Comparison of radiotherapy downtime from select studies, 2007-2021
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Access within countries is also determined by proximity to centres. Geospatial analyses
estimate that 76% of the global population has access to radiotherapy within 120 minutes
of travel, but coverage drops sharply by income level: only 17% in LICs versus 93% in high-
income ones, with one-third of countries - especially in Africa - lacking any facilities (200).
Paediatric cases are may be further deprioritized or rendered suboptimal because they
demand intensive ancillary resources including dedicated paediatric anaesthesia care and
significantly longer daily time allocations per session, with centralization of services limiting
access (201).

Implementation progress
Radiotherapy is being increasingly prioritized for capital investments including
through IAEA initiatives, but access to services and policy prioritization are

lagging.

Radiotherapy policy is increasingly addressed within both national health financing
frameworks and cancer-specific strategies, though coverage remains uneven globally. A
global survey by WHO found that radiotherapy remains the least re-imbursed treatment
service in national health benefit packages at only 19-25% of LICs (77). At the strategic
planning level, the global review of NCCPs found important gaps remain in treatment
planning and financing, with approximately 50% of NCCPs lacking explicit radiotherapy
strategies (8) (Table 16).

Prioritization of radiotherapy within NCCPs was associated with the availability of radiotherapy
machines. Again, substantial variation exists across regions and income groups in the extent
to which specific radiotherapy elements are incorporated into NCCPs (202). Progress is being
achieved through IAEA's Rays of Hope initiative (Box 15).
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Together, these findings suggest that while radiotherapy is increasingly recognized within
national health policies and benefit packages, substantial policy gaps persist in ensuring
its systematic inclusion in national cancer strategies and financing frameworks. Continued
efforts are therefore required to strengthen the inclusion of radiotherapy in future NCCP
revisions, supported by comprehensive policy-level planning and implementation, to enable
the expansion of equitable global access to radiation therapy (203).

Monitoring progress

Table 16. Status snapshot: inaccessible radiotherapy

Indicator status

GCMF indicator (optional): Average radiotherapy downtime, in days per
month

« Limited data; available data from LMICs with estimated % downtime ranges
from 15%-50%

Key gains and
gaps

State: Radiotherapy is a critical modality for curative and palliative
cancer care

Plan: Insufficient prioritization
* 50% of NCCPs lack explicit radiotherapy strategies

* Only 19-25% of LICs have reimbursement of radiotherapy in national health
benefit packages

Outcomes: Most people still lack access to radiotherapy

» Geographic accessibility for: 76% of global population live within 120-min
travel time (HICs: 93%; LICs: 17%)

* At least 23 LMICs have no active radiotherapy facility

+ 109 countries have an increase in radiotherapy density per cancer patient
comparing 2020 with 2026 while 41 have had a decrease

Barriers and threats: Managing technology with sustainable capacity
* Lack of maintenance contracts contributes to poorly functioning machines

* Promising new technologies in the pipeline may be constrained by
workforce capacities and sustainable implementation

Progress status

Insufficient progress
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Box 15. Rays of Hope: International Atomic Energy Agency

Providing even a single radiotherapy machine in a country has the potential to save
many lives and relieve symptoms. Through its Rays of Hope initiative, launched in
2022, the International Atomic Energy Agency (IAEA) is building partnerships with
governments, international financial institutions and the private sector to help bridge
the gap in access to medical imaging and radiotherapy services (204).

Over 100 countries have joined Rays of Hope, and the initiative has raised more than
US$ 100 million from donors and partners. By integrating various elements such as
radiation safety legislation, quality control, guidance, training and equipment into
a cohesive set of interventions, Rays of Hope seeks to maximize impact through
sustainable projects tailored to the specific needs of each country (205).

More than 90 items of diagnostic and treatment equipment have been procured for low-
and middle-income countries, including 10 linear accelerators and 55 mammography
machines, and 18 Anchor Centres have trained more than 700 oncology professionals
in the safe use of radiation medicine - a network that, as of June 2026, has expanded
to 20 Anchor Centres spanning Africa, Asia and the Pacific, Europe, and Latin America
and the Caribbean (206). Concrete examples of impact include the procurement of
32 mammography units for 19 countries in Latin America and the Caribbean, which
when fully installed will provide screening services for up to 250 000 women each
year; support to Indonesia to develop a national roadmap for scaling up radiotherapy
and nuclear medicine services, informing its National Cancer Control Plan 2024-2034;
and the delivery of two linear accelerators, a brachytherapy machine, CT-simulator
and dosimetry equipment, alongside long-term training and refresher courses for
radiotherapy and medical imaging professionals in Malawi (207).

3.3.3 Systemic therapy: status and progress

Status overview

Millions of people affected by cancer do not have access to systemic therapy,
even low-cost, off patent. With the pace of innovation, there are likely to be
worsening inequalities in access.

Access to cancer medicines remains highly unequal globally when examined across the
pharmaceutical value chain (see Fig. 56 and sections 4.2.5 and 4.3.3). There is an increasing
number of cancer medicines on WHO's essential medicines list (EML) that should be available
in functioning health systems. However, the translation of global recommendations into
improved access remains incomplete. While WHO recommendations are reflected to
varying degrees in national essential medicines lists, patient access also depends on their
incorporation into publicly funded UHC benefit packages, as well as on effective procurement
and supply systems (208). Further, the state of access at national levels are impacted by global
market dynamics including pricing and intellectual property (see section 4.3.3).
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Fig. 56. Value chain perspective on access to systemic therapy
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Major reports on clinical accessibility, such as the ESMO Global Consortium Study in 2023
covering 126 countries, underscore that many countries still lack consistent supply of WHO
EML-listed essential cancer medicines, and essential antineoplastic therapies remain out
of reach for most patients in low- and lower-middle-income countries despite international
efforts to expand access (270). A global survey of oncologists across 82 countries validated
that the most impactful cancer medicines of public health value are on WHO's EML, yet
availability of the top 20 priority cancer medicines, as reported by health professionals,
ranged from only 9-54% of countries in low-income and lower-middle-income settings,
compared with 68-94% in HICs (277). Comparing trends over time including results from
ESMO studies and national essential medicines list (NEML) reviews limited progress has been
achieved: modest increases in NEML antineoplastics listing but essentially no substantial
changes in formulary availability and affordability (272).
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Additional studies have evaluated affordability, financial toxicity and supply-chain disruptions
as major barriers to access. Treatment abandonment and incomplete therapy are common,
with severe consequences for survival (Fig. 57) (213, 214). Surveys indicate that patients
in lower-income settings frequently face large OOP costs for cancer treatment. In one
international survey, 13-68% of oncologists in low- and lower-middle-income countries
reported that patients faced a risk of catastrophic health expenditure when accessing
commonly used priority cancer medicines (277). In upper-middle-income countries, access
can be delayed and substantial OOP costs can additionally arise when reimbursement lists
lag behind regulatory approvals.

Fig. 57. Treatment completion rates for breast cancer from ABC-DO study
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Even among high-income health systems, coverage varies considerably; an analysis across
OECD countries found variable regulatory approval timelines; of a sample of indications
with high clinical benefit in breast and lung cancer, reimbursement ranged from 31%
to 100% (2175). Spending on innovative cancer medicines is rising sharply, with widening
differences in access and pricing across countries (216).

Supply chain and service delivery deficits further exacerbate delivering systemic therapy,
particularly in LMICs, such as inadequate maintenance of equipment needed to re-constitute
systemic therapy in aseptic and safe settings, inappropriate disposal of cytotoxic medicines
in environmentally sound manner, and poor management of systemic therapy toxicities
(see section 3.4.1) (217). Hospital infrastructure must be routinely maintained and updated
to include infusion suites and chemotherapy chairs to avoid overcrowding and congested
infusion spaces that interfere with safe delivery and increase workload.
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Implementation progress
Cancer policy interventions to improve access to systemic therapy remain
limited in scope and lack appropriate health system investments.

Improving access to cancer medicines requires a coherent, system-level policy architecture that
aligns supply-side instruments with financing commitments. At its foundation, governments
need to focus on three coherent policy levers for cancer medicines for prioritizing high-
value cancer medicines: (i) coverage entitlements, including health benefit packages and
aligned with NCCPs, (ii) national treatment standards and (iii) NEMLs. These must be linked
to mechanisms for contextualized, value-informed priority-setting, reqgulatory capabilities
and effective pricing approaches (Fig. 58) (see section 4.3.3).

Using available national policies and survey data, there are substantial gaps in access to
cancer medicines including inadequate inclusion in and poor coherency between national
EMLs and national health benefit packages (Fig. 58) Analysis of the WHO Global Essential
Medicines database shows an income gradient in the composition of NEMLs for cancer (278).
Across 118 countries with available data, the median country lists 28 of the 50 antineoplastics
on the WHO Model List of Essential Medicines and four medicines outside it, indicating
that WHO'’s EML and NEMLs function as a meaningful policy anchors, particularly for basic
cytotoxic and hormonal therapies across all income levels (Table 17).

Fig. 58. Access to cancer medicines across the value chain and evidence of policy
coherence in national policies: inclusion of WHO EML medicines in national EML (218)
from 2015-2026; guideline availability (755); inclusion of cancer medicines in health
benefit packages in 2021 (11); survey data of availability and accessibility from ESMO
survey in 2023 (2170, 2719) using threshold of 80%
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Access relies on public sector financing. Currently, HICs are nearly four times more likely
to cover all essential oncology medicines in health benefit packages compared to low- and
lower-middle-income countries (77). Of the anticancer medicines on WHO' EML, availability in
LMICs is consistently lower than in HICs. Inclusion of targeted therapies and immunotherapy
in national health benefit packages is even more limited. Fewer than half of LMICs sufficiently
reimburse erlotinib and nivolumab, both on the WHO EML in 2021 (71).

Public financing of cancer medicines should be aligned with coherent national policy
instruments, including NCCPs, national guidelines and NEMLs. Only a quarter (26%) of NCCPs
reference NEML, and less comprehensive NCCPs are associated with inadequate budget
planning and policies to protect against catastrophic health expenditure (220).

The majority of NEML do not comprehensively include WHO’s EML products and are not
consistently linked to national treatment guidelines (Fig. 58). In 2023, only 51% of countries
globally reporting having cancer treatment guidelines implemented in at least half of treating
facilities (155). This fragmentation has important consequences: without alignment between
NCCPs, national treatment guidelines, NEMLs and funded health benefit packages, national
cancer priorities may not translate into equitable access to essential cancer medicines.

Table 17. Median (min-max) antineoplastics on national EMLs (2015-2026), by World
Bank income group, classified by 50 anti-neoplastics on WHO’s EML and up to 76
anti-neoplastics not on WHO's EML (2178)

# Medicines on WHO # Medicines not on WHO
Income group N countries EML (median, min-max) EML (median, min-max)
Low-income 21 27 (5-36) 1 (0-5)
Lower-middle-income 35 25 (4-44) 3(0-11)
Upper-middle-income 36 28 (4-44) 6 (0-39)
High-income 26 32 (2-48) 14 (0-74)
All included countries 118 28 (2-48) 4 (0-74)

A second tier of access policy concerns regulatory capacity, procurement and pricing
approaches and supply-chain failures that collectively undermine the coherent policies (see
section 4.3.3).

Decision thresholds should consider costs and cost-effectiveness along the full cancer care
pathway and, when successful, can materially influence access by deprioritizing low-value
technologies and promoting high-value ones in national benefit packages (227). Many LMICs
lack HTA mechanisms or the institutional capacity to assess cancer medicine effectiveness
and can lead to long times for regulatory approvals, although some have piloted innovative
approaches (222).
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Regulatory capacities are needed to decide on publicly-funded coverage or reimbursement
of new cancer medicines according to relative therapeutic benefit, medical necessity and
budget impact (223). Without regulatory oversight, particularly in LMICs, cancer medicines
are purchased through unauthorized pathways, increasing the likelihood of substandard
and falsified products. Reviewing WHO Medical product alerts list from 2013 to 2026, cancer
medicines - the most frequently NCD medicine triggering notifications - have featured in
at least six alerts with a pattern that indicates a clear shift over this period from falsified
cytotoxics toward high-value targeted therapies and immunotherapy agents (224).

On pricing, large percentages of purchasers are not optimizing the use of quality-assured
generic and biosimilar medicines, including enabling early market entry, using multiple policies
to achieve lower prices through greater market competition, and maximizing uptake and
public confidence, resulting in long delays and higher prices (225) (please see section 4.3.3).

Poor forecasting and supply planning leads to shortages and stockouts. A US Pharmacopeia
analysis found that seven of the 20 essential cancer medicines analysed are three to five
times more likely to be in shortage than the average medicine, driven by the structural
vulnerabilities of low-priced generic sterile injectables manufactured in geographically
concentrated facilities (226, 227). Multiple well documented crises - such as the shutdown
of a single producer that failed inspection triggering shortages in cisplatin or production of
suspected substandard asparaginase leading to death - reveal the vulnerability of the global
and national supply chains in cancer medicine (228, 229). With failure rates from 14-24% in
one study from four countries in sub-Saharan Africa, the ultimate harm is suffered by the
recipient of the cancer medicines (228-230).

Effective policy requires moving from cancer medicine policies to implementation using
comprehensive, complementary strategies (such as bulk purchasing, price transparency
measures, and Trade-Related Aspects of Intellectual Property Rights (TRIPS) flexibilities as
appropriate) to form a coherent policy toolkit (237) that, when combined with functional
NEMLs, treatment standards aligned with resource-stratified guidelines, and sufficiently
financed NCCPs health policies inclusive of cancer, can close the access gap between high-
income and lower-income settings and improve treatment for all.
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Monitoring progress

Table 18. Status snapshot: inaccessible systemic therapy

Indicator
status

For access to cancer medicines:

GCMF indicator (core): Availability of essential medicines for cancer
management

* Limited data from facility assessments; 20 prioritized cancer medicines,
reported by health professionals, ranged from only 9-54% of LICs and
L-MICs, compared with 68-94% in HICs

GCMF indicator (core): General government health expenditure on cancer
medicines

* Limited data available; expenditure per capita range from US$ <0.2 per
capita to >200 per capita; contributing to 20-90% of total cancer expenditure
(see section 4.3.3)

For comprehensive treatment:
GCMF indicator (core): Treatment completion rate

* Limited data; available data from select studies and select cancer types
report treatment completion rates from less than 5% to 70% in LMICs

GCMF indicator (core): Availability of cancer multidisciplinary team for
comprehensive cancer management at the facility

 Limited data available

Key gains and
gaps

State: Essential medicines remain generally unavailable globally
Plan: Lack of policy coherence

* Minority of countries have medicines listed consistently across health
policies: health benefit package, NEML, national treatment standards

+ Of 50 analysed anti-cancer medicines in WHO's EML, only 28 (median) appear
in NEMLs; only 14% of NEML are >80% concordant with WHO's EML

* Policies enabling generic/biosimilar access are inadequate, particularly in
most LMICs

Outcomes: Persistent and severe access gap

+ Data from ESMO survey demonstrated only about half of surveyed countries
report WHO's EML medicines always accessible

* LMIC patients face catastrophic OOP for commonly used oncology medicines

+ 7 of 20 essential cancer medicines 3-5 time more likely to be in shortage
than average medicine in one study

* Falsified cancer medicines: shifting toward high-value targeted therapies and
immunotherapy

Barriers and threats: Risk of worsening access gap with pace of
innovative products

* Sustainable financing and access must be linked to clinical benefit with
programmes that prioritize according to health system feasibility to deliver
innovative products

* Supply-side failures must be addressed: regulatory weakness, supply chain
fragility, stockouts of essential medicines, pharmacovigilance, and gaps in
workforce

Progress status

Insufficient/minimal progress
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Box 16. Cancer and antimicrobial resistance

By turning manageable infections into life-threatening complications, the escalating
threat of antibiotic-resistant pathogens is compromising the transformative gains made
through advances in cancer care over the past decades (232, 233). Hospitalized cancer
patients face 1.5-2 times higher antimicrobial resistance rates for key pathogens, such
as Escherichia coli, Klebsiella pneumoniae, and Pseudomonas aeruginosa, compared to
non-cancer patients, significantly worsening treatment outcomes and survival (234).
A multinational study across Europe found that cancer patients had more than 60%
higher odds of multidrug-resistant infections, directly linked to increased 30-day
mortality rates of up to 40% (235).

Cancer patients’ vulnerability to infections stems from profound immunosuppression
caused by the malignancy itself and intensified by treatments like chemotherapy and
bone marrow transplants. Approximately 1 in 5 cancer patients requires antibiotics
during their treatment journey, with pneumonia and sepsis being the leading causes of
intensive care admissions. Evidence from Surveillance, Epidemiology and End Results
(SEER)-Medicare data shows that infections contribute to 15-20% of excess mortality in
older cancer patients, often delaying or interrupting curative therapies and prolonging
hospital stays by 5-10 days on average (236).

Antibiotics are indispensable for enabling cancer treatments to proceed safely,
yet rising antimicrobial resistance, driven by overuse and hospital transmission,
threatens their reliability. Prudent stewardship, including rapid diagnostics like PCR-
based pathogen identification and de-escalation protocols, has reduced antimicrobial
resistance incidence significantly in pilot oncology trials (237). Strengthening infection
prevention, stewardship of antimicrobials and improvements in prescribing patterns
are urgently needed to protect vulnerable patients, preserve antibiotic efficacy, and
sustain hard-won progress in cancer survival.
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3.4 Supportive, palliative care and survivorship care

Palliative and supportive care should be delivered
by a multidisciplinary team to help people living
with and beyond cancer to live as well as possible,
for as long as possible, and to support families
and caregivers, during illness and, when needed,
through bereavement.

Palliative and
supportive care should
be integrated early,
starting from diagnosis

Palliative and supportive care should be

integrated early in the course of illness, starting

from diagnosis, rather than being reserved - as can be the case with palliative care in
particular - for patients who can no longer be cured or who are approaching the end of life.
Early integration of palliative care alongside active cancer-directed treatment is supported
by strong evidence and aligned with WHO guidance.

Iam Garen’s mom. My name is Shaghig, the mother of a one-of-a-kind soul:
brave, kind, and radiant. Garen was diagnosed with retinoblastoma at
just 40 days old. Then, he battled rhabdomyosarcoma at age five, and
later osteosarcoma with metastasis to the lungs at fourteen. Because
of a genetic mutation he carried from birth, cancer was the unwanted
companion that walked with him for 18 long years. Despite everything,
Garen lived with unshakable faith and the gentlest, most loving heart.
He smiled through his pain, gave strength to those around him, and never
gave up - not even when the suffering became unbearable.

As his mother, I had to endure every step of that journey beside him.
I had to be strong for him, even when I was breaking inside. And
yet, even within this unimaginable reality, we were blessed. We had
access to palliative care - real palliative care - not just symptom
control, but deep, compassionate support.

In those final days, palliative care gave us what nothing else could.
The support we received from Balsam-The Lebanese Center for Palliative

Care at home made all the difference. It allowed us to say goodbye without regret. It allowed
Garen to remain himself - a brave, noble soul, not just a cancer patient, until his very last
breath.

Palliative care is too often misunderstood. It’s seen as giving up. But for us, it was the
opposite. It was choosing life and humanity until the very end. Palliative care is not a luxury.
It is a necessity, a lifeline. It is love - structured, skilled, and sacred.

Shaghig Hudaverdian, who lost her son Garen to cancer, Lebanon
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Neve is my third of four daughters. She was a mischievous, loving, energetic child, often on
the move. She loved her family, her friends, school and the park. Neve was a healthy child
until the age of seven; in July 2020, she was diagnosed with an aggressive brain tumour. At
the age of 10, Neve died, leaving a profound absence in our lives.

Our experience of children’s palliative care began several months after Neve’s cancer
diagnosis. Whilst she continued to receive chemotherapy, she had been referred to our
local hospice for more support with her symptoms. Sadly, only a few weeks later, it became
clear that the treatment was not working; her cancer was still growing. As a team, we were
all in agreement; it was in Neve’s best interests to stop active cancer treatment. Our focus
needed to be on making the most of the time she had left.

Life with a seriously unwell child often felt chaotic and overwhelming. For over two years,
Neve needed round the clock care with medication, personal care and managing complex
symptoms like pain and seizures. Whilst it never felt like enough, the at-home support we
had from carers and nurses became a lifeline for us all.

Palliative care was at the heart of Neve's care. Our initial referral was to the incredible
outreach nurses at our local hospice. Alongside this hospice care, we were supported at
home by our local children’s community nursing team and social care team. These various
teams collaborated to provide the palliative care that Neve needed. It doesn't feel dramatic
to say that they held us all together, as a family.

Palliative care helped us focus on realistic goals and hopes.
These revolved around reducing and easing her suffering. Once
I understood that my child was going to die from her cancer,
her palliative care referral was the best thing that could have
happened.

Emily Tammam, who lost her daughter Neve to cancer, United Kingdom

Supportive care focuses on helping patients
prevent and manage the effects of cancer and
its treatment, maintain function and support
recovery and survivorship (Fig. 59). Palliative
care includes support with communication
about prognosis and goals of care, advance care
planning, and care through the dying process

In those final days,
palliative care gave us
what nothing else could

Shaghig Hudaverdian,
Garen’s mom

and bereavement - elements that extend beyond the traditional scope of supportive care.
Supportive care also extends into survivorship and rehabilitation in ways that palliative care

typically does not.
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Fig. 59. Supportive care and palliative care in cancer
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3.4.1 Supportive and palliative care: status and progress

Status overview

Substantial gaps in access to - including availability of - palliative and
supportive care leaving millions diagnosed with cancer to experience
preventable suffering.

An estimated 73.5 million people needed palliative care in 2021, but as of 2025 only 14% of
them received it (238). For children, 98% of those needing palliative care live in LMICs with
almost half of them living in Africa (239). Cancer (28%) is the largest single indication for
palliative care followed by HIV (22%) and stroke (14%), and the vast majority of people with
advanced or terminal illness require palliative care (240). Globally, in 2023, palliative care
was reported as being generally available (reaching at least 50% of patients in need) in a
community- or home-based care setting by 43% of countries and in a primary health care
setting by 42% of countries. Palliative care was most commonly available in both settings
among HICs (60-80%) compared to LICs being more generally available in a primary health
care setting only 26% and community- or home-based care setting in 11% (755).

3 Status update: progress made and key gaps in implementation | 125



Data from the Lancet Commission on global access to palliative care and pain relief (239) reveal
that global palliative care need increased by 74% between 1990 and 2021, with population
growth accounting for only half of that increase. Cancer is a growing cause of need for all
country income groups, doubling from 8.5 million people in 1990 to 16.6 million in 2021,
and increasing from 51% to 61% in LMICs over the period. The decedent burden increased
by 35%, whereas palliative care need in non-decedents more than doubled, accounting for
63% of the global need by 2021.

Global access to morphine for medical use remains profoundly unequal (Fig. 60) (247-245),
with WHO reporting many people with serious health conditions are “left behind in pain” (246).
High stockout rates in many health systems further reflect poor coverage of palliative and
pain-relief services. Despite morphine being low-cost and included on WHO's EML since
1977, its global distribution does not meet medical need (247-245, 247).

Poor access and stockouts leaving patients without adequate pain control and highlighting
systemic weaknesses in procurement, regulation, and supply-chain management.

Fig. 60. Immediate-release oral morphine availability in urban and rural areas, by
income group
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Current access to supportive care remains highly inconsistent worldwide with gaps in pain
management, anti-nausea therapies, psychosocial support, and rehabilitation (see section
4.3.2) due to workforce shortages, lack of training, and unequal health system investment -
resulting in many patients not receiving essential supportive interventions alongside curative
treatment or palliation.

Nutrition is a critical determinant of cancer outcomes: malnutrition at diagnosis is
independently associated with poorer overall survival, reduced treatment tolerance, and
more frequent complications, particularly in childhood cancer, where it drives treatment
interruptions and greater toxicity (248).
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Implementation progress
Uptake and implementation of WHO guidance and Member State
commitments remains slow.

Key initiatives driving progress in palliative care include WHO's 2014 World Health Assembly
Resolution (WHA67.19), which called for all Member States to integrate palliative care into
national health systems, as well as the WHO Palliative care guidance (249), including the WHO
Global palliative care reference package for UHC, which supports countries to standardize
essential medicines, health worker training, and service delivery (250). Other initiatives,
such as the Global Atlas of Palliative Care, the St. Jude Global Palliative Care Program, the
Lancet Commissions on global access to palliative care and pain relief, have also enhanced
evidence, awareness raising and concrete action in countries.

Recent estimates suggest that specialized palliative care services are operating worldwide
serving around 10.4 million patients - an increase compared with previous years but still
covering only a small proportion of global need (238). Significant disparities persist between
and within regions, with many countries having only localized services or limited integration
into the wider health system. In many LMICs, there is still little or no palliative care service
activity, limited enabling policies and often confined to specialized institutions or urban
centres, without systematic integration across levels of care (Fig. 61) (238).

Surveys of WHO Member States indicate that while 69% of governments reported some level
of funding or policy support for palliative care in 2023, fewer have integrated palliative care
fully into national health systems (83, 93). Key policy challenges include inadequate training
of health professionals, limited inclusion of palliative care in national health plans, lack
of political leadership, and regulatory barriers to accessing controlled medicines for pain
relief (257). Even when proposed policy actions are included in NCCPs, evidence has shown
no significant improvement in access to care, measured by morphine consumption (252).

Similarly, supportive oncology services - such as psychosocial care, nutrition support,
rehabilitation, and symptom management - are often underfunded and poorly embedded
in NCCPs, especially in LMICs. Only 43% of national health benefit packages include home-
based palliative care and 46% include psychological, social, and spiritual care (77). Inclusion
of psychological, social, and spiritual care, including bereavement support, was similarly
among the least covered services (46% globally) with the greater inequities between HICs
(70%) and LMICs (32-45%).
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Fig. 61. Inclusion of palliative care services in national health strategies (including in

health policies), by income group and WHO regions

# Patients Total need

Group # Services % of total receiving PC for PC % Need met
Income group

Low-income 405 1.20% 53 865 7 488 000 0.72%
Lower-middle-income 1504 4.46% 281248 25 240 000 1.11%
Upper-middle-income 7539 22.36% 2239083 26 002 000 8.61%
High-income 24272 72.98% 7 864 128 14722 000 53.42%
Total 33720 100.00% 10 438 324 73 453 000 14.21%

-

128

# Patients Total need

Group # Services % of total receiving PC for PC % Need met
Regions

Africa 827 2.45% 151 769 18 956 000 0.80%
Americas 11085 32.87% 3528972 9196 000 38.38%
South-East Asia 2742 8.13% 716 364 10 663 000 6.72%
European 11 350 33.66% 3666 127 10 731 000 34.07%
Eastern Mediterranean 234 0.69% 58 626 2272000 2.58%
Western Pacific 7482 22.19% 2 326 746 21 636 000 10.75%
Total 33720 100.00% 10 438 324 73 453 000 14.21%
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I Monitoring progress

Table 19. Status snapshot: pain management and palliative care access

Indicator status GCMF indicator (core): Availability of palliative care and end-of-life support
services

« Commonly available in HICs (60-80%) for primary care and community- or
home-based services compared to low availability in LICs (11-26%)

GCMF indicator (optional): Morphine stock out rate
* Limited available data

Key gains and State: Substantial unmet need and limited coverage in many LMICs

gaps + Cancer palliative care need: doubled from 8.5 million (1990) to 16.6 million
(2021). 98% of children needing palliative care live in LMICs; half in Africa

Plan: Poor inclusion in cancer-related policies
* 69% of governments dedicate funding for palliative care

* Only 43% of countries report home-based palliative care services included
in health benefit packages

Outcomes: Morphine access insufficient and inequitable
+ 73.5 million people need palliative care/year; only 14% receive it
Barriers and threats:

+ Continued inadequate political prioritization and health service integration
because of perceived low importance, and low commercial value

* Misinformation and stigma among health planners, providers and families
regarding the importance of palliative and supportive care

Progress status Insufficient progress
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3.4.2 Survivorship care and rehabilitation: status and progress

Survivorship care in cancer encompasses the comprehensive medical,

Status overview

Survivorship care and rehabilitation services are not accessible to most people
globally.

Stakeholders often focus primarily on survival metrics, viewing survivorship
care, such as rehabilitation, as secondary.

The journey did not end when chemotherapy did; it started there. Many people view the
final dose of treatment as a finish line, but for me, it was the starting block. I realized early
on that surviving is not just a medical milestone; it is a lifelong process of resilience and
self-discovery. It is the act of rebuilding a life while carrying the weight of everything you've
endured. When I was diagnosed at sixteen, I quickly learned that the crushing weight I felt
wasn't just the physical toll of the disease; it was the stigma of a community that reflexively
linked cancer with an immediate sentence of death. I saw it in the eyes of others, a look
that suggested my story was already written. In that moment, I made a promise to myself:
if I survived, I wouldn't just live; I would speak. I would turn my pain into a purpose that
could break that silence. For me, the real healing began when I started sharing my story
within my community. Noticing the difference I made by normalizing the idea of having
cancer and, more importantly, surviving it, allowed my recovery to take root. This transition
from patient to advocate wasn't just a choice; it was a necessity. Healing
meant holding the hands of those still suffering and ensuring their
voices reached beyond the walls of the clinic. I realized that my
recovery included a responsibility to fight for equity, turning a
personal struggle into a collective mission.

Amr Derak-Sebaii, survivor of cancer, Syrian Arab Republic/Romania

psychological, social, and rehabilitative support provided to individuals

after completion of initial cancer treatment, including (i) monitoring for recurrence, (ii)
managing late and chronic treatment effects, and (iii) providing sustained services including
psychosocial support, health promotion and lifestyle guidance. Survivorship care should
anticipate late effects of treatments and address them beforehand when possible.
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Survivorship, they tell you, is a gift. And it is. But it is also a terrain that no one draws a map
for, full of questions your doctors do not anticipate, effects your friends cannot see, and
losses that do not show up in any scan. My friends could not understand why I could not take
folic acid when they could, why the cold hit my body differently, why I tired so easily while
they kept going. To them, I looked fine. Treatment was over. So when I struggled,

they assumed I was being dramatic. In Nigeria, we have a word for it
“forming,” being unnecessarily difficult, seeking attention, exaggerating.
I'was not forming. I was living in an after that had never been explained

to me, carrying side-effects that were invisible to everyone around me
because no one had taught me, or them, what survivorship actually
looks like from the inside.

Adekemi Oyewusi, survivor of cancer, Nigeria

For people living with and beyond cancer, survivorship encompasses physical

recovery, psychological adjustment, return to meaningful activity, and the navigation of a
health system that often does not have the structures to support continued care once active
treatment ends.

Current access to survivorship services shows substantial global disparities: structured
survivorship care and related research are mainly concentrated in HICs. An international
survey of survivorship care across 37 countries found that survivorship services are deficient
globally with gaps reported between HICs in reproductive health (29% vs 17%), genetic
counselling/support (40% vs 20%), and identifying/managing distress (39% vs 26%) and
long-term pain (66% vs 48%) (253).

Box 17. Survivorship care and rehabilitation for cancer

Cancer survivorship care addresses the health and well-being of individuals from
diagnosis through the remainder of life, encompassing monitoring for recurrence,
management of long-term and late effects of treatment, psychosocial support, and
coordination of care across providers. It aims to optimize QoL, functional status and
social participation.

Rehabilitation for cancer survivors is a key component in the management of the
disease and the complications related to its treatment. It is an essential health
strategy to support people in achieving and maintaining optimal levels of functioning,
independence, and QoL. Interventions for cancer rehabilitation help to lessen the
side-effects of cancer and its treatment, such as physical, cognitive, and psychological
problems. Specific interventions for rehabilitation address, for example, pain, fatigue,
cognitive functions, oedema, motor and movement functions and thus help to restore
functioning and support cancer survivors to become and stay as independent as
possible. Furthermore, interventions for rehabilitation aim to support cancer survivors
to re-engage in meaningful activities, such as education, vocation and social life (238,
251, 254-259).
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The most prevalent concerns among cancer survivors include fatigue - reported by up to 40%
of patients years after treatment - as well as pain, cognitive impairment (“chemobrain”), sexual
dysfunction, lymphoedema, and long-term cardiotoxicity from treatment. Psychological
impacts are substantial: anxiety and depression affect between 20% and 40% of survivors,
yet psycho-oncology services are inaccessible in most countries and particularly inadequate
in many LMICs (62, 260).

Fertility preservation is a key priority for people affected by cancer with nearly 70% of
treatments carrying gonadotoxic risks (261). Global data on access to reproductive care
as part of cancer are limited. Studies have shown that fertility preservation services varies
substantially, with most eligible people not receiving counselling and many regions lacking
referral pathways, trained specialists, or coverage for procedures such as oocyte or sperm
cryopreservation (Fig. 62) (262).

Fig. 62. Fertility preservation, by income group
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Sources: (263-265).

In 2021, 2.6 billion people were estimated have health conditions that would benefit from
rehabilitation (266). The demand for rehabilitation services exceeds availability, leaving a
large unmet need. The current workforce of physicians, nurses and skilled rehabilitation
professionals is inadequate to serve the needs of the population in most countries (267).
HICs were identified to have workforces several times larger than LMICs contributing to
utilization of rehabilitation services (267).
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Despite evidence for rehabilitation to be included as standard cancer care (268) the availability
of programmes has been poor worldwide. In LMICs, more than 50% of people do not
receive the rehabilitation they require in 2019 (269). Even in HICs, specialized rehabilitation
programmes do not consistently reach people in need (270).

Access to rehabilitation services has improved been substantial in the past decade, though
little is known about rehabilitations services in cancer (271). In Australia, for example, the
number of oncology rehabilitation programmes increased 88% from 31 programmes in 2015
to 76 programmes in 2024 (272). Cancer survivorship care must therefore be reframed from
a clinical afterthought to a core component of comprehensive cancer services, informed by
priorities of affected populations and measured through patient experience data.

Implementation progress

Defining core services for survivorship care and rehabilitation is the starting
point. An increasing number of countries are implementing the WHO
Rehabilitation 2030 agenda, but greater efforts are needed.

Policies to improve access to survivorship care are increasingly being incorporated into
national cancer strategies, but implementation remains limited, inadequately financing and
uneven. Approximately 52% NCCPs reviewed in 2023 included structured follow-up pathways,
rehabilitation services, psychosocial support, or return-to-work programmes, but where
policies exist, they are rarely backed by measurable targets or monitoring systems (8). As
a result, survivorship care remains fragmented, with large gaps between policy intent and
real-world access.

Relating to scaling of rehabilitation services, the WHO Rehabilitation 2030 initiative has
played a significant role in raising the profile of rehabilitation in the global health agenda.
More than 80 countries have been supported in their journey to strengthen rehabilitation
services. WHO's Package of rehabilitation interventions for cancer integrates evidence-based
interventions to address the physical, cognitive, and psychosocial effects of cancer and its
treatments (273). It aims to promote universal access to multidisciplinary rehabilitation,
improving survivorship outcomes globally.
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I Monitoring progress

Table 20. Status snapshot: care of people affected by cancer in survivorship

Indicator status

GCMF indicator (optional/core): Cancer survivor counselling on fertility and
reproductive health

* Limited data; available data suggest deficits globally with more significant
lack of access in LMICs where 20% have pathways for oncofertility

Key gains and
gaps

State: Among the largest gaps between policy and access in cancer
control, in spite of importance to people affected by cancer

Plan: Most NCCPs lack structured follow-up pathways, rehabilitation or
return-to-work programmes

Only 52% of NCCPs included strategies that addressed post-treatment
follow-up care

Outcomes:

« Substantial gaps in survivorship care services with most being inaccessible
to >50% of cancer patients

+ Of people diagnosed with cancer in LMICs, >50% do receive essential
rehabilitative services

Barriers and threats:
* Lack of prioritization and inclusion in health benefit packages

« Insufficient general availability of workforce competencies required for
survivorship care

Progress status

Insufficient progress
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4 What drives success, what slows
our progress: global alignment and
systemic challenges

Section 4 explores the factors that drive success and the systemic gaps that are slowing
further progress in cancer prevention and control.

A solid foundation for evaluating success is using standardized metrics to track progress; in
2026, WHO is releasing the Global Cancer Monitoring and Evaluation Framework that will
facilitate progress monitoring." A key driver in improving cancer control is global leadership,
when it is translated into integrated action; this is what the WHO and partners are working
to deliver through WHO's cancer initiatives.

At national level, implementing what has been planned is a persistent challenge; financing
and workforce shortages both contribute. At individual and community level, the pathway
is filled with persistent barriers.

4.1 Monitoring and evaluating our progress together

4.1.1 A framework for alignment

Effective cancer control requires a robust monitoring

and evaluation (M&E) framework because this is what New M&E framework
ensures strategic goals are converted into measurable offers health planners an
results and informed decision-making. The upcoming opportunity to optimize
WHO Global Cancer Monitoring and Evaluation investments for greatest
Framework offers health planners an opportunity to impact

better understand the maturity and readiness of their

health system, through systematic analysis of success

and systemic gaps in workforce, diagnostics, medicines, financing, and data systems. This
means cancer prevention and control priorities can be tailored to context and investments
optimized for greatest impact.

Although normative guidance has been developed before, measurement approaches have
historically been fragmented across countries. The development of more harmonized global
monitoring efforts by WHO signals progress toward a shared M&E architecture, which
integrates WHO cancer initiatives such as the Global Breast Cancer Initiative and the Cervical
Cancer Elimination Initiative and global declarations like the Union for International Cancer
Control's World Cancer Declaration. Standardized metrics (Table 21) enable benchmarking
and improving tracking of cancer premature mortality as part of SDG target 3.4 on NCDs
and the post-SDG agenda.

" WHO Global Cancer Monitoring and Evaluation Framework is to be launched in Q3 2026.
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Facilitating comparability of information across place and time makes it easier - at global
level and at national level - to evidence impact, understand which measures are working
most effectively, and spot problems if progress stalls. Implementing a prioritized core
indicator set within a national M&E framework enables routine performance review, course
correction, and transparent reporting. Population-level mortality reductions typically take
years to materialize, because of long disease latency and the gradual scale up of services.
An effective M&E framework must therefore be explicitly linked to continuous learning
and accountability, ensuring that data inform policy adaptation, resource allocation, and

sustained political commitment over the long term.

Table 21. Priority core and optional indicators to inform upcoming WHO Global
Cancer Monitoring and Evaluation Framework

Core indicators

Optional indicators

System determinants

Governance

* Existence of a national cancer
prevention and control plan

« Existence of national clinical
guidelines

Financing and access

« Cancer services inclusion in
national benefits package

* Total expenditure on cancer
medicines

Health workforce

* Availability of trained health care
professionals

Medicines and technologies
* Availability of essential medicines

* Availability of palliative care and
end-of-life support services

Governance

* Referral and back-referral system to secondary/
tertiary care levels

* Existence of national screening programme for
cancers (including cervical cancer)

Financing and access

* Inclusion of HPV vaccination in national vaccination
programme

Health workforce

* Availability of cancer multidiscliplinary team
Medicines and technologies

* Morphine stock out rate

* Availability of ablative and excisions treatments for
cervical cancer

* Average radiotherapy down time, in days per
month

* Availability of HPV tests [including high-performing
tests]

Health information systems

* Availability of quality cancer surveillance system
(includes population-based registry coverage)
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Service delivery

* Pre-invasive cervical disease
treatment

Diagnosis

* Timeliness of referral for cancer
diagnostic evaluation

* Early stage at diagnosis
* Biopsy-based cancer diagnosis

* Appropriate diagnosis and staging
of breast cancer

Treatment and care

* Median time between cancer
diagnosis and treatment initiation,
in days

« Treatment completion rate

Primary prevention - vaccination, awareness

* HBV vaccination coverage

* HPV vaccination coverage

Secondary prevention - screening

* Cervical cancer screening coverage with any test

* Cervical cancer screening coverage with high-
performance test

* Cervical cancer screening positivity rate

* Proportion of women aged 50-69 years undergoing
screening mammography per year

Diagnosis

* Appropriate diagnostic evaluation following
abnormal screening test

Treatment and care
* Pre-invasive cervical disease treatment

* Timeliness of breast cancer treatment following
suspicious findings on clinical breast assessment
(within three months of index assessment visit)

* Cancer survivor counselling on fertility and
reproductive health before the start of systemic
therapy

* Loss to follow up, among people with cancer

Risk factors

Behavioural risk factors
prevalence

* Current tobacco use prevalence
* Obesity prevalence
* Per capita alcohol consumption

* Prevalence of insufficient physical
activity

* Prevalence of inadequate fruit and
vegetable consumption

* Annual mean PM2.5 concentration

Oncogenic viral risk factors prevalence
* HIV prevalence
* HPV prevalence

* Hepatitis B prevalence

Population level outcomes & impacts

Incidence, prevalence

« Cancer incidence

Mortality and survival

« Cancer-specific mortality rate

* Overall cancer survival

Incidence, prevalence

* Cancer prevalence

Mortality and survival

* Disease-free cancer survival

* All-cause mortality rate, among people with cancer
* Post-operative mortality (at 90 days)

Financial protection and quality of life

* Out-of-pocket spending
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4.1.2 Ensuring a people-centred focus

A people-centred approach should not be viewed
as a service delivery refinement, but as a strategic
driver of national and global cancer agendas.
When cancer control is explicitly anchored in the
needs, voices and preferences of people affected
by cancer, it becomes more responsive, sustainable,
and capable of driving systemic transformation for
improved outcomes worldwide.

A people-centred approach
should be viewed not as a
service delivery refinement,
but as a strategic driver of
cancer agendas

This is because placing individuals, families, and communities at the centre reframes cancer
control around equity, dignity, and lived experience, ensuring that policies respond to real
barriers such as late diagnosis, financial hardship, stigma, and fragmented care. By elevating
access, quality, and financial protection as core system goals, a people-centred agenda
shapes investments in cancer.

A people-centred agenda sets priorities and drives implementation so that technical
interventions can achieve the goals that matter most to people affected by cancer. It is
therefore important that metrics are informed by a people-centred approach to cancer care,
grounded in the WHO Framework on integrated, people-centred health services, the WHO
Framework for meaningful engagement of people living with NCDs, and mental health and
neurological conditions, and the mandate from World Health Assembly resolution on social
participation for UHC, health and well-being (WHA 77.2).

People-centred approaches prioritize shared decision-making, social participation and a
sustained committed to co-creation and meaningful involvement.

The meaningful participation of individuals with lived experience of
health conditions provides powerful expertise and narratives critical 'l
to shaping inclusive and equitable health policies, programmes ? e
and services.

<

Dr Tedros Adhanom Ghebreyesus, Director-General,
World Health Organization
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In 2002, while I was pregnant with my third child, I heard the words that changed my life forever:
“You have chronic myeloid leukaemia. It is a blood cancer”. At that moment, my world collapsed.
I felt alone, powerless, and overwhelmed by fear.

The doctors told me I had only three years to live. Three years... and no treatment available in
my country that time, no patient association, no psychological or moral support. Everything was
centralized, far, complicated, and out of reach.

I kept asking myself: What am I supposed to do with these three years? Prepare my husband
for my death? Prepare my children? Leave my dreams behind? Accept that my life was ending?
And abandon everything? My heart was heavy with sadness, denial, anger, and a deep feeling
of injustice. But one day, something shifted. I told myself: If I have three years, then I must fight.
There must be a solution. And if there is no solution, perhaps I will have to invent one.

I spent more than four months searching. The only treatment available was in Spain. To obtain
it, I had to travel more than 1500 kilometres. Many patients could not even begin this journey.
They simply abandoned treatment, not because they wanted to, but because the system made it
impossible. When I finally held that first box of treatment in my hands, I felt proud. I thought, "I
saved ME”. I wanted to show it to my doctor. But everything changed when I entered the hospital
waiting room and saw other patients who did not have access to the same treatment. At that
moment, my pride turned to responsibility. I understood that treatment abandonment was not
a personal decision, it was the result of poverty, distance, lack of transport, lack of housing, lack
of understanding, and overwhelming fear.

Many patients simply could not afford the long and expensive journey to receive care. They
were suffering in silence and isolation. That day, my mission became clear: I could not keep this
treatment only for myself. I had to help others. I had to fight so that no patient would be forced
to abandon therapy because of the system. I began advocating for access to medicine, speaking
to the media, launching petitions, and raising awareness. After two years, the treatment was
finally made available in Morocco.

But access to treatment was not enough. Patients were still abandoning their therapy because
they lived far from oncology centres, had no place to stay, or could not pay for transport. These
realities motivated me to create an association devoted to support, education, and advocacy
and build something even bigger: a house for patients and their families, a safe place where
they could sleep, eat, receive support, and continue their treatment with dignity. This house, Dar
AMAL, became a refuge, a place of peace and hope, created to prevent treatment abandonment
and to restore dignity to those fighting cancer.

My diagnosis, which once felt like the end of my life, became the beginning
of a lifelong commitment: ensuring that no patient feels alone, powerless,
or without hope. Today, my message is simple and universal: Treatment
abandonment is not an individual failure, it is a system failure. When we
remove barriers, provide support, and decentralize care, we save lives.
Every patient deserves the right to be treated, to be supported, and to live
with dignity.

Bahija Goumi, person with lived experience of cancer, Morocco
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4.1.3 Indicator-informed risk management: helping planners to prioritize

Priority indicators within a national cancer M&E framework can inform a practical risk matrix
that anticipates barriers and guides mitigation.

For example, indicators such as stage at diagnosis, treatment delays, medicine stock-outs,
radiotherapy downtime, and workforce vacancies highlight high-probability, high-impact
risks to survival and mortality targets. Embedding these into a likelihood-by-impact matrix
helps planners prioritize corrective actions and align mitigation with evidence-based,
context-appropriate interventions (e.g. strengthening early diagnosis pathways, pooled
procurement, task-sharing, or regional diagnostic hubs). Regularly updating the matrix
ensures investments remain targeted and responsive to system constraints.

This type of matrix, using a set of prioritized indicators, supports national planners in linking
measurable system weaknesses to prioritized mitigation strategies, improving readiness

while protecting long-term survival gains (Table 22).

Table 22. Indicator-informed risk management for national and global planning

Example
Priority Impact on Risk mitigation strategy
indicator Identified risk Likelihood outcomes level* (evidence-based)
>60% late- Weak screening  High High Severe Scale early diagnosis
stage (III-IV)  and referral (™ mortality) programmes; standard
diagnosis pathways referral protocols;
community awareness
campaigns
Median Surgical/ Medium- High High Expand surgical
treatment oncology High sessions; task-sharing;
start >60 capacity fast-track pathways
days bottlenecks
>3 essential Supply High High Severe Pooled procurement;
oncology chain and framework contracts;
drug stock- procurement stock monitoring
outs/ gaps dashboards
year
Radiotherapy Equipment Medium High High Preventive maintenance
downtime ageing and contracts; phased
>20% maintenance equipment replacement
gaps
>25% Human Medium Medium- High Incentivized
oncology resources High recruitment; in-service
workforce for health oncology training;
vacancy shortages regional rotation models

* Risk level derived from combined likelihood x impact scoring.
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4.2 Global leadership, translated into integrated action

4.2.1 Strong global leadership

A key driver behind our successes in cancer control has been strong global leadership, which
has strengthened markedly in recent years.

The adoption of the World Health Assembly Resolution on cancer control in 2017 (WHA 70.12)
launched a renewed global agenda, founded on accelerated implementation, multi-sectoral
commitments and a focus on specific cancers to strengthen broader health systems.

In response, working alongside strategic partners, WHO launched three cancer initiatives
that are now being implemented in more than 100 countries, and has produced more than
30 guidance documents, tools and training assets across the cancer continuum (Fig. 63).

This visible global leadership has resulted in harmonized global standards, mobilized
technical assistance, and fostered capacity building in LMICs where the burden is rising
most rapidly.
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Fig. 63. Accelerating WHO commitments and initiatives on cancer
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WHO's global cancer initiatives

WHO's global cancer initiatives translate commitment
into action, targeting high-burden cancers with

biti ilored _ h drivi WHO's global cancer
am |t|oubs|, tailored strategies that are driving frn o % e
measurable progress. AR ol s
The Global Initiative for Childhood Cancer, launched in action

2018, aims to achieve at least 60% survival for children

with cancer by 2030 through its CureAll approach,

which emphasizes early diagnosis, affordable treatments, and strengthened paediatric
oncology networks worldwide (Box 18). Action on this is also supported by the work of the
Global Platform for Access to Childhood Cancer Medicines, launched in 2021 to provide
equitable procurement and distribution of essential childhood cancer medicines; this is a
joint venture between WHO and St. Jude Children’s Research Hospital, implemented with
support from the United Nations Children’s Fund (UNCEF) and the Strategic Fund of the Pan
American Health Organization (Box 19).

The Global Cervical Cancer Elimination Initiative set the groundbreaking 90-70-90 targets -
90% HPV vaccination coverage, 70% screening, and 90% treatment access by 2030 - to
eliminate cervical cancer as a public health problem. The initiative has helped drive progress
in vaccine procurement, screening and treatment innovations and policy advocacy (Box 20).

The Global Breast Cancer Initiative pursues three targets by 2040: early stage at diagnosis
in 60% of cases, timely diagnosis within 60 days of presentation at a health facility and
treatment completion for more than 80% of breast cancer patients focusing on resource-
stratified implementation strategies and integrated approaches to close equity gaps (Box 21).

The Global Initiative for Cancer Registries provides the data foundation for WHO and other
cancer initiatives, enabling monitoring of implementation and progress in the global cancer
agenda (see section 4.2.2). WHO's cancer initiatives are also synergistic with the flagship
Rays of Hope initiative launched by the International Atomic Energy Agency in 2022 (Box 15)
(see section 3.3.2).
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Box 18. The Global Initiative for Childhood Cancer (GICC): overview and
implementation progress

WHO, St. Jude Children’s Research Hospital, International Society of Paediatric Oncology
(SIOP), Childhood Cancer International (CCI) and other global partners launched GICC
in 2018 to fight the global inequities in the diagnosis and treatment of childhood
cancer. Five-year net survival of children and adolescents diagnosed with cancer had
reached an encouraging 80% in HICs, yet survival in LMICs had made minimal progress
(274). With 400 000 new cancer cases globally each year, approximately 90% of which
occur in LMICs (275), an urgent global response was needed.

GICC's goal is to increase countries’ capacity to provide quality services for children with
cancer, raising their survival rate globally to at least 60% by 2030, while averting one
million deaths and reducing suffering for all children with cancer. GICC focuses on six
index cancers - acute lymphoblastic leukaemia, Burkitt ymphoma, Hodgkin lymphoma,
retinoblastoma, Wilms tumour (or nephroblastoma), and low-grade glioma - all
chosen as tracers for childhood cancer control programmes due to their incidence
worldwide and high curability with evidence-based treatments. Improving care for
children affected by these six index cancers, which represent 50-60% of childhood
cancers globally, can significantly advance comprehensive childhood cancer services
and strengthen health systems (276).

The GICC operational strategy is structured around four key pillars and three cross-
cutting enablers, summarized by the acronym CureAll, which collectively guide
countries in implementing effective childhood cancer control strategies (Fig. 64). The
CureAll framework supports integrated action across service capacity building, early
diagnosis, access to necessary medicines and technologies, workforce strengthening,
data collection, and advocacy to reduce disparities and improve QoL and outcomes
for children with cancer worldwide.

Fig. 64. CureAll pillars and enablers
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Since its launch in 10 initial focus countries, GICC has expanded through strong
multisectoral partnerships involving governments, WHO, UN agencies and global
partners. By 2025, the initiative had reached 53 focus countries, supporting the
integration of childhood cancer into national cancer control strategies in over 50
countries and contributing to improved care for more than 500 000 children and their
families (Fig. 65). That growing global momentum was further bolstered by recognition
of the GICC target in the Political Declaration of the Fourth United Nations High-Level
Meeting on NCDs and Mental Health, adopted by the United Nations General Assembly
(2025) (219).

Fig. 65. Global Initiative for Childhood Cancer implementation progress, 2026
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In May 2026, WHO released the first five-year survival estimates for lymphoid
leukaemia (20). Although the estimates indicate overall improvement in global
childhood cancer survival between 2000 and 2021, the pace of progress has been
uneven, particularly for adolescents aged 15-19 years (see section 2.2.2). GICC partners
continue to work with governments and other non-state actors to strengthen health
systems, including by providing educational materials, capacity building opportunities
and clinical standards, driven to close the survival gap worldwide and reduce suffering
for all children affected by cancer.
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Box 19. Global Platform for Access to Childhood Cancer Medicines: overview
and implementation progress

The Global Platform for Access to Childhood Cancer Medicines (Global Platform) is an
innovative, multilateral collaboration designed to improve access to cancer medicines
for children in LMICs; it was set up when it became clear that lack of access to medicines
was a barrier to achieving the GICC target of increasing children’s survival rates and
reducing suffering (see Box 18) (277).

Access to cancer medicines remains highly unequal globally (see section 4.2.5 and
4.3.3), severely affecting paediatric treatment: more than 40% of essential childhood
cancer medicines are not regularly accessible in hospitals across LMICs (278); families
often spend over 40% of household income on treatment; and one in six cancer
medicines tested in African countries were sub-standard (see section 3.3.3).

Conceived in 2021 by WHO and St. Jude Children’s Research Hospital, the Global
Platform is a co-created investment in health systems for cancer control, based on a
multi-million commitment by St. Jude and implemented in partnership with UNICEF
and the Pan American Health Organization Strategic Fund.

Through participation in the Global Platform, countries are supported to prepare
their health systems and facilities to safely and effectively receive, distribute, store
and administer cancer medicines. This involves working with countries across at
least six interdependent work themes: governance, forecasting and quantification,
clinical aspects, supply management, regulatory pathway, and monitoring and
reporting (Fig. 66). Implementation activities are organized at country level through
an inclusive national governance mechanism, led by the Ministry of Health, which
includes representation from hospital facilities, civil society, and national regulatory
and procurement authorities. This is accompanied by a comprehensive monitoring,
evaluation and learning plan in alignment with wider approaches to improving access
(see section 4.1).
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Fig. 66. The interdependent work themes of Global Platform country
implementation
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The Global Platform also drives global efforts, such as pooled international procurement,
limited to products approved by stringent regulatory authorities, so that countries
can have long-term access to affordable, quality-assured medicines. To help ensure
that efforts are sustainable, the Global Platform adopts market shaping interventions
designed to address foundational barriers: the fragile supply of quality medicines, and
fragmented, inconsistent demand. This is reflected in the Global Platform theory of

change (Fig. 67).

Fig. 67. Global Platform theory of change
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The Global Platform’s efforts are already showing results. From February 2025, the first
shipments of essential childhood cancer medicines started to reach health facilities
in the pilot cohort of six countries - Ecuador, Jordan, Mongolia, Nepal, Uzbekistan
and Zambia. By March 2026, close to 1.4 million standard units of medicine had been
delivered, helping build inventories in countries at central and facility levels to mitigate
potential stockouts; and most importantly, more than 4000 children had benefited
from medicines supplied by the Global Platform (Fig. 68).

Fig. 68. Progress in supplying cancer medicines to participating countries and
number of unique children benefiting, 2025-2026
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Source: Global Platform quarterly monitoring and evaluation reports 2026.

Work with a second cohort of a further six countries is already well underway (El
Salvador, Ghana, Republic of Moldova, Pakistan, Senegal, Sri Lanka). The Republic of
Moldova received its first shipment in February 2026, and medicines are expected to be
delivered to the remaining countries later in 2026. With plans to expand operations to
additional countries in 2026, the Global Platform will ultimately be providing medicines
to treat around 120 000 children with cancer in LMICs over the next five to seven years.

These efforts are designed to be catalytic, driving additional investments by ministries
of health in diagnostics, supportive care, and health financing reforms. For example,
since receiving its first shipment, Nepal has established a national guarantee for free
cancer treatment for all children up to age 14 years, while Ecuador has approved the
inclusion of three critical formulations in its national essential medicines list. These
transformational changes at the national level demonstrate the synergistic effects of the
Global Platform’s approach. Another example is Global Platform experts contributing
to WHO'’s Global Accelerator for Paediatric Formulations network (GAP-f), including
the release in 2025 of six new target product profiles for child-friendly formulations
of essential cancer medicines (279).

Through these efforts, WHO and partners of the Global Platform will continue to
progress together toward their shared vision of permanently changing the landscape
for access to childhood cancer medicines worldwide.
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Box 20. The Cervical Cancer Elimination Initiative: overview and
implementation progress

In 2024, more than 600 000 women were diagnosed with cervical cancer and
approximately 280 000 died from it, with nearly 94% of deaths occurring in LMICs.
The Global strategy to accelerate the elimination of cervical cancer was launched in
2020, responding to the WHO Director-General's call to all governments and partners
to commit to a world where cervical cancer is eliminated as a public health threat (745).
The global strategy set an elimination threshold of fewer than 4 cervical cancer cases
per 100 000 women-years. For countries to advance towards cervical cancer elimination,
they need to deliver on the three pillars of the global strategy (vaccination, screening
and treatment) and achieve the 90-70-90 targets by 2030 (Fig. 69).

Fig. 69. Target and core pillars of cervical cancer elimination
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Target: reach 90% HPV vaccination coverage

As of June 2026, 165 Member States (85%) had introduced HPV-vaccination for girls
in the target age range of 9 to 14 years into their national immunization schedule
(see section 3.1.4) (121). Of those, around half of these countries have also extended
vaccination to include boys, mostly in high- and upper-middle income countries.
Four WHO regions, have achieved introduction in at least 90% of countries, while
introduction remains lower in the African Region 77% and the Eastern Mediterranean
Region 49%.

But although countries have shown willingness to adopt HPV vaccination into their
immunization schedules, implementation has remained a challenge. The introduction
of an alternative to the recommended 2-dose HPV vaccination schedule - the off-
label single-dose for girls and boys between 9 and 20 years - has therefore been a
key additional facilitator for achievement of the target. This one-dose schedule has
already been adopted into vaccination schedules by 91 countries (equalling 56% of all
HPV vaccination programmes globally).

Despite these advances in policy adoption and programme design, global coverage
remained low, with only 31% of girls vaccinated with at least one dose in 2024 (Fig. 70).
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HPV vaccination coverage varied markedly by region ranging from 70% in the Region
of the Americas to 2% coverage in the Eastern Mediterranean Region (727).

Fig. 70. HPV vaccination first dose coverage of females by age 15, by country, 2024
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Target: reach 70% screening coverage

In 2026, WHO updated the guidelines on cervical cancer screening and treatment,
recommending the use of a high-performance HPV test as the primary screening
method rather than VIA or cytology, including the option of performing HPV testing
on provider or self-collected samples and providing recommendations for the use of
HPV DNA genotyping (280).

As of July 2025, 155 (80%) Member States had national cervical cancer screening
guidelines including 97 (75%) of 130 LMICs. HPV testing has been adopted as the
primary screening method, in official guidelines or recommendations, in 87 (45%)
Member States. Of these, 33 countries have adopted HPV testing on self-collected
samples as the primary option for all women and a further 10 have included self-
collection as a strategy to reach underserved or non-respondent populations (see
section 3.2.2) (Fig. 71) (158).
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Fig. 71. Proportion of cervical cancer programmes that adopted HPV-based
primary screening, by income group and SDG region, up to July 2025
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Target: reach 90% treatment of women with cervical disease

Data on treatment coverage for women with cervical abnormalities (pre-invasive lesions
or abnormalities as well as invasive cancer) is scarce. However, available evidence
suggests that ensuring timely access to treatment remains a major challenge for
achieving the third pillar of the global strategy (see sections 3.2.2, 3.3.2).
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Progress is being made through the increasing availability of treatment technologies,
particularly thermal ablation devices. Thermal ablation devices are now available in
112 countries, including more than 70% in the African and the Americas regions, 64%
of countries in South-East Asia region and between 40-50% of countries in the other
three WHO regions, as reported by the main manufacturers in the global market (287).12

Country support and global advocacy

With support from Member States and international partners, the Cervical Cancer
Elimination Initiative has supported more than 20 countries to strengthen the systems
and capacities required for large-scale implementation of cervical cancer programmes.
This has included improving access to HPV testing and treatment through facilitating
procurement pathways, strengthening health workforce capacity, providing support
for laboratory quality assurance, reinforcing data collection, monitoring and evaluation
systems, and supporting the development and update of national cervical cancer
screening and treatment guidelines aligned with WHO recommendations.

In 2025, Member States adopted resolution WHA78.8 designating 17 November as
World Cervical Cancer Elimination Day (282), the first global health day dedicated to
the elimination of a cancer. Building on an annual Day of Action observed since 2020,
this milestone reflects sustained global momentum. It provides a platform to raise
awareness, mobilize political commitment, and accelerate implementation of the global
strategy, while enabling countries to align efforts and strengthen accountability for
progress toward the 90-70-90 targets.

Countries across all WHO regions have increasingly used this day to advance delivery
across the three pillars, translating commitments into action through the launch and
scale-up of HPV vaccination campaigns, national and subnational screening initiatives,
and efforts to expand access to treatment services, particularly in underserved settings.
The day has also supported policy dialogue and coordination among governments
and partners, while public-facing activities such as community outreach and landmark
illuminations in the colour teal, the international colour of the cervical cancer
elimination - have contributed to increased awareness generate public engagement
and encourage uptake of services.

2. Communication exchange with manufacturers.
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Box 21. WHO Global Breast Cancer Initiative (GBCI)

Launched in 2021 with the objective of reducing breast cancer by 2.5% per year by
2040 and saving 2.5 million lives, the Global Breast Cancer Initiative (GBCI) organizes
its activities around three main operational pillars: promoting early detection; ensuring
a timely diagnosis; and enabling multimodality treatment completion for at least 80%
of patients with breast cancer (Fig. 72). There are specific key performance indicators

for each pillar.

Fig. 72. Global Breast Cancer Initiative pillars
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Since the GBCI Implementation framework was launched in 2023 (283), many
governments have committed to align their efforts towards the GBCI targets and to
implementing GBCI priorities (34). The three pillars have proved to be cost-effective
and are among the WHO's NCD Best Buys. However, to date, only a few HICs have
achieved GBCI targets.
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Target: early diagnosis of at least 60% of invasive breast cancers at
stageI orII

The GBCI global target is for at least 60% of all new breast cancers being diagnosed at
stage I or II, when curative treatment is most effective, best tolerated and least costly
(see sections 3.2 and 3.2.2). For well-resourced settings, WHO recommends screening
of women at average risk of breast cancer every two years between age 50 and 69.
Stage at diagnosis refers to the anatomical extent of the disease at the time of diagnosis
based on clinical examination, imaging, tissue sampling and laboratory studies such as
histopathology and immunohistochemistry. Ideally, it should be recorded and reported
by PBCRs for all new breast cancer cases using the Tumour-Node-Metastasis (TNM)
classification (Fig. 73).

Data from a recent global systematic review for 81 countries (2000-2018) indicate that the
proportion of breast cancer cases with distant metastasis at diagnosis varies by continent,
ranging from 43-86% in Africa to 0-6% in North America (see section 3.2.2) (147).

Target: timely diagnosis within 60 days of presentation at a health facility

Fig. 73. Diagnostic pathway
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Pillar II aims to shorten the diagnostic interval, i.e. reduce the time from first
presentation to any level of the health system to obtaining a confirmatory diagnosis
of breast cancer to less than 60 days in all women to ensure that they have the best
survival prospects. For asymptomatic women detected at breast cancer screening,
the diagnostic interval starts on the screening date. For the majority of women (i.e.
those diagnosed with symptomatic disease), the diagnostic interval commences on the
date a woman first presents with breast symptoms to any level of the health system.
It will include: a referral for diagnostic imaging, tissue sampling, histopathological
examination including receptor (ER, PR and HER2) determination and staging. Delays
in completing diagnostic and staging work-ups are common in lower-resource setting,
resulting in substantially inferior survival (see section 3.2.1).

Target: multimodality treatment completion for at least 80% of patients

Treatment completion without delays reflects the accessibility of the health system. It
is a complex indicator to measure given the multiple variables that inform treatment
indication though it can provide operational insights into programme performance
(34, 284).

Systemic challenges to global leadership

While cancer control has increasingly attracted efforts from global actors and WHO initiatives
have driven positive changes, there has been uneven global progress. A huge gap persists
and is widening in some strategic areas between and within countries. Amid rising geopolitical
tensions and financial pressures, multilateralism is under threat - yet it remains indispensable
for equitable, rules-based, and collective global action on cancer (Box 22).

Incoherence in the contributions of global actors, coupled with the broad, comprehensive nature
of investments needed in cancer, are creating challenges for LMIC governments. For example, a
government may purchase capital equipment, such as a new linear accelerator through a loan,
but also need global actors to contribute to improving diagnostic capacity, a trained workforce,
and a sustainable financing strategy to reduce OOP payment and improve data systems (23).

Within the broad health landscape, many key actors have not fully engaged with or contributed
to the cancer agenda. On financing, global overseas development assistance for health reached
historic highs during the COVID-19 pandemic; gross official development assistance for medical
research and basic health were estimated at around US$ 20-22 billion. However, despite overall
growth in health overseas development assistance, funding targeting non-communicable
diseases including cancer remains a very small proportion of total health aid (Fig. 74) (285). Recent
political trends point toward further short-term reductions in overseas development assistance.
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Box 22. Sustained investment in multilateralism remains essential to global
cancer control efforts

Multilateralism - that is, rules-based cooperation among countries through
institutionalized mechanisms - remains essential to global cancer control. Going
beyond broad international collaboration, multilateralism provides legitimacy, equity
in decision-making, and sustained commitments including through formal governance
processes such as the World Health Assembly. In cancer, this has enabled shared norms
(e.g. International Classification of Diseases (ICD), essential medicines standards),
treaties like the Framework Convention on Tobacco Control, and coordinated target-
setting. WHO has shown how multilateralism can deliver measurable impact with the
Cervical Cancer Elimination Initiative, as a successful example combining global targets,
pooled procurement, norms and standards, regulatory harmonization, and collective
accountability across agencies and Member States.

Looking ahead, effective cancer control will continue to depend on strengthening
multilateral solidarity even - or perhaps especially - amid geopolitical and financial
pressures. WHO's unique role in convening governments, setting norms, shaping
markets, and supporting countries technically positions WHO at the centre of equitable
global action on challenges ranging from early detection and treatment standards
to integrating cancer care in humanitarian settings. Applying multilateral principles
to broader cancer priorities can reduce fragmentation, improve access, and ensure
that vulnerable populations, including refugees and displaced communities, are not
left behind. Sustained investment in WHO and the UN system is therefore critical to
maintaining trust, fairness, and accountability in global cancer efforts.
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Fig. 74. Trends in overseas development assistance for NCDs, 1990-2025
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Historical analysis estimated that NCDs accounted for roughly 0.2-0.3% of health-related
development assistance in earlier periods (e.g. 2018 data), far below the burden of disease
posed by NCDs globally (286). More recent health financing analyses suggest that development
assistance for NCDs - including cancer - averaged roughly US$ 300-400 million per year, with
about half of that coming from official development assistance sources and the remainder
from philanthropy and other partners.

The health portfolios of multilateral development banks (MDB) have grown in recent years -
for example, health accounted for 7.3% of the Asian Development Bank’s portfolio in 2022,
up from 1.5% in 2016 - and MDB lending to health infrastructure and systems has expanded.
However, these figures refer to health broadly, not cancer specifically. There are exceptions,
project examples, such as an approximate US$ 90 million loan from the Islamic Development
Bank to expand oncology services in Uzbekistan, that show MDB support for cancer as a
drive of health system strengthening (287).

Successful global leadership in cancer will require more integration among global initiatives
and coordination of priorities and investment among different global, national and local
actors. Project-based approaches must be linked to a national strategy and sustainability
plan, particularly in cancer because of inter-dependencies along the cancer continuum.

4.2.2 Improving cancer surveillance: local data to global estimates

Addressing the challenge of the increasing cancer burden requires integration of cancer
control programmes within national health planning. Central to this effort is the deployment
of routine surveillance systems capable of tracking the delivery and impact of specific
interventions. High-quality, population-based data is essential for cancer surveillance and
is increasingly urgent for assessing the ongoing scale-up of WHO's three signature cancer
initiative.

Alongside risk factors, effective monitoring relies on three complementary metrics: incidence,
survival, and mortality (Fig. 75). While cause-specific mortality data are the definitive indicator
of population health progress, weak civil registration and vital statistics (CRVS) systems
remain a significant structural barrier, with only 1 in 4 countries reporting high-quality cause-
of-death data (288).
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Fig. 75. Measures and strategies for cancer surveillance at the national level
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DALYs: disability-adjusted life years; PBCRs: population-based cancer registries.
Source: (289).

PBCRs are the critical foundation for developing, monitoring, and evaluating NCCPs. Operating
as continuous systems of data collection, validation, and analysis, PBCRs adhere to rigorous
international standards to ensure global comparability. On this basis, they provide critical
data on incidence and survival by cancer type and stage (from which mortality estimates can
be derived). PBCR therefore deliver a vital evidence base required by policymakers and to
inform all cancer stakeholders, including by identifying subnational variations in incidence,
tracking the stage of disease at diagnosis, and benchmarking cancer survival.

While comprehensive national PBCRs may represent an ideal standard, their implementation
is resource-intensive, particularly in highly populated countries, and, in such contexts, the
strategic requirements for planning and monitoring national programmes can be effectively
met through a network of subnational "sentinel" registries. A controlled, phased expansion
of these subnational PBCRs ensures representative national data while optimizing resource
allocation and curbing overall costs (290).

IARC and International Association of Cancer Registries preside over the Cancer Incidence in
Five Continents (CI5) series, as the definitive reference source for statistics on the incidence
of cancer across different populations worldwide and a means to track long-term trends (Fig.
76). The quinquennial publication is also a benchmark of the quality of incidence data, given
there are strict criteria for completeness, accuracy, and comparability of data as part of the
data evaluation. Finally, it is the foundation for broader global estimates, including IARC's
GLOBOCAN database. IARC’s national estimates of the cancer burden are hosted on the
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Global Cancer Observatory (5) and a basis for the cancer burden (see section 2). It is critical
that those utilizing the data recognize that such estimates rely fundamentally on the data
collected by PBCRs. Building national capacity and local infrastructure for data production,
analysis, and interpretation is therefore an essential strategic priority. When countries see
their own local surveillance systems - including PBCRs and CRVS - directly driving global
health metrics, it serves as a powerful catalyst for sustained national investment.

Fig. 76. Progress in PBCR coverage, 1966 to 2023
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Source: (291).

While the historical development of cancer registration has been gradual (Fig. 77), the number
of high-quality PBCRs has expanded with each volume of CI5 over the last half century. Yet
profound global disparities persist; unlike most high-income regions, many Member States
across Africa, Asia, Latin America, and Oceania continue to experience severe data inequity.
This is characterized by fragmented, poor-quality, or entirely absent incidence data, which
fundamentally hinders effective public health planning.

To decisively address this global inequity, IARC established the Global Initiative for Cancer
Registry Development (GICR). Operating as a global, multi-stakeholder partnership, the GICR
is designed to accelerate the availability of high-quality cancer registry data in transitioning
countries. Through six strategic IARC regional hubs and affiliated centres of expertise,
the initiative partners directly with local health authorities to deliver specialized training,
conduct collaborative research, and strengthen regional surveillance networks. The GICR is
successfully strengthening existing registries and catalysing the establishment of new PBCR
in transitioning regions via this country-led, sustainable model (Box 23).
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Box 23. The Global Initiative for Cancer Registry Development: overview and
implementation progress

In direct response to the escalating global cancer burden and deepening inequities in
health outcomes, a consortium of leading international and national agencies launched
the Global Initiative for Cancer Registry Development (GICR) in 2012. Led by IARC, the
GICR serves as the premier global strategy to strengthen national cancer data systems,
ultimately aiming to save lives through evidence-based cancer control.

Operating as an implementation and capacity-building programme, the GICR provides
critical technical guidance, training, and support to LMICs. It functions through a highly
effective decentralized model, anchored by IARC-designated regional hubs and centres
of expertise.

Addressing the global coverage gap. A core premise of the GICR is the indispensable
role that PBCRs play in generating the evidence required to plan and monitor national
cancer control actions. Despite growing recognition of this imperative, a substantial
gap in PBCR coverage persists (Fig. 77). Availability and quality of cancer surveillance
systems is also an important indicator in the Global Cancer Monitoring Framework
(see section 4.1.1). While HICs have robust PBCR networks over the past five decades,
progress across LMICs remains profoundly uneven.

Fig. 77. PBCR registry status, 2025

Source: (291).

By assisting transitioning Member States in building their capacity to collect, synthesize,
and disseminate local cancer data, the GICR drives systemic health care improvements.
This localized data informs robust NCCPs, which translate directly into improved health,
economic, and social outcomes in 2026. Today, GICR activities span 169 countries,
covering over 85% of the global population (Fig. 78).
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Fig. 78. Areas of coverage by the IARC GICR regional hubs and centres

Hub regions
B 5ut-Sahanan Alrica 120} ¥
B Caibiean (35
B Meoehern Africa, Central Asia and Western Asia [29)
Latin America (15
South, East and Scuth-Eastern Asia [24)
I Facitic lslands (15)
Mal applicable @ South, East and South-Easter Asia (28] @ Pacilic lilinds | 16)

Strategic objectives: Focused primarily on supporting LMICs, the long-term strategic
goals of the GICR include:

+ Expanding infrastructure: Establishing high-quality PBCRs in an additional 50
countries by 2035.

+ Empowering policy: Generating robust, localized evidence to design, inform, and
monitor NCCPs.

* Enhancing precision: Improving the accuracy of cancer burden estimates at
national, regional, and global levels.

To achieve these objectives, the GICR connects PBCRs requiring technical support with
international organizations equipped to provide it. This collaborative framework is
organized into distinct strategic domains:

A. Coordinated global action and partnerships

The GICR provides a unified framework to coordinate support from global stakeholders
to PBCRs worldwide. An International Association of Cancer Registries secretariat
oversees the programme’s governance and fiduciary responsibilities while providing
baseline technical assistance. A critical outcome of this coordination is the development
of joint action plans that leverage the collective resources of global partners.

This unified approach has successfully catalysed the creation of “global public goods” -
open-access resources designed to benefit registries everywhere. Notable examples
include the GICR E-Learning Series, offering free, multilingual, self-paced training,
and digital health tools that enable PBCRs to capture data at the source using the
District Health Information Software 2 (DHIS2). Furthermore, a standardized GICR
evaluation and monitoring framework has been deployed to support rigorous registry
performance assessments.
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B. Decentralized regional support and capacity building

A cornerstone of the GICR model is its distributed network of regional reference
centres. These entities collaborate with IARC to accelerate the sustainable expansion
of high-quality PBCRs by documenting effective strategies that local stakeholders can
adapt to strengthen their own health systems.

To fulfil this mission, IARC established six regional hubs for cancer registration,
providing targeted technical guidance and strategic leadership across Africa, Asia,
Latin America, the Caribbean, and the Pacific Islands. Recognizing that this ambitious
mandate requires diverse and specialized expertise, IARC also integrated GICR centres
of expertise, which augment the hubs by contributing specialized staff and advanced
competencies.

Working collaboratively, the regional hubs and centres of expertise deliver structured
support across four complementary areas:

1. Technical training

2. Targeted consultancies to registries

3. Research promotion and support

4. Regional network development

A key innovation accelerating country-level capacity building is the establishment of
GICRNet. This network of IARC-certified trainers, drawn directly from the hub regions,
assists in delivering localized courses, developing culturally relevant educational
resources, and providing ongoing, peer-to-peer mentorship to developing PBCRs.
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Systemic challenges in global cancer data

Progress on global cancer surveillance has been substantial but is still inadequate to enables
evidence-based public health programmes or to monitor global progress.

The absence of a global monitoring framework, deficits in routine monitoring of core
indicators and reliable source of cancer surveillance data has fragmented the global discourse
and limited progress monitoring (see section 4.1). Weak cancer surveillance systems have
contributed to the exclusion of cancer from indicators in the global health agenda, though
this has improved with the Fourth UN Political Declaration that recognizes targets for cervical
and childhood cancers. The WHO Global Cancer Monitoring Framework (see section 4.1) is
expected to also bring coherence and consensus to the global cancer health agenda, guide
national policy makers and inform public health priorities in the next decade.

This Status Report, alongside coordinated efforts like the Union of International Cancer
Control's (UICC's) World Cancer Declaration (292), will be a mechanism for routine monitoring
of the Global Cancer Monitoring Framework. Success will be determined by support to
national registrars to strengthen and invest in national data systems and to promote global
reporting. GICR is thus a priority for global and national stakeholders.

Progress will also require methodological alignment between different international agencies
reporting registry data (e.g. survival) that are informed by national data that have been
evaluated for quality. Working with partners, WHO, particularly through IARC, is committed
to strengthening global cancer surveillance, reflected in the release of the global comparable
estimates on cancer that are founded on GCMF core indicators and released in this report.

4.2.3 Opportunities for integration into the global health agenda

Cancer has become far better included and integrated into the global health agenda and high-
level political fora, creating unprecedented policy windows and opportunities for accelerated
action (Table 23). Cancer's political profile has been amplified by high-level commitments in
United Nations fora. The 2011, 2014 and 2025 UN High-Level Meetings on NCDs established
voluntary targets, including cancer as a priority. Building on the global action plan for the
prevention and control of NCDs 2013-2030, the 2017 WHA resolution (WHA70.12) "Cancer
prevention and control in the context of an integrated approach" was unanimously adopted
by Member States - co-sponsored by 18 nations and supported by 44 during debates.

The primary cancer-related targets to which governments have committed are linked to
SDGs through (i) reducing premature mortality from NCDs including cancer (target 3.4) and
(i) UHC: including through use of cervical cancer screening coverage rates contributing to
the composite indicator. The 2025 United Nations General Assembly Political Declaration
on NCDs renewed these pledges and included specific reference to the Global Initiative for
Childhood Cancer target to improve survival, a historic moment for the cancer community.

Importantly, it is being recognized that cancer is also critical to achieving other global
commitments on access to medicines, equity in health services, workforce optimization
and other health pillars. The 2024 United Nations General Assembly Summit of the Future
further highlighted cancer in health system resilience pledges, with over 190 Member States
endorsing accelerated NCD action.
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Multiple inter-governmental agencies and supra-governmental bodies have elevated cancer,
including the G20 health track. For example: the 2021 Italian G20 Summit where leaders
committed to UHC expansion, including oncology services; 2023 Indian G20 Declaration
endorsing WHO's cancer initiatives amid NCD focus; and 2025 G20 under South African
presidency including equitable access commitments; the Commonwealth health agenda
and Europe’s Beating Cancer Plan among many others.

Prevention is the topic we talk about and do almost nothing. This
is a global problem. The availability of diagnostics in LMICs is also
way under what needs it to be. We have to work on that.

Peter Kapitein, person with lived experience of cancer

Table 23. Timeline of major global commitments to cancer

Year Organization/event Declaration/resolution Key focus areas
2000 UN (Millennium Millennium No direct cancer focus, but
Summit) Development Goals recognition of health-related
(MDGs) goals, which influenced later NCD
strategies
2005  World Health Resolution WHA58.22 First World Health Assembly cancer
Assembly resolution. Urged Member States
to strengthen cancer control and
integrate into health systems
2011 UN General Assembly High-Level Meeting Acknowledged cancer as a major
on NCDs and Political global health issue and called for
Declaration national and international action
2013  WHO WHO Global action plan  Target to reduce premature
on NCDs (2013-2020) mortality from NCDs, including
cancer, by 25% by 2025
2017  World Health Resolution WHA70.12 Emphasized equitable access to
Assembly cancer care, affordable medicines,
and the importance of palliative care
2018  UN General Assembly Third High-Level Reaffirmed commitments to tackle
Meeting on NCDs and cancer and integrate cancer care
Political Declaration into UHC
2020 WHO Global strategy First global commitment to

to accelerate the
elimination of cervical
cancer

eliminate a type of cancer, with
targets for HPV vaccination and
screening
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Year Organization/event Declaration/resolution Key focus areas

2023 WHO Updated WHO Global Extended timeline to 2030; aligned
action plan on NCDs with SDG 3 goals for reducing
(2023-2030) cancer mortality and ensuring
equitable access to care
2025  World Health Resolution WHA78.50on  Calls for integrated strategies
Assembly integrated lung health linking lung health with broader
efforts on NCDs and climate
resilience
2025  UN General Assembly Fourth High-Level Affirmed GICC target to improve
Meeting on NCDs and survival; additional targets on
Mental Health: Political access to medicines
Declaration

Systemic challenges in leveraging policy windows and opportunities

The two primary challenges to leverage policy opportunities are: limited implementation
and limited integration. Policy implementation has been inadequate because of systemic,
financial, and political barriers (Fig. 79).
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Fig. 79. Challenges to leveraging cancer-related policy commitments
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First, while high-level pledges signal global intent, countries face capacity constraints in
cancer-specific health system capacities (e.g. shortage of the oncology workforce). Second,
political commitments have not been adequately linked to increased domestic spending
on cancer, often because of alternate competing priorities. Finally, weak accountability,
limited monitoring, and insufficient integration into health systems undermine progress.
Investments in cancer can take one to two decades before outcomes are improved at a
population-level. This time horizon exceeds common political cycles.

Regarding integration, the cancer agenda remains fragmented both internally and with
other programmatic areas and health system agendas. Cancer control efforts are too often
organized around individual cancer types or risk factors in isolation, rather than as part of
a coherent, integrated approach. Governments may see conflicting priorities pushed by
different global actors, with minimal cross-pollination. At a national level, ministries may
introduce national strategies for breast, cervical, colorectal, childhood, and/or lung cancers,
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without promoting integrated investments that offer efficiencies in shared capacities such
as pathology, imaging, surgery, radiotherapy. This fragmentation weakens impact and
compromises efficient resource allocation and reforms across programmes.

Fragmentation also translates into uneven access and disjointed care pathways for people
affected by cancer. Building more integrated cancer control, anchored in common platforms
for surveillance, and care, helps national stakeholders use resources more efficiently, close
inequities, and ensure that advances in one area accelerate progress across the entire cancer
continuum.

Finally, vertical services in cancer may further fragment information systems, making it
harder to generate a unified picture of cancer burden, access gaps, and system performance.
Improved indicator tracking, including through the WHO Global Cancer Monitoring
Framework, can provide better mechanisms, offer short-term wins and greater political
visibility for investments linked to policy commitments.

4.2.4 Robust civil society, global advocacy and governance

Particularly over the past decade, civil society has driven and elevated cancer control in the
global agenda, transforming cancer from a neglected issue into public health priority.

A key driver has been the growth of large, coordinated global networks such as the UICC,
which unites over 1200 member organizations worldwide and convenes major events like
the World Cancer Leaders’ Summit, where civil society organization, NGOs, and health
professionals jointly push for progress and commitments. As reflected in the launch of
WHO'’s Campaign to Amplify the Voices of People Affected by Cancer, WHO and civil society
organizations are increasingly focused on orienting the cancer agenda around the needs
and perspectives of people affected by cancer including caregivers (293).

Concrete examples show how this advocacy has led directly to policy changes. From UICC's
World Cancer Declaration, St. Jude Global Alliance advocacy for catastrophic diseases in
children, ABC Global Charter 2025-2030, the International Cancer Control Partnership focus
on NCCPs, sustained, coordinated civil society action is turning global commitments into
concrete national policies and improved access to cancer services.

Over the past few decades, the global health
system has grown significantly in scope and

scale, marked by increased financing, more Over the past few decades,
complex and interconnected health challenges, the global health system
and a broader, more diverse range of actors has grown significantly in
operating within the system (294). Traditionally, scope and scale

cancer control has not been robustly present

in the global health architecture with the

exception of actors in tobacco control (Fig. 80)

(294). Recently, cancer actors have become more prominent, particularly implementing
partners and more successful public-private partnerships (Box 24).
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Fig. 80. Network mapping of global health actors by type
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One critical advancement in cancer actors has been the emergence of successful implementing
partners assisting governments to address and build clinical and policy capacities. These
organizations are situating offices near the centres and agencies they are supporting, moving
beyond the short-term visits that marked cancer technical support in previous decades.

One critical advancement
has been the emergence of

implementing partners
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Box 24. The power of public-private partnerships to advance cancer control

Public-private partnerships can harness complementary strengths from diverse
stakeholders to accelerate progress against cancer. Private sector entities, including
pharmaceutical companies,can provide technical, scientific and strategic resources
at scale. Non-governmental organizations and public sector bodies can contribute
essential insights into health system delivery, national cancer control planning and
advocacy networks that ensure solutions are people-centred and contextually relevant.

Public-private partnerships need to be transparent, guided by the public interest,
protected from undue influence, and subject to robust conflict-of-interest management
mechanisms. But when united by a shared commitment to global cancer control, these
partnerships enable scalable and sustainable interventions across the full cancer
care pathway. Positive examples include collaborative funding for community-based
education and prevention initiatives, integration of screening and early detection
services into national programmes, application of Al to optimize health workforce
utilization, and support for local stakeholders to enhance care delivery efficiency within
their specific settings.

Such collaborations are also critical for innovation in diagnostics and treatment,
ensuring research programmes are designed with patient journeys at their core.
Beyond clinical advancements, public-private partnerships can drive social innovation
and improved access to cancer services by addressing persistent inequities, particularly
for individuals from lower socioeconomic backgrounds and minority groups as seen
in the experiences of stakeholders like City Cancer Challenge Foundation (295).

Systemic challenges in global advocacy and governance

Global cancer advocacy has grown substantially in influence but remains fragmented, with
many actors focused on specific disease areas rather than shared, system-wide solutions
that benefit all people affected by cancer. At the global level, the absence of united advocacy
and current fragmented governance has limited the political urgency and financing that
cancer receives compared with other health agendas that have more coordinated coalitions.
Different alliances and NGOs champion different metrics (survival, incidence, specific
technologies) and different policy frames (rights-based, economic, innovation-driven), which
can confuse policymakers and dilute the pressure for coherent NCCPs and universal coverage
of core services.

Individual cancer communities often work in parallel, each with their own campaigns,
messaging, and funding appeals. This leads to competition for attention and resources
rather than a unified push for a stronger, more comprehensive cancer agenda aligned with
global health priorities.

The way forward is to focus on common platforms bringing together diverse cancer actors
in a unified manner, under the banners of solidarity and multilateralism and around a
concise set of shared priorities, focused on integrating cancer into broader UHC and NCD
agendas. Cancer-specific priorities should retain visibility, particularly for programmes with
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strategic impact like childhood cancer and shared messaging can remain for collaboration,
coordinated mobilization and aligned implementation. If successful and centred on the lived
experience of millions of people affected by cancer, the cancer community will emerge with
greater influence on global financing, market dynamics, and research and development
agendas and most importantly lead to improved access and outcomes.

4.2.5 Advancements in cancer innovation and market access

Cancer has benefited from one of the most robust ecosystems of research and innovation.
Over the past decade, cancer research has accelerated dramatically, with global scientific
output on cancer rising from 11% of PubMed publications in 2005 to 16-18% by 2025 (296)
This has largely been driven by breakthroughs in immunotherapy, precision medicine, and
genomics.

The clinical trials landscape has substantially expanded. Trends show that annual registrations
increased at a mean rate of 7.3% between 2005 and 2021. There have been more than
110 000 clinical trials on cancer since 1999 (297) (Fig. 81).

Fig. 81. International Clinical Trials Registry Platform distribution of cancer clinical
trials, by a) trial phase, b) primary sponsor and c) intervention type, 2025
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In addition, according to International Federation of Pharmaceutical Manufacturers and
Associations, over 1400 medicines approved for NCDs in the past 10 years (2005-2025),
371 (27%) were cancer medicines and of the further 9600 NCD medicines in the pipeline (at
different stage of development), 4724 (49%) relate to cancer (Fig. 82) (298).

Fig. 82. Pipeline of cancer medicines, 2025
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These advancements have directly bolstered global control and contributed to the reduction
in cancer mortality in many countries. Immunotherapy, particularly immune checkpoint
inhibitors like PD-1/PD-L1 blockers, has transformed outcomes: pembrolizumab and
nivolumab approvals expanded from melanoma in 2014 to over 20 indications by 2025,
boosting 5-year survival in advanced non-small cell lung cancer from 5-10% pre-2015 to
20-30% today across trials (299) Antibody-drug conjugates (ADCs) represent another rapidly
expanding therapeutic class, with 15 FDA-approved agents and an investigational pipeline
spanning more than 100 active clinical candidates and 49% year-on-year increase (300, 307).
Al and multi-omics have enhanced early detection linked to increased precision treatments.

Therapeutic vaccines, including with mRNA technologies, are offering a promising approach
to treat people already diagnosed with cancer. Precision diagnostic panels and genomic
sequencing such as with liquid biopsy, are offering new, promising ways to detect cancer
early, to define treatment cohorts who will most benefit from therapy and to offer more
accurate ways to monitor for recurrence (302).
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Box 25. Examples of 10 current and future pro-equity cancer innovations

1. Health promotion: integrated, structural interventions upstream; personalized risk
communication downstream

2. Prevention: single-dose HPV vaccination; therapies to treat obesity; polygenic risk
scores for personalized prevention interventions

3. Screening: multi-cancer early detection; Al-assisted screening; liquid biopsies
4. Diagnosis: genomic profiling; point-of-care diagnostics

5. Surgical care: de-escalation, organ-preserving approaches; pre-habilitation
programmes

6. Systemic therapy: optimal dosing, duration and formulations; oral therapies
including KRAS inhibitors

7. Radiotherapy: FLASH radiotherapy; Al-based contouring and planning

8. Palliative, supportive care and rehabilitation: early integration into care; peer-to-
peer networks; return-to-work programmes

9. Financing: outcomes-based and risk-sharing agreements; value-based frameworks

10. Workforce: organizational innovations to address burnout and migration

The future of advances in cancer research and technology is even more appealing. Ahead
lies the prospect of exciting new advances for cancer control - advances like personalized
cancer vaccines, liquid and synthetic biopsies, injectable cancer treatments that can be
delivered in minutes (unlike the intravenous infusions currently used, that can take up to
an hour), innovative technologies in digital health including decision-making aids, freeing
up time for affected persons and professionals.

In this regard and aiming to better connect treatment development with the patient'’s
expectations, preferences and values, there is an increasing call to include the lived experience
from the early development of new medicinal products. At current, a minority of cancer clinical
trials include QoL as primary or secondary endpoints (see section 4.3.3). Patient experience
data (PED), like patient reported outcomes, patient preference studies, symptom scales,
or data collected through patient engagement activities, are important contributors, from
development through regulatory assessment to post-marketing activities (303). Inclusion of
such perspectives will drive how value is measured - moving beyond survival or surrogate
outcomes to the primary importance of QoL (304).
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Box 26. Al for cancer prevention and control: responsible adoption to avoid
exacerbating inequalities

Despite the significant potential of Al to revolutionize aspects of cancer control and
the health system generally over the years ahead, substantial challenges persist.

First, many claims are being made about the use of Al in cancer without sufficient proof
of concept; to realize its promise, Al must become part of evidence-based medicine, not
replace it. Operationally, the application of Al in cancer care raises serious questions
about data privacy risks in health records, algorithmic biases from poor training data,
accuracy, reliability issues in diverse settings, and unresolved ethical questions around
accountability for Al errors.

These challenges highlight the importance of ensuring responsible adoption of A, with
a focus on prioritizing transparency, equity, and human oversight. These important
protections are necessary if we are to realise Al's potential without exacerbating
inequalities, as has happened all too often with other cancer innovations. Some
emerging domains for Al in cancer are presented in Table 24 below; see also Box 14
on the potential and limitations of Al for cancer diagnostics.

Table 24. Emerging domains for Al in cancer control

Domain Proposed Al-driven enhancement (example)

Medicine development Predicting optimal protein structure.

Earlier cancer detection Generating algorithms using routine patient records to
predict cancer risk and to interpret patterns across health,
environmental, and behavioural data (305).

Diagnostic imaging Analysing rapidly images such as MRIs, CT scans, and
ultrasounds to detect subtle tumours potentially missed by
human reviewers and, thereby, reducing invasive biopsies and
wait times (306).

Personalized treatment Performing and interpreting genomic sequencing, biomarker
planning analysis, crucial for precision oncology (307).

Tailored treatment Optimizing radiation dosing, supporting precision surgery, and
forecasting therapy responses to enable tailored plans that
minimize side-effects while maximizing efficacy (308).
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Systemic challenges in balancing cancer research and technologies and
essential services

Despite an estimated US$ 252 billion in oncology

medicine spending in 2024, there is no structured Our analysis found only
mechanism to inform cancer research and development 206 cancer trials based
priorities; downstream, there is no integrated global in LICs compared to
platform that links product development with more than 80 000 trials
regulatory process and access in a comparable way in HICs

across countries, creating a structural barrier to
planning and accountability (80).

Innovations in cancer are advancing at unprecedented and blistering speed, positioning
cancer treatments as a leading segment in global prescription medicine (80). Globally, it is
estimated that approximately US$ 20-50 billion are invested each year into cancer research
and development (309). A substantial proportion of these investments come from government
agencies and philanthropic organizations (370). Yet, only a small proportion of cancer
research and development (R&D) and clinical trials are based in LMICs. For example, global
trial diversity has improved modestly, with LMIC sites rising from 10% to 18% participation,
though 90% of trials remain high-income level based where only 36% of all incident cases
occur (371). Global R&D is increasingly concentrated in high-cost modalities such cell and
gene therapies and Al-enabled technologies, with hundreds of new oncology indications
and patents approved in recent decades (Fig. 83) (372).

Fig. 83. Global cancer research and development investment, by cross-cutting
theme, 2016-2020
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A profound dissonance exists between the pace of cancer innovation and equitable access to
it. Funding, private-sector investment and scientific prestige favour frontier innovation, while
political and financial commitment to primary health care and universal access to essential
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cancer medicines remains inadequate - leaving the majority of people with cancer without
benefit from many advances (Fig. 84).

Fig. 84. The Innovation-Access dissonance in cancer product innovation
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First, advanced therapies are being approved, yet many countries still lack access to existing
essential therapies and there are very few sustainability strategies to enable access at scale.

Second, gaps in health system capabilities are driving inefficient resource allocation:

governments may be inclined to procure innovative techno

logies without first ensuring

foundational health system elements are in place. Immunotherapy, for example, can only
be delivered safely where appropriate diagnostics, a trained workforce and robust supply
chains exist. Innovation layered onto weak foundations benefits few people.

Third, it perpetuates fragmented progress: trials concentrated in HICs overlook LMIC realities,
slowing global knowledge transfer and reinforcing the projected rise in cancer incidence -

estimated to reach 35 million new cases annually by 2050. An

analysis of the distribution of

trials identified 7578 trials in LMICs, compared to 25 631 in U-MICs, 82 288 trials in HICs,

and just 206 in LICs (297).

Finally, innovation is not planned around people.
Improving cancer care requires aligning research
priorities with local health challenges and priorities
of affected populations. This includes how success
in clinical trials is measured and how value is
determined. Many trials continue to rely on surrogate
endpoints - such as progression-free survival or
tumour shrinkage instead of outcomes that matter
most to people diagnosed with cancer, like overall survival or
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Surrogate gains do not reliably or consistently translate to meaningful benefit: only about
five out of 26 oncology products approved on surrogate endpoints showed improved overall
survival in later studies (374). Only approximately 37% of registered trials in the International
Clinical Trials Registry Platform (ICTRP) include QoL-related endpoint in either their primary
or secondary outcome registrations in 2026 with an estimated 7% registering QoL as a
primary endpoint (375). There is no clear evidence of progress in including QoL as a registered
endpoint in the past decades.

Fig. 85. The inclusion of quality of life as an endpoint in clinical trials, 2026
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The way forward is to strengthen engagement of people with lived experience of cancer
in trial design and outcome selection, designing innovation around value around their
priorities. WHO's Global action plan for clinical trial ecosystem strengthening (376) provides
the roadmap for how to improve access to clinical trials, particularly in LMICs, and by
extension, how to augment research priorities that are particularly relevant in settings with
weaker health systems (e.g. dose optimization, de-escalations protocols).
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4.3 National transition from strategies to implementation

4.3.1 The starting point for success: national cancer control plans and other

cancer-related policies

National cancer control plans (NCCPs) provide the cornerstone framework through which
governments address cancer systematically and comprehensively (Table 25). In 2005 and
2017, World Health Assembly resolutions committed governments to develop, implement
and periodically update NCCPs as the foundation of effective cancer control (Fig. 86).

Table 25. Value of national cancer control plans

Domain

Strategic planning and
integration

Justification

Provides structured approach to prevention and control and to
integrate activities into overall national health systems, national
health plans, UHC benefit packages and NCD strategies, among
others

Political commitment and
action

Secures high-level political support, shifting cancer control from
a "goal" to an actionable, resource-supported strategy

Data-driven decision-making

Strengthens and utilizes cancer surveillance data, ensuring
interventions are targeted, evidence-based, and capable of
reducing premature mortality and improving survival

Resource coordination and
sustainability

Identifies funding gaps and provides mechanisms for resource
mobilization and domestic resource commitments

Resilience and equity

Promotes system resilience during health system shocks
and ensures equitable access to care including protection of
vulnerable population

Two recent reviews performed by the International Cancer Control Partnership with WHO
assessed national plans of more than 150 countries (both NCCPs and NCD plans) against
selected domains (8, 252) (Table 26).
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Fig. 86. Number of countries with cancer-related policy over time according to
responses to WHO NCD Country Capacity Surveys
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The initial 2018 review concluded that NCCPs as standalone government documents have
important strategic value to ensure cancer policies are comprehensive and coherent (252).
It also defined critical domains of deficiencies in core aspects of NCCPs for which concerted
attention was made by ICCP, WHO and other partners (377). The second review showed
significant progress in select domains, such as governance, financing or monitoring and
evaluation (Table 26) (8).
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Table 26. Global national cancer control plan evolution, 2018 to 2024

Policy (domain) 2018 status 2024 status
Inclusion of financing strategies 7% 27%
(governance and financing)

Evidence-based recommendations Low (implicit) 23%

(prevention and early detection/
diagnosis and treatment/palliative care

and survivorship)

Targets and timelines specificity
(prevention and early detection/
diagnosis and treatment/palliative care

and survivorship)

General intent

Significant progress

(alignment with SMART
criteria)

Health equity focus (equity and

resilience)

Implicit/general

Only one-third include specific
focus

Integrating cancer into health benefit packages

Successfully implemented NCCPs are a useful and necessary starting point, but not sufficient
for effective national cancer control programmes. Cancer must be prioritized in other strategic
national health policies and decisions including, for example, health benefit packages and
cancer-related legislation. There are governments that have successfully included cancer in
health benefit packages, demonstrating feasibility (Table 27). Yet, in a survey conducted by
WHO, only 28% of countries included comprehensive cancer control in their health benefit
package (711) (see section 3).

Table 27. Examples of countries’ progressive realization toward universal health
coverage for cancer services

Country/
programme

India (Karnataka,

Cancer service
expansion

Oncology procedures

Population coverage
impact

~60 000 new

Financial protection
component

Treatment approvals

Ayushman increased six fold authorizations with covered under
Bharat Arogya (medical, radiation, expanded access to scheme, reducing OOP
Karnataka) surgical) under state cancer treatment (378)  spending

health scheme
Indonesia Scaling HPV screening  Targets 75% screening  Government strategy
(National and treatment, among women aged includes strengthened

Cervical Cancer
Commitment)

workforce upskilling,
diagnostic expansion

30-69 by 2030 with
nationwide rollout
(319)

access to preventive
and curative services
with workforce
scale-up

Ghana
(Mahama Cares
Programme)

National health
insurance extended
financial support for
NCDs including cancer

NHIS covers ~56% of
population (2025); new
fund supports cancer
treatment costs (320)

Financial protection
for cancer medication
and treatment support
(321)
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When done successfully, reducing financial hardship can improve early diagnosis, expand
treatment access, and increase five-year net survival. In Thailand, this translated to
improvements of female breast (from 61% to 75%), cervix uteri (55% to 60%), and colorectal
(40% to 48%) cancer survival (322) (Fig. 87).

Fig. 87. Improvements in 5-year net survival of multiple cancers after universal
health coverage implementation in Thailand, 1997 to 2012
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Cancer policies are most robust when linked to
a legislatively mandated strategy or dedicated
national cancer laws that create binding legal
frameworks. Governments are passing national
cancer acts that establish legal mandates for
coordination, services, and accountability in cancer
control (323). Governments have also adopted laws
which promote social protections and address
discrimination or rights of cancer survivors, but these remain relatively few (see section 4.4).

28% of countries include
comprehensive cancer
control in their health
benefit package

Systemic challenges in national strategies

Financing, implementation and monitoring of NCCPs remain critical systemic gaps. The 2025
NCCP review by ICCP with WHO revealed that only 27% of NCCP have dedicated financing
mechanisms, 56% include monitoring indicators with data sources, and just 21% detail
evaluation responsibilities (8).

Plans set ambitious targets but ignore execution barriers along the continuum. The
disconnect between plan development and national rollout stems from factors such as
insufficient comprehensiveness, weak governance and inadequate budgets to execute
plans. For instance, while 90% of NCCPs prioritize early detection for breast and cervical
cancers, only 50% address radiotherapy and reference WHQO's EML, highlighting failures to
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link screening to treatment (8). The gains from early detection cannot be realized without
parallel investment in treatment capacity and other services along the continuum.

Problems with plan priorities

NCCPs are not sufficiently person-centred, missing an

opportunity to ensure that the needs, preferences, Plans set ambitious
and values of individuals are central to cancer control targets, but ignore
efforts. execution barriers

Just 18% of all NCCPs include strategies to address

social determinants of health, such as employment,

insurance, education, transportation, housing, and environmental changes - areas
consistently raised as priorities by people affected by cancer (8).

Plans do too little to integrate action on inequity barriers. An analysis of NCCPs in the
Americas, for example, found that equity was not sufficiently integrated in those NCCPs: 17
documents defined inequity as a problem, mainly related to difficulties in access to care, and
although 25 countries had designed equitable interventions, none had dedicated a budget
for implementation (324).

Plan priorities are often biased toward hospital-centric models that overload specialized
centres with late-stage cases that could have been detected and managed earlier. Meanwhile,
people in rural or poor communities face long travel distances and indirect costs that delay
or prevent care.

Insufficient financing for cancer control

Financing for cancer control and other NCDs is disproportionately low when considering
the current and escalating burden of disease, particularly in LMICs (Fig. 89) (see section 2.4).
For the countries with the weakest health systems, the largest proportion of NCD financing
remains OOP payments, leading to personal financial hardship (325) (see section 4.4.1).
Across African countries reporting NCD-specific expenditure between 2018 and 2023, general
government expenditure on NCDs is hovering around 40% of health budgets (325); in roughly
half (20 of 40), private expenditure has risen over the observation period, including several
with already-high baseline OOP burdens (Fig. 88a) (326).

Meanwhile, total cancer care expenditure per person diagnosed has increased substantially
(20-50%) over the past 25 years (Fig. 89) with a primary driver being purchasing of cancer
medicines (see section 4.3.3) (79). Even when cancer services are included in national health
benefit packages, OOP expenses can remain high (Fig. 88b) (11, 15).
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Fig. 88. National expenditure data on cancer demonstrating (a) trends in direct
costs per capita in Europe (1995-2023), and (b) frequency of catastrophic health
expenditure (2018-2024) (15) compared against the proportion of cancer services
covered under UHC (2020-2021) (11)
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Fig. 89. NCD financing mix in African countries: share of total NCD expenditure by
source in WHO Global Health Expenditure Database
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Incremental extensions, such as scaling diagnostic access for breast cancer, can build
on existing resources; however, dedicated financing for infrastructure, such as a cancer
centre or new radiotherapy machine, are required to drive progress in cancer coverage
and necessitate substantial capital and recurrent investments. Strategic purchasing and
public-private partnerships can unlock uncatalogued external support from philanthropies
and HICs, while integrating cancer into UHC packages maximizes population benefit and
financial protection.

The WHO Academy Course and WHO/IARC prioritization tool are technical resources
that can guide sustainable scale-up (327, 328). Planners, health ministries, and finance
authorities - with support from WHO - must collaborate on investment cases highlighting
cost-effectiveness, ensuring pooled pre-financing (public or private) prioritizes the poorest
and mitigates catastrophic costs.

Poor allocative and technical efficiencies

Greater efficiency is ever more important to help meet rising demand for increasingly
complex cancer services while managing cost pressures and making systems more equitable
and sustainable (329).

Allocative inefficiencies in cancer care are common in which resources are not matched to
population needs, such as overinvesting in high-cost therapies while only populations lack
access to cancer early detection services (330). Technical inefficiencies are also common when
available resources are underused or mismanaged, for example, idle radiotherapy machines or
inconsistent cancer medicine supply chains reduce treatment effectiveness. These inefficiencies
are impacted by the absence of or failure to adhere to national guidelines, which were reported
as absent in nearly 50% of countries in 2023 (Fig. 90) (798). National guidelines are a well-
established tool to improve efficiencies while also increasing survival (see section 3.3) (3317).

Fig. 90. Availability of national guidelines or treatment standards (2023)
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Global UHC monitoring shows that progress towards effective coverage of NCD services,
including cancer, lags behind of that for infectious diseases and maternal and child health.
At the same time, a substantial proportion of the world’s population remains inadequately
protected from high out-of-pocket payments for NCD care.

Within weeks of beginning treatment at a private specialist hospital in Lagos, the costs
began to compound in ways no salary could absorb. Consultation fees, diagnostic scans,
chemotherapy cycles, and prescription medications; procured at a high cost. My monthly
out-of-pocket medical expenditure exceeded my take-home pay by a factor of three.

Dozie Akwarandu, person with lived experience of cancer, Nigeria

National progress monitor

Table 28. Progress in NCCP and other cancer-related policies

Indicator status GCMF indicator: Existence of a national cancer prevention and control plan

* Substantial increase in dedicated national cancer control plans from 50% in
2010 to 73% (2023)

GCMF indicator: Existence of national evidence-based guidelines for cancer
prevention and control

* 73% of countries have cancer guidelines; of those, 70% are utilized in at
least 50% of facilities (2023)

GCMF indicator: Cancer services inclusion in national essential benefits
package

* Only 28% of countries included comprehensive cancer control in their
health benefit packages (2020)

GCMF indicator: General government health expenditure on cancer
medicines

« Limited data available; expenditure per capita range from US$ <0.2
per capita to >200 per capita; contributing to 20-90% of total cancer
expenditure (see sections 3.3.3, 4.3.3)

GCMF indicator: Proportion of patients paying out of pocket for cancer
treatment

« Limited data available; catastrophic health expenditure prevalence from
cancer approximately 50-60% globally (see section 4.4.1)

Progress status Insufficient progress

4.3.2 Optimizing the workforce for cancer control

A skilled and well-distributed cancer workforce is the cornerstone of cancer control efforts,
performing four essential and interdependent functions:

i) delivering early diagnosis and screening programmes

i) administering, monitoring, and adjusting cancer therapies;
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iii) providing clinical, psychological, and social support to patients and caregivers throughout
the cancer journey;

iv) conducting the research that continuously advances cancer outcomes.

The primary systemic challenges to the cancer workforce are insufficient workforce supply,
low retention, high attrition, and increasing burnout. Cancer workforce challenges are
compounded by the complex nature of cancer management, which means that workforce
gaps in certain specialities impact the quality-of-care patients receive at certain stages of
their treatment.

Optimized team-based performance: multidisciplinary teams

Because of the complex nature of cancer management, a range of adequately trained health
professionals are needed to deliver high-quality care - from detecting symptoms in primary
care to providing specialized treatment services, as reflected in NCCPs (8) (Fig. 91). Inter-
disciplinary care including multidisciplinary teams are now well-established mechanisms of
improving care. Multidisciplinary team-based care is a well-established model for improving
patient outcomes, with evidence demonstrating increased overall survival, increasing overall
survival by 11 months in one meta-analysis across all cancer times (332). Contributing factors
include significantly shorter time from diagnosis to treatment initiation, higher rates of
complete staging, greater adherence to evidence-based guidelines, and improved patient
QoL (332). Yet global uptake remains uneven, constrained by specialist workforce shortages
and health system capacity limitations in LMICs.

Fig. 91. Composition of health workforce detailed in National Cancer Control Plans
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Simultaneously, in-service training, such as Continuing Medical Education, is critical to bridge
the "data explosion" in oncology. Targeted in-service education can improve quality of care
including by augmenting clinician confidence in prescribing complex therapies and are
increasingly accessible through online platforms and established long-term institutional
partnerships (333).

Systemic challenges with workforce for cancer

The workforce for cancer has recently been described by a Lancet Oncology Commission as
being in “crisis” (334). Workforce deficits are substantial and driven by brain drain in LMICs,
burnout, and budget cuts. Approximately 45% NCCPs reviewed in 2023 included strategies
related to cancer workforce hiring for career development to specifically ensure adequate
health service delivery, increased from a similar analysis in 2018 (8, 252).

Insufficient workforce supply

Poor facility maintenance, overstretched staff, and insensitive
handling of advanced cancer cases can make patients and
caregivers feel neglected or humiliated, leading families to take
patients home and abandon treatment.

Muktar Abubakar, patient advocate, Nigeria

Global deficits in the total number of trained oncology-related providers and limitations in
the core competencies of the available workforce are substantial (Fig. 92) (335). In LMICs,
oncology workforce density is much lower than in HICs, leading to overburdened facilities,
treatment delays of 4-12 months, and abandonment rates up to 50% for treatable cancers
like childhood leukaemia (336).

For example, there is a substantial shortage of radiation oncologists (337). The primary care
workforce is strained and under-trained for cancer-related competencies: early detection
services are inadequately incorporated into routine services due to factors such as untrained
community health workers (8).

Deficits in speciality providers further adds access challenges. Accurate interpretation of
histopathology, which guides treatment decisions, relies on the presence of adequately
trained anatomical pathologists. Absence of sufficiently trained pathologists delays care
and contributes to inappropriate therapy (see section 3.2.1). There is a substantial and
persistent shortage of providers in radiation oncology (337). The International Gynaecological
Oncology Surgical Outcomes Collaborative multi-country study reported that in LMICs, 50%
of gynaecological oncology procedures were performed by junior or non-subspecialty trained
surgeons, and these providers had approximately three times higher major morbidity rates
compared with specialist surgeons, indicating that lack of specialized training adversely
affects patient outcomes (338). Similarly, prescription of systemic therapy has been performed
by providers not accredited to deliver such services (334).
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Fig. 92. Workforce density variations in core cancer occupations between countries,
by income group. Distribution of the estimated median ratios of health providers
per 100 000 population (a) and per 100 cancer patients (b).
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APA, anatomic pathologist; Clin Onc, clinical oncologist; Med Onc, medical oncologist; Med Phys, medical
physicist; Rad Onc, radiation oncologist; RTT, radiation therapy technician.

An insufficient number of cancer health professionals implies greater workloads and less
time for in-service training for available professionals, and service provision by untrained
professionals. As a result, inadequate workforce compromises quality of cancer care across
all levels of the cancer workforce: primary care providers lack protocols for early detection,
specialists face challenges because of rapidly evolving fields and the increasingly, highly
specialized nature of cancer care. In sub-Saharan Africa, a very low percentage of medical
curricula include oncology modules (339). There is limited or no postgraduate training in
palliative care (340).

Poor workforce retention

Retention of trained oncologists is a compounding crisis. In one study from the USA, 21% of
oncologists practising in 2015 had left clinical care entirely by 2022, with approximately 5%
transitioning to industry roles (341).In LMICs, retention is compounded by "brain drain" - the
migration of highly trained specialists from low-resource settings to high-income nations.
One survey from Nigeria found a turnover intent among all surveyed participants, creating
a “reverse subsidy” of bearing training costs (347). Given the length and cost of oncology
training - typically 8-10 years post-medical school - reducing the attrition of 20-40% of
oncology providers is priority to augment workforce availability, particularly in LMICs. Related
challenges exist in HICs. In one study from the USA, 21% of oncologists practising in 2015 had
left clinical care entirely by 2022, with approximately 5% transitioning to industry roles (342).
Attrition within rural areas also compounds access to care.
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Finally, the cancer workforce is also subjected to unique stressors and has experienced higher
rates of burnout. Burnout - defined by the WHO as a syndrome of chronic, unmanaged
workplace stress characterized by emotional exhaustion, depersonalization, and reduced
efficacy - has reached crisis levels in oncology. An estimated 49-59% of oncologists in select
HICs reported burnout symptoms in the past years, increased over the past decade and
representing one of the highest rates recorded among any medical specialty (343, 344).

The workforce in cancer is particularly susceptible to burnout because of the high workload,
chronic stress of complex, life-altering decisions, additional bureaucracy for treatment
approvals and salary expectations. Burnout was directly linked to medical error, reduced
patient satisfaction, and - critically - accelerated attrition. The cost of burnout-related
professional turnover in oncology is extremely high, creating a powerful economic and
clinical opportunity for targeted intervention.

An optimized cancer workforce requires a labour market approach, evaluating broad policy
levers. Unfortunately, there is limited evidence of evidence-based workforce optimization
strategies in cancer (338). Role delegation may offer a plausible efficiency solution and has
been trialled for select services; a few studies have supported its safety and efficacy. For
example, data have shown nurse-led cancer screening and treatment interventions can
achieve similar levels of care while improving access (345-348). However, given the value
impact of specialized, training in cancer, role delegation should only be considered in limited
contexts.

Other important strategies include improving productivity, decreasing inequities,
strengthening mentorship and succession planning, strengthening education and training
(such as continuous professional development), improving the diversity of cancer workforce
with evidence of benefitting care for minoritized communities, providing, competitive salaries
and compensation including removing the gender pay gap, and investing in technology to
improve working conditions and efficiency of the workforce (334, 349). Better data and more
reliable forecasting are needed to improve workforce planning and strengthen the case for
investing in human capital.

National progress monitor

Table 29. Progress in workforce for cancer control

Indicator status GCMF indicator: Availability of trained health care professionals

* Limited data from health workforce accounts; available studies workforce
gaps of 2-5x between HICs and LMICs

* Workforce experiencing relatively high burnout and attrition

GCMF indicator (core): Availability of cancer multidisciplinary team for
comprehensive cancer management at the facility

* Limited data available (see section 3.3.3)

Progress status Minimal progress
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4.3.3 Access to cancer medicines and technologies, focusing on
prioritization and sustainability

Innovations in cancer medicines and technologies have contributed significantly to
improvements in cancer outcomes over the past two decades (277). This progress has been
driven by substantial investments in cancer research and development (see section 4.2.5),
by prioritizing products offering value for money and by focusing on sustainable financing.

There is emerging evidence of select essential cancer medicines being increasingly financed
and accessed. Over the past decade, the availability gap of WHO essential cancer medicines
has narrowed among countries with different income levels. Between 2012-2022 in a study
of 40 countries, consumption of WHO's EML cancer medicines (in defined daily doses) had
an average annual growth rate of 16.8% for middle-income countries compared with 1.8% in
HICs. By 2022, annual consumption of WHO essential cancer medicines showed no significant
difference between HICs and middle-income countries (350). Expenditure on WHO's EML
cancer medicines had an average growth rate with an annual growth rate of 8.96% in middle-
income countries, compared with -0.06% - a finding that may have also be impacted by
relative increases in disease burden, improving access and/or prescribing of innovative
medicines. Both consumption and expenditure on innovative medicines not on WHO’s EML
are rising rapidly, with HICs spending nearly substantially more than MIC on this category
of products (350). Data on sustainable financing are less evident.

Cancer medicines represent a fast-growing segment of pharmaceutical expenditure
worldwide. Global spending on cancer medicines is estimated to have reached US$ 252 billion
in 2024 and is projected to exceed US$ 441 billion by 2029 - driven by increasing total number
of new diagnoses, and also by structural features of modern cancer care: escalating launch
prices, complex therapeutics with relatively high production costs, expanded treatment
duration, and the proliferation of multi-agent regimens (80) (Table 30).

Table 30. Mean monthly costs at initial FDA approval of cancer medicines, inflated to
2025, USs

Before
Typology 1990 1991-1995 1996-2000 2001-2005 2006-2010 2011-2016
Monoclonal - - US$ 6565 US$ 19703 US$19639 US$ 27123
antibody (n=2) (n=3) (n=2) (n=11)
Monoclonal - - US$ 7863 US$ 2134 - US$ 21018
antibody (n=1) (n=2) (n=2)

conjugated

Small molecule US$ 749 US$ 2115  US$ 3241 US$ 8365 US$ 11021 US$ 14633
(n=25) (n=14) (n=22) (n=14) (n=17) (n=35)

Note: Inflated from 2014 to 2025 US$ using the US CPI-U all-items index.

Increasing government expenditures on cancer technologies can have substantial public
health impact when investments are guided by value for money. Because every additional
dollar spent on a cancer technology carries an opportunity cost - forgone investment in
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another intervention with its own health return - the public health impact of increased
expenditure depends on whether the technologies purchased offer greater value than the
alternatives displaced. Benchmarking - the systematic comparison of expenditure and
outcomes against reference values - can complement prioritization by providing reference
ranges against which stakeholders can assess expenditure patters and potentially improve
efficiency (Table 31).

Table 31. Benchmarking annual expenditure on cancer medicines (US$) per patient,
by income group

Expenditure
threshold 1% total HE 2% total HE 3% total HE 4% total HE 5% total HE

LIC US$ 1073 US$ 2012 US$ 3085 US$ 4024 US$ 5097
(805-1341) (1610-2683) (2280-4024) (3085-5499) (3890-6841)

LMIC US$ 2147 US$ 4293 US$ 6439 US$ 8585 US$ 10 731
(1476-3488) (2951-6975) (4427-10329) (5768-13817) (7243-17 304)

U-MIC US$ 4158 US$ 8317 US$ 12 609 US$ 16 768 US$ 20 926
(2549-6036) (5097-12207) (7646-18 243) (10 061-24 280) (12 609-30 316)

HIC US$ 10 866 US$ 21 865 US$ 32 194 US$ 43 596 US$ 54 462
(6305-19549) (12609-39170) (18 914-58 755) (25 219-78 474) (31 523-98 058)

HE: health expenditure. Numbers represent median US$ in 2025, with interquartile ranges in parentheses.
Source: (351).

Systemic challenges to accessing cancer medicines

Access to cancer health products remains constrained by lack of clarity on products offering
value for money, unsustainable and/or inadequate financing and fragmented supply, linked
to broader market dynamics and challenges along the value chain (see section 3.3.3) (Box 27).
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Box 27. Cancer medicines value chain faces significant challenges from a global
perspective

Research and development: High expenses, long timelines, substantial failure
rates, limited clinical trial availability, lack of prioritization of certain cancer types and
therapeutic formulations (297).

Manufacturing: API production concentrated in a limited number of countries (e.qg.
China, India), sterile production complexities for biologics, low margins on generics,
and quality control issues.

Regulatory approval: Divergent global standards delay market entry, limited HTA
capacity or inputs, expedited pathways risking safety oversights or unequal access.

Distribution and logistics: Cold-chain vulnerabilities, poor infrastructure and gaps in
rural/low-resource areas exacerbate stockouts.

Procurement and pricing: Opaque tender processes, aggressive price negotiations
eroding generic supply, and reimbursement delays hinder affordability, especially in
public sectors.

Access: Inequitable insurance coverage, high OOP costs, and fragmented health
systems leave the majority of cancer patients in LMICs without essential medicines.

Market failures in cancer medicines are evident. Over 25 years since one of the most
impactful, “game-changing” targeted therapies in cancer was developed - trastuzumab -
still only a minority of the global population has access without financial hardship because
of stagnation in NEML uptake, inadequate domestic financing, and absence of a delivery
infrastructure for HER-2 testing and/or treatment (Table 32).

Table 32. Access to trastuzumab - overview of access

Domain Challenge(s)

Policy inclusion Only 62% of health benefit packages (77) and 44% of NEMLs
include trastuzumab (278). Inclusion in NEMLs not consistently
linked to inclusion in health benefit packages or national treatment
standards (352).

Regulatory approval Lack of regulatory harmonization including for biosimilars, limited
uptake of WHO pre-qualification (353).

Diagnostic capacity Lack of specialized pathologists or reagents to confirm which HER2
testing with only 50% of surveyed labs in one sub-Saharan Africa
study having ability (354).

Pricing 80% price variation depending on supplier and purchaser (355).
Clinical access and 40-60% of LMIC hospitals and clinicians report routine access
affordability without substantial OOP payments (270, 211).

Purchasers of cancer medicines and technologies must deal with the complexity of increasing
budget impact driven in-part by variable or uncertain clinical value, rising prices and
unreliable constrained supply.
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Incomplete value assessments

Rational use of cancer medicines is threatened by an inadequate evidence base upon which
requlatory approvals and pricing decisions are made. Regulatory agencies worldwide have
increasingly approved cancer medicines on the basis of surrogate endpoints rather than on
the outcomes that matter most to patients: overall survival and QoL (356). A retrospective
analysis of FDA approvals based on immature survival data found that only approximately
one-third of cancer medicines approved over two decades demonstrated improved overall
survival (357). Without convergence around a coherent, person-centred framework for value
assessment, national systems face the difficult task of making coverage and pricing decisions
without the evidence needed to do so.

Rising prices

The annual treatment cost of newly launched oncology medicines has increased substantially,
reaching a median of US$ 260 000 in 2022 compared with US$ 63 534 a decade earlier (358).
Compounding this per-unit escalation is increasingly lines of therapy and a growing proportion
of regimens involve combination therapy. The concentration of cancer expenditure on high-
cost health products creates a precarious "crowding-out" effect that can compromise the
holistic nature of oncology care (Fig. 93a) (359).

When a disproportionate share of the budget is consumed by advanced health technologies,
facilities often face a "zero-sum" reality where essential but less "profitable" services, such
as psychosocial support, are underfunded (Fig. 93b) (79). It heightens financial toxicity for
individuals and increases the facility's vulnerability to supply chain disruptions or sudden
price increases, potentially leading to "treatment interruptions" or abandonment if the
procurement of high-cost therapies becomes unsustainable.
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Fig. 93. Government expenditure on cancer medicines: (a) benchmarked against GDP
per capita, 2020 (359), and (b) proportional increases in per capita expenditure on
cancer medicines, 2014-2023 (79)
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Supply fragility

Oncology has been disproportionately affected by shortages: approximately 90% of US cancer
hospital systems reported anti-cancer medicine shortages in 2024 (360), with similar reports
globally (270, 211, 226). Off-patent essential medicines were most likely to be unavailable,
because their low price creates no economic incentive for manufacturers to maintain robust
production capacity, invest in quality assurance, or hold buffer stocks.
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In addition to shortages, stockouts can occur in LMICs because of fragmented systems
with undependable forecasting, unreliable suppliers, poor inventory control, and third-party
distributors (367)(see section 3.3.3). The result is a dual failure: purchasers pay more for the
cancer medicines and still face lack of availability therapies. The paradox of shortages in
US$ 2/vial medicines while US$ 200 000/year novel therapies dominate oncology budgets
reflects a system in which market signals have been systematically distorted.

The entry of generic and biosimilar medicines constitutes a major mechanism for expanding
access. Data from predominantly HICs have shown biosimilars for oncology account for a
median of about 85% of units sold within the first five years (362). However, lengthy approvals,
non-transparent purchasing, non-inclusion in clinical practice or insurance schemes can
block uptake, even for generic or biosimilar medicines that could significantly improve
access and reduce costs. Patent thickets, evergreening, and product-hopping strategies by
originator manufacturers further delay biosimilar market entry. On the clinical side, only
26% of oncology clinicians surveyed in one analysis could provide a satisfactory definition of
a biosimilar (363). These structural failures carry enormous costs with one study estimating
that biosimilar uptake through 2024 generated US$ 13-66 billion in savings to the USA
system (364).

Over-reliance on humanitarian donations

While humanitarian donation programmes have provided life-saving cancer medicines to
patients who would otherwise have no access, an over-reliance on them carries the risk of
dependency on a model that is vulnerable to discontinuation, donor priorities, and limited
coverage, and that may delay the structural investments needed for genuinely sustainable
access. Donations are not a mid- or long-term solution (365).

National progress monitor

Shifting this dynamic involves intentionally guiding market dynamics, based on existing and
emerging global consensus. WHO has provided a range of normative guidance and assets.
including in cancer, directly relevant to each of the challenges described above (Fig. 94).

Crucially, better management of access is needed. Innovation itself should optimally reduce
the total cost of treatment per patient: precision medicines that identify and treat only
responsive populations, curative or disease-modifying regimens that reduce the need for
multiple lines of therapy, and improved predictive biomarkers that avoid ineffective treatment
should, if deployed within fair pricing frameworks, decrease per-patient expenditure -
converting the current dynamic in which innovation drives cost escalation into one in which
innovation drives both better outcomes and system sustainability. The WHO EML expert
committee has also noted the importance of providing comprehensive information on
treatment trade-offs while exploring clinical strategies such as dose optimization, vial
sharing, and longer administration intervals to expand access to oncology therapeutics (366).
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Fig. 94. WHO activities to increase access to cancer medicines
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Clinical trials, particularly from LMICs, are evaluating adapting therapies to local conditions
in ways that improve outcomes while reducing health system requirements and toxicities.
For example, data from India and east Africa identified treatment approaches for lymphoma
found context-appropriate regimens using rituximab to improve survival while managing

costs (367, 368).

Table 33. Progress in access to cancer medicines

Indicator status GCMF indicator (core): Availability of essential medicines for cancer

management

* Limited data from facility assessments; 20 prioritized cancer medicines,
reported by health professionals, ranged from only 9-54% of LICs and
lower-middle-income countries, compared with 68-94% in HICs

(see section 3.3.3)

GCMF indicator (core): General government health expenditure on cancer

medicines

+ Limited data available; expenditure per capita range from US$ <0.2
per capita to >200 per capita; contributing to 20-90% of total cancer

expenditure (see sections 4.3.1, 3.3.3)

Progress status

Minimal progress
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4.4 Individual and community level priorities

Global and national advancements and challenges in cancer control ultimately manifest, for
better or for worse, in the lived experiences of individuals affected by cancer (see section 2.5).
But the relationship is bidirectional, in that the lived experiences of individuals experiencing
cancer, if not adequately heeded, also constitute barriers to global and national progress.

In 2024, WHO convened people affected by cancer and undertook a global consultation to
understand what the greatest needs, preferences and needs of those with lived experience
are. They developed and endorsed the consolidated statement of cancer care priorities (see
Annex).

Treatment abandonment is rarely a matter of choice, but rather the result of a pathway
filled with barriers.

Mohamed Belkadi, patient advocate, Morocco

4.4.1 Addressing domains impacted by a cancer diagnosis

A scoping review conducted by WHO revealed the broad range of domains impacted by
a cancer diagnosis according to WHO QoL domains, each contributing to personal, social
and financial hardships (Fig. 95) (see section 2.5 on capturing the lived experience of people
affected by cancer).
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Fig. 95. Quality of life domains impacted by a cancer diagnosis from: a) a scoping
review and (b) availability of data'
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Financial hardship

Financial hardship stands out as a primary barrier to

cancer care for individuals (369). OOP payments for Financial hardship

the direct and indirect (e.g. lost wages) costs of care, stands out as a primary
caregiving responsibilities and lost employment barrier to cancer care
push households into poverty, with more than half for individuals

of LMICs affected families abandoning care in one
study (Fig. 96) (15).

Fig. 96. Catastrophic health expenditure on cancer from 2025 systematic review and
meta-analysis of published studies, by income
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Even in insured settings, copays and indirect costs (e.g. nutrition, childcare) create hesitation,
leading to non-adherence. Geographic and transportation struggles isolate rural or remote
patients, requiring days-long journeys to urban centres to receive pathology or radiotherapy
services. This incurs high costs per trip and results in months of delays or missed follow-ups.

People living with cancer and their unpaid carers often need to stop working or take a
significant time away from work for treatment and rehabilitation. This often leads to loss of
income, opportunities for promotion or unemployment.
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Our experience showed that the fight was not only against cancer itself, but also against a
health system that did not support us from the very beginning. There was no clear pathway
or single point of care to take responsibility for the case and guide us, as if the family had
to find its way alone during its most critical moments. The delay began at the first line of
care, where early signs of leukaemia were overlooked despite being evident.

As a mother, I was highly attentive to every detail, yet my child was initially misdiagnosed.
After the diagnosis was confirmed, my child’s paediatrician told me: “Your child was the
last I would expect to have leukaemia because you are very attentive to your children,” as
if the disease were linked to the level of parental care rather than its medical nature. The
most difficult part was not the mistake itself, but the lack of listening. I was told directly
that I was “imagining things” and should return home. It was only my persistence that led
to further testing, which confirmed the disease within hours. This experience taught me
that the most critical gaps in the system are not only in equipment or treatment, but in
awareness, professional humility, and listening to parents who live with constant fear and
uncertainty. No mother should ever be forced to prove her fear in order to save her child.

Cancer treatment is by nature financially demanding. In our case, even reaching a correct
diagnosis required travelling outside the country for multiple consultations in expensive
hospitals, in a journey filled with anxiety and uncertainty. After the diagnosis, we returned
and began treatment through a specialized children’s cancer charity that provides care free
of charge and follows up on the child’s case comprehensively.
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However, the financial burden extended far beyond medication and treatment. The
organization providing care was located in a different province, which forced us to leave
our home and relocate during the early phase of treatment, as leukaemia requires close
access to the treatment centre. This sudden change made our entire life revolve around
treatment. We had to rent a home at a high cost. Although our financial situation was
relatively manageable, my husband had to stop working completely, and all our savings
were spent within the first year, on housing and basic living expenses.

During this period, I witnessed families living below the poverty line who were unable to
afford even a room to stay in, some sleeping on the ground in front of hospitals in extremely
harsh conditions, with no adequate support. These scenes are unforgettable and reveal the
true burden of the disease on families. After returning home later, the financial burden did
not decrease, as we continued travelling every one to two weeks for treatment and necessary
tests, with journeys lasting several hours.

Personally, my life came to a complete halt. I stopped seeing friends and avoided going out
due to fear of infection, staying almost entirely at home. I had to completely restructure
family life to protect my child, especially with my husband'’s work requiring exposure outside
the home. As a mother and primary caregiver, I carried most of the emotional and physical
responsibility alone This role as a woman and mother became a full-time, unrecognized
burden.

My younger child, only one year old at the time, grew up isolated with his brother and
had no interaction with other children, which affected his early social development. I
also experienced severe emotional breakdowns, including moments of anger and deep
emotional exhaustion, especially during treatment resistance or intense fear in my child.
There were times when I felt complete collapse when facing the possibility of relapse and
ongoing fear for the future. This experience placed an immense burden on me as a mother,
balancing caregiving, protecting my child’s life, and trying to remain emotionally stable
under continuous fear and uncertainty.

This situation created immense emotional and physical pressure on the entire family,
especially on parents, and the greatest burden was on me as a mother caring for a child
with cancer and a younger sibling at the same time. This experience taught me that cancer
does not only consume health, but completely reshapes a family’s life financially, daily, and
emotionally.

Batoula Abdeen, mother of a child with cancer, Syrian Arab Republic
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Personal and social barriers

Psychosocial burden further impedes access (see section 2.5). Fear, depression, and family
pressures lead to substantial treatment refusal rates, while discrimination (e.g. against
elderly or marginalized groups) erodes engagement. Gender disparities hit women
hardest, balancing caregiving with appointments amid mobility limits (370). Discrimination
and mistrust compound issues for people with disability, indigenous or migrant patients.
Communication breakdowns between affected families and providers (e.g. use of inaccessible
medical language, insufficient discussion time) further garners mistrust and a reluctance
to engage.

Peer-to-peer support can completement formal health services and extend care, particularly
where psychosocial and supportive care services remain limited or unevenly available. By
connecting people affected by cancer with others who share similar lived experiences, peer
support can help reduce isolation, improve emotional well-being, increase understanding
of treatment and care, and support navigation of complex health systems (3717).

4.4.2 Overcoming stigma and misinformation

A cancer diagnosis carries a myriad of misconceptions, stigma and stereotypes that may be
the result of misinformation, fear or lack of knowledge about the disease.

Misconceptions about causes of cancer translates into suboptimal care (372). Harmful effects
of treatment can reduce a person’s ability to work or perform ordinary bodily functions,
including infertility, triggering judgement and negative attitudes towards people living with
cancer. These experiences can bring shame and qguilt, affecting the self-image and mental
health of people living with cancer, often also creating barriers for them to avail of early
screening services or to seek medical help, leading to community exclusion and isolation.

Social stigma also plays a subtle but significant role, leading some patients to withdraw
silently from treatment.

Mohamed Belkadi, patient advocate, Morocco

4.4.3 Leveraging power of social protections

Given these various and often intersecting challenges, people affected by cancer require
social protections, which are often not available and better inclusion in national cancer
strategies and programme governance. Only 22% of NCCPs have governance structures
inclusive of people affected by cancer (8).

Currently, 48% of the global population are

without any kind of social protection, 40% are 48% of the global population
not covered by a health protection scheme, are without any kind of social
66% of the working-age population are not protection; 66% of the working
legally entitled to sickness benefits and 61% age population are not legally
or 146 million people with severe disability do entitled to sickness benefits

not receive any disability benefit (373). People
affected by cancer should be legally protected
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by international and national human rights treaties, which virtually all countries have
adopted, including the right to health, the right to social security in the event of sickness or
disability, or the right to an adequate standard of living (Box 28).

Box 28. How countries have amended laws to improve social protection of
cancer patients and carers

Family leave for parents to care for children living with cancer in Chile
and Mexico

Chile's SANNA Law (Law No. 21,063), which took effect in 2018 and was driven by
advocacy from "Oncomamas”, a group of mothers of children with cancer, establishes
a paid insurance scheme allowing both the father and the mother up to three months
of paid work leave each to accompany children facing serious illnesses such as cancer,
organ transplant, terminal illness, or a serious accident with risk of death. To qualify,
parents must have a child experiencing a serious health condition as defined under
Article 7 of the law, including cancer under treatment, with the leave subsidy funded
through Chile's health insurance system (FONASA or ISAPRE) rather than the employer.

In 2019, the Mexican Department of Labor and Social Welfare issued a decree amending
the Social Security Law of Mexico, the State Workers' Security and Social Services
Institute Law and the Federal Labor Law granting a new leave of absence for parents
whose children under the age of 16 years old are diagnosed with cancer. The decree
allows parents of children up to 16 years old to avail of carer’s leave for up to 28 days
to take care of their children during critical treatments and periods of hospitalization.
Parents may avail of this leave for as many times as necessary over a maximum of
three years. During this time, availing parents receive 60% of their last consolidated
salary and access social security benefits.

Parliamentary action on the right to be forgotten in insurance in Belgium

In 2019, a law establishing the right to be forgotten in insurance was introduced in
Belgium. This law modified the country’s insurance regulation and prohibited insurance
companies from taking into account applicants’ cancer pathologies after 10 years from
completion of successful treatment without a relapse. Subsequently, a Royal Decree
was enacted complementing the law and providing a reference table to account for
reduced periods for different types of cancers. Currently, for certain types of cancers
such as breast cancer where the tumour is confined to the original tissue, the right to
be forgotten is immediately enforceable without any waiting period.

In 2022, the law was further amended to lower the period from 10 to 8 years and 5
years where the cancer diagnosis was made before 21 years old. The new law provided
that the period is further reduced to 5 years. The law also grants persons living with
cancer a guaranteed income insurance that secures full or partial compensation for
the reduction or loss of professional income due to incapacity to work. In January
2025, parliament approved a proposal to extend the right to be forgotten to travel
insurance; to require insurers to inform their customers of the right to be forgotten
and to remove the requirement to disclose cancer history altogether.
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5 A future we choose together:
better capabilities, better protections,
better value

5.1 Redefining success: ending cancer’s identity crisis

Throughout this report, it is strikingly clear that, in 2026, the global cancer story remains
one of profound inequity. The gap is no longer principally a gap in knowledge; it is a gap
between what we know and what we do, and between what is promised and what is delivered.

Governments increasingly endorse NCCPs and adopt
EMLs, but too many remain unimplemented, adopted
on paper yet undelivered in clinics. Investment
in technological innovation has surged, but the
returns have been narrowly distributed, focusing
on shrinking tumours rather than easing suffering.
The social innovations and human capital that are
needed to translate medicines into outcomes remain
chronically underfunded. Treatment receives the
attention and the financing; survivorship receives neither. The cancer community itself
has grown more fragmented, even as the evidence makes clear that cooperation across
disciplines, sectors, and borders is the single greatest determinant of success.

The gap is no longer
principally a gap in
knowledge; it is a gap
between what we know
and what we do

Closing these gaps requires more than additional resources: it requires us to redefine what
success in cancer control actually means. For too long, the cancer agenda has been caught
in an identity crisis, pulled between the pursuit of cure and the practice of care, between
technological ambition and human need (Box 29). A renewed global agenda must value
care as highly as cure, recognizing that most people diagnosed with cancer will live with
the disease rather than be cured of it. And it must work actively to promote health, to offer
the social protections that enable people to put recommendations into practice in their own
lives, and to reduce the stigma that still deters people from seeking care and isolates those
who receive a diagnosis.
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Box 29. Understanding the future we face: asking the right questions

Shaping the future we want starts with asking the right questions to reflect on what
we know about the future we face:

How will our approach to cancer diagnosis change and what will change as a result?

Our approach to diagnosing cancer may change, from waiting for symptoms and taking
tissue samples, to predicting dynamic cancer risks, using blood tests to detect evidence
of cancer, and utilizing Al-enhanced imaging and diagnostics to detect and classify
cancer. Innovations in cancer diagnostics, including biosensors, can plausibly deliver
continuous risk assessment from healthy populations, shifting paradigms from “find
and treat” to “predict and prevent”, while more rapidly detecting treatment responses
and decreasing overtreatment.

Accordingly, the two defining questions are: how will we define and classify cancer?
Novel detection methods for cancer may also substantially increase overdiagnosed
cancers and detection of tumours with unknown primary. Indolent cancers, like certain
prostate cancers, are now being managed through active surveillance. Will this be
considered for other cancer types? How do we evaluate advanced diagnostic tests in
low-resourced settings? Cancer diagnoses will become increasingly defined and treated
based on specific subtypes with precision medicines. As specificity increases, how can
we ensure technologies for diagnosis and treatment work the same everywhere and
ensure fairness?

How can we build capacity and resilience in cancer care?

Capacity and resilience in the coming decades mean designing systems that can
survive crises, include stockpiling, workforce redundancies (such as training community
health workers for cancer screening or palliative care), contingencies for reliable
power sources, or mobile diagnostic units. Best practices for resilience in cancer have
not been defined to date - during the COVID-19 pandemic, only a limited number of
organizational and social innovations were developed and implemented, in spite of
the substantial disruption to services.

With a cancer workforce under strain, the challenge is clear: how do we train millions
of new cancer workers globally while ensuring every district has basic surgery and
chemotherapy capacity, even during pandemics, natural disasters, or conflicts?
Practical, scalable workforce models are needed that balance the complexity and
increasingly specialized nature of cancer care with comprehensive capacity building
programmes along the cancer continuum. But what are they? Can cancer systems
learn how to leverage telemedicine, Al-augmented support, and other technological
advancements?
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How do we transform the experience of cancer and protect people?

The cancer experience must transform from fear and isolation to manageable disease
with preserved dignity and protection from social, emotional and financial harm.
Each person affected by cancer deserves a personalized care plan addressing that
individual's physical, emotional, financial, and social needs throughout their journey.
Affected persons also should receive protections: universal coverage for costs of care,
guaranteed access to survivorship and palliative care regardless of condition, and
legal protections against discrimination. Gradually, with people receiving progressively
higher number of lines of therapy, cancer is being made into a “chronic condition” with
longer-term treatment horizons.

The challenge is ensuring dignity during vulnerability: how do we prevent financial
ruin from cancer costs, guarantee fertility preservation for young patients, and ensure
every survivor has access to psychosocial support? True protection requires investment
in people and services. How will governments invest to eliminate cancer-associated
poverty and create systems where patients survive and thrive, maintaining work, family
roles, and community participation throughout and beyond treatment?

How do we integrate cancer with other global health agendas?

The cancer community must continue to elevate cancer-related outcomes and targets
into major health agenda priorities - UHC, NCDs, health system resilience, primary
health care or equity - rather than a siloed specialty. In the next two decades, every
national UHC roadmap should include cancer coverage targets as proof of system
maturity, every emergency response plan should guarantee essential cancer medicines
and treatment continuity, climate health strategies should address cancer risks from
air pollution and heatwaves, and equity agendas should prioritize underserved
populations, such as people with disabilities, rural communities, and low-income and
other marginalized groups.

Integration means shared infrastructure: pathology laboratories serving broader NCD
screening and infectious disease diagnostics, palliative care platforms supporting
dementia and injury patients, and digital health systems tracking cancer alongside
HIV, tuberculosis, and maternal health indicators. The challenge is leadership and
governance: how do we engage partners in the health sector and beyond? How will
we make governments equally accountable for cancer outcomes as they are for child
mortality or vaccination coverage? How will we successfully integrate the cancer agenda
- internally and externally - toward stronger health systems?
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5.2 Three shifts: better capabilities, better protections, better value

The future of cancer control is still being written:
it will be shaped by the choices we make together

in defining what we value, what we measure, The future of cancer control

whom we listen to, and what we are willing to will be shaped by defining

finance. This report is an invitation to make those what we value, what we

choices together, and to make them in a way that measure, whom we listen to,

will deliver better outcomes for us all. and what we are willing to
finance

We know that a better future is achievable,

because we are already moving toward it: WHO's

global initiatives are demonstrating that coordinated, equity-focused action at scale produces
measurable results. Our direction of travel is right; the challenge lies in accelerating our
progress, broadening our perspective, and sustaining our success.

What this requires is three shifts (Fig. 97):

Better capabilities. The foundation for the change we need is stronger governance and
financing, anchored in serious investment in human resources. Plans without people are
not plans; medicines lists without prescribers, pathologists, surgeons, oncologists, and
community health workers are inventories, not strong health systems.

Better protections. Every person should be better protected from the harms of cancer
across the full continuum: from primary prevention, through early detection, equitable access
to diagnosis and treatment, palliative care that honours dignity, and the supports that allow
return to work and community after a diagnosis. Effective protection must be an ongoing
experience, not a temporary state.

Better value. We must measure what matters by moving beyond process indicators to the
outcomes actually experienced by people with cancer: survival, function and QoL. A person-
centred cancer agenda, shaped by lived experience, will deliver more health per unit of
investment, and a more just distribution of that health.

These shifts are simple, but built of complex interactions that require us all to act in concert:
we need all stakeholders to play their part.
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Box 30. Approach to development of strategic shifts and recommendations

The three shifts and seven recommendations were developed through a structured,
evidence-informed process designed to consolidate existing global mandates into a
coherent forward agenda for cancer prevention and control. A systematic synthesis was
undertaken of: a) the normative and political foundations of Member States mandates,
including resolutions and decisions of the World Health Assembly; b) the WHO global
strategies and action plans, including IARC, global cancer initiatives and relevant
strategies on risk factors (e.g. tobacco control) and health system strengthening (e.g.
access to health products); ¢) WHO normative guidelines, technical packages, and the
WHO Model Lists of Essential Medicines and Essential In Vitro Diagnostics; and d) peer-
reviewed and grey literature including from partner organizations. Documents were
screened for relevance and extracted into a structured matrix, linked to prioritization
related to the ongoing development of WHO Global Cancer Monitoring Framework,
and alignment of each mandate to its scope, target population and implementation
status. Based on this, convergent themes, persistent gaps and emerging priorities
were distilled into candidate shifts and recommendations.

Candidate formulations were refined through a sequenced consultation process
comprising: a primary expert consultation, complemented by multiple bilateral and
small-group contributions; a primary internal WHO review with related cross-unit
dialogues; a primary consultation with WHO regional offices to ensure relevance across
diverse epidemiological, health system and resource contexts; a primary Member
State briefing with national focal points, including managers of national cancer
control programmes; and a primary partner consultation with non-State actors in
official relations with WHO and partner UN agencies. A distinct set of consultations
were organized with an informal network of people with lived experience of cancer.
Four criteria were applied throughout: feasibility and implementability across health
systems; equity, gender and human rights; resource and cost implications. Feedback
was reviewed by the Secretariat and incorporated to strengthen the equity orientation
and implementation feasibility of the final formulations, with particular attention to
practicality in settings with constrained cancer service capacity. The three shifts and
seven recommendations therefore reflect both the existing body of WHO mandates
endorsed by Member States and the consolidated technical judgement of a broad
expert and institutional constituency.
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Fig. 97. Three strategic shifts for cancer control

Better capabilities Better value
Governance Survival
Financing Function
Workforce Quiality of life

Plans need people; Outcomes people

medicines need experience, not

prescribers process indicators

Anchored in a person-centred cancer agenda
Shaped by lived experience - more health per unit of investment, more justly distributed

These shifts are simple, but built of
complex interactions that require

us all to act in concert: we need all
stakeholders to play their part
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5.3 Seven recommendations: shared actions for a shared future

To help all stakeholders recognize their role in helping achieve this shared vision, and better
understand the roles of others, WHO has developed seven recommendations that will allow
us, together, to achieve these three shifts (see section 5.2), with key actions identified for
each stakeholder group.

SHIFT 1: Better capabilities

Recommendation 1:

Embed cancer control within health system strengthening and UHC using NCCPs as the
catalyst for strategic action

Vision: Cancer control is fully integrated into national health systems through
institutionalized planning and linked to sustainable financing.

What different stakeholders need to do to achieve this vision:

Governments:

a. Institutionalize cyclical cancer planning processes (formulation, implementation and
monitoring of NCCPs) within national health strategies and UHC roadmaps.

b. Strengthen national cancer control programmes and multisectoral committees involving
health, finance, social protection, labour and other sectors.

c. Align with the UN High-Level Declaration on NCDs, strengthen implementation of
strategies to reduce modifiable risk factors.

d. Integrate essential cancer services into health benefit packages with progressive
expansion of coverage, using the primary health care approach.

e. Complete NCCP costing linked to priority setting; aligning funding requirements with
national health budgets planning.

f. Progressively expand health benefit packages to include essential cancer services
including technologies across all care levels.

g. Adopt or strengthen national cancer legislation to create binding legal mandates for
coordination, accountability and sustained financing beyond political cycles.

International organizations and partners:

a. Align funding and technical support with country-owned NCCPs and UHC strategies,
avoiding parallel planning or financing processes or incoherent priorities.

b. Promote cross-country learning on integrated approaches to cancer within health system
strengthening.

c. Support capacity-building for ministries of health to lead multisectoral cancer agendas.
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Civil society:

a.

Participate in national planning platforms, bringing patient and community perspectives
into situation assessments and prioritization processes.

Monitor NCCP implementation progress, holding governments accountable through
independent public reporting.

Advocate for explicit inclusion of cancer in health system and UHC reforms, and monitor
whether underserved populations, including persons with disabilities and other
marginalized groups, are reached.

. Advocate for explicit equity targets within NCCPs that reach vulnerable communities

including rural areas, low-income communities and persons with disabilities.

Academic institutions:

a.

b.

C.

Generate implementation and health systems research that identifies effective, context-
appropriate models for delivering cancer services as part of broader system strengthening.

Develop methods for routine assessment and monitoring of cancer service capacity,
quality, equity and financial protection.

Conduct regular, independent evaluations of NCCP effectiveness and identify cost-
effective interventions to address service gaps.

Private sector:

Align corporate health programmes and philanthropy with NCCPs, focusing on sustainable
system strengthening rather than isolated projects.

Engage in public-private partnerships that expand equitable access to essential cancer
services.

Participate in public-private partnerships that strengthen NCCP implementation capacity
including workforce, supply chains and digital systems.

WHO will continue to:

a.
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Provide normative guidance and tools that support integration of cancer into UHC and
health system strengthening.

Offer technical assistance for cyclical planning, costing and prioritization of cancer
interventions in national health strategies.

Convene partners to align support behind nationally led cancer control plans including
through the WHO Academy course on National Cancer Control Planning for Programme
Managers.

. Facilitate global learning and peer exchange on effective NCCP implementation models,

including through the WHO Academy course.

Provide technical guidance and training for the application of WHO and IARC tools for
NCCP costing, implementation planning and monitoring frameworks.
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SHIFT 1: Better capabilities

Recommendation 2: Strengthen health system capacities for comprehensive,
integrated cancer service delivery

Vision: Every cancer intervention is built on strong foundations of sustainable financing,
high-quality care, reliable access to innovative technologies and trained health
workforce.

What different stakeholders need to do to achieve this vision:

Governments:

a. Establish sustainable cancer financing through earmarked taxes on tobacco, alcohol and
sugar-sweetened beverages.

b. Develop national essential cancer medicines lists aligned with WHO's EML, with guaranteed
procurement and integration into UHC benefit packages.

c. Ensure affordability and sustainability through prioritization, effective pricing approaches
and effective prescribing.

d. Implement structured multidisciplinary team care models and develop national treatment
guidelines.

e. Investin cancer workforce training and monitor working conditions.

Civil society:
a. Advocate for affordable cancer medicines, transparent procurement processes and
equitable workforce distribution to underserved areas.

b. Partner with ministries to strengthen community health worker training in cancer early
detection and referral.

c. Hold governments accountable for delivering quality cancer services through citizen
monitoring and public reporting.

Academic institutions:

a. Conductimplementation research to identify best practices for cancer service delivery in
resource-constrained settings.

b. Provide technical assistance for essential medicines selection, quantification and supply
chain optimization.

c. Establish training hubs for cancer workforce development, emphasizing efficient models
of capacity building.

Private sector:

a. Ensure stable supply of quality-assured essential cancer products through predictable
pricing and supply commitments.
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Support workforce development through training programmes, fellowships and clinical
rotation opportunities.

Invest in diagnostic and digital health infrastructure that serves essential cancer services
across multiple disease areas.

WHO will continue to:

a.
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Provide model lists, technical specifications and procurement guidance for essential
cancer medicines and technologies.

Provide training in tools and capacity building in development and implementation of
national treatment standards that allow governments to prioritize cost-effective, resource
appropriate interventions.

Support governments to develop cancer workforce strategies aligned with national health
workforce plans, including addressing burnout through structural working condition
reforms.
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SHIFT 2: Better protections

Recommendation 3: Include people with lived experience in all cancer-related
decision-making

Vision: People affected by cancer - those diagnosed, survivors, caregivers and families -
are recognized as essential partners and rights-holders who shape cancer policy,
planning, service design and quality improvement at every level.

What different stakeholders need to do to achieve this vision:

a.

Governments:

Mandate meaningful representation of patients and survivors on all national cancer
committees, planning bodies and service quality boards.

Establish formal mechanisms for patient feedback in service design, including digital
platforms, community consultations and annual satisfaction surveys.

Allocate dedicated budget lines for patient organization capacity building and participation
in policy processes.

Civil society:

Build inclusive networks of patient advocates and survivor groups representing diverse
cancer experiences, demographics and geographies.

Provide training and mentorship for patient representatives to participate effectively in
technical policy discussions.

Monitor and document levels of patient inclusion in decision-making processes through
annual public reporting.

Academic institutions:

a.

Conduct research on effective models of patient and public engagement in cancer control
across different contexts and resource settings.

Develop training curricula for patient advocates covering health systems, policy processes
and evidence-based advocacy.

Evaluate the impact of patient inclusion on service quality, health equity and clinical
outcomes through rigorous studies.

Private sector:

. Include patient advocates in product development, clinical trials and access programmes

from design through implementation.

Establish patient advisory panels for health technology and service innovations affecting
cancer care.

Support patient organization capacity through core funding, training and platform access.
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WHO will continue to:

a. Develop and promote global standards and guidance on meaningful patient engagement
in cancer control planning and service delivery.

b. Support countries to establish patient advisory mechanisms within national cancer
programmes.

c. Facilitate global patient networks and platforms for cross-country learning and advocacy.
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SHIFT 2: Better protections

Recommendation 4: Enhance community-level health promotion on cancer and strengthen
social protections

Vision: Communities across all literacy levels, cultures and geographies possess the
knowledge, confidence and skills to prevent cancer, recognize early symptoms, seek timely
care and navigate health systems effectively.

What different stakeholders need to do to achieve this vision:

Governments:

a. Launch sustained national cancer awareness campaigns using multimedia approaches
tailored to literacy levels, languages and cultural contexts.

b. Integrate cancer prevention and early detection literacy into school curricula and
community health worker training programmes.

c. Establish community cancer education coordinators within primary health care teams
for ongoing awareness activities.

d. Integrate social protections for people with cancer and their caregivers, including sickness
benefits, disability support and anti-discrimination provisions.

Civil society:
a. Co-develop culturally appropriate, evidence-based education materials in local languages,
including formats for low-literacy audiences.

b. Train community health workers, peer educators and trusted local leaders to deliver
cancer literacy through community networks.

c. Partner with faith leaders, women's groups, youth organizations and traditional healers
to disseminate messages through existing structures.

Academic institutions:

a. Research effective cancer communication strategies for diverse populations, testing
optimal messaging, channels and formats.

b. Evaluate health literacy interventions' impact on screening uptake, early diagnosis rates
and health behaviours.

c. Provide technical support for monitoring and evaluation of national awareness campaigns
with clear baseline and outcome indicators.
Private sector:

a. Integrate cancer prevention messaging into corporate wellness programmes and
employee health initiatives.

b. Support development of accessible digital health literacy tools with inclusive design
standards.
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c. Leverage marketing expertise and distribution networks to amplify evidence-based cancer
awareness campaigns.

WHO will continue to:

a. Develop and promote evidence-based communication toolkits and campaign frameworks
adaptable to national contexts.

b. Support countries to integrate cancer literacy into existing health promotion platforms
and community health strategies.

c. Facilitate global exchange of effective cancer literacy approaches and digital campaign
innovations.
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SHIFT 3: Better value
Recommendation 5: Promote alignment and transparency in global cancer data

Vision: Countries and stakeholders have access to robust, transparent and coherent
cancer data aligned across global initiatives, that are routinely used to guide decisions
and accountability. Uncertainty is communicated clearly.

What different stakeholders need to do to achieve this vision:

Governments:

a. Investin national cancer registries, vital statistics and routine health information systems
with relevant indicators, ensuring sustainable financing and data quality.

b. Engage with international data initiatives to provide high-quality national data, understand
methods, and request clear communication of uncertainties and limitations.

c. Use data from multiple sources in a complementary way for planning and monitoring,
while working with partners to reconcile major discrepancies.

International organizations and partners:

a. Coordinate data initiatives to reduce duplication and methodological confusion.

b. Ensure that global reports present consistent, transparent messages on cancer burden
and progress.

c. Support investments in national data systems as a core component of cancer and UHC
programmes.

Civil society:
a. Advocate for transparency and public access to cancer data and methods.

b. Use available data to highlight inequities in cancer outcomes by region, socioeconomic
status, disability, gender and other factors.

c. Participate in advisory groups or consultations on data strategies, bringing patient and
community perspectives on information needs.

Academic institutions:

a. Collaborate across institutions (including WHO, IARC, and others) to compare and, where
possible, harmonize methods, assumptions and communication of cancer estimates.

b. Develop tools to help countries interpret differences between data sources and use them
appropriately for policy.

c. Support capacity-building in epidemiology, statistics, registry management and data
quality, especially in LMICs.
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Private sector:

Share relevant anonymized data from health technologies or services in line with ethical
and legal standards, to strengthen national and global cancer intelligence.

. Ensure that proprietary data systems used in health care are interoperable and compatible

with national data strategies.

Support innovations that facilitate affordable, high-quality data collection and analysis
in LMICs.

WHO will continue to:
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Advance implementation of the GICR.

Lead efforts to harmonize global cancer data standards and promote coherent narratives
across different data groups.

Provide countries with clear guidance on interpreting and using data from various sources.

. Support technical assistance for establishing and strengthening cancer registries and

information systems.
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SHIFT 3: Better value

Recommendation 6: Unify the cancer agenda around equity-based,
system-wide solutions

Vision: The global and national cancer agenda is driven by common priorities and
shared platforms, so that every investment strengthens systems that benefit people
with all types of cancer.

What different stakeholders need to do to achieve this vision:

a.

a.

a.

Governments:

Require that vertical or disease-specific funding streams, including external grants, align
with and reinforce national cancer and health system strategies.

Invest in shared infrastructure, such as pathology, imaging, radiotherapy, rehabilitation,
palliative care and information systems, designed to serve the full cancer spectrum and
other conditions.

Adopt and implement the WHO Global Cancer Monitoring Framework as the shared
accountability architecture for all cancer programmes.

International organizations and partners:

Align advocacy and financing with shared cancer system priorities that focus on vulnerable
communities rather than exclusively disease-specific agendas.

Design multi-disease funding mechanisms that incentivize integrated service delivery
and shared infrastructure to reach vulnerable communities.

Civil society:

Build alliances across cancer communities to advocate for common priorities.

Harmonize messaging and campaigns to emphasize shared system gaps (workforce,
diagnostics, financial barriers) rather than competing disease priorities.

Act as a bridge between disease-specific groups and national authorities, ensuring entry-
point programmes strengthen platforms for broader cancer care.

Academic institutions:

Produce comparative analyses showing how investments in cross-cutting functions
(prevention, pathology, surgical capacity, radiotherapy, rehabilitation) yield benefits
across multiple cancers.

b. Support development of integrated clinical pathways and guidelines that emphasize

a.

common elements across cancers.

Private sector:

Design access programmes and innovations (diagnostics, therapeutics, digital platforms)
that are scalable across multiple cancers and settings.
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Avoid narrowly disease-specific initiatives that fragment services; instead co-invest in
cross-cutting capacities such as laboratories, radiotherapy and data systems.

Collaborate with governments and civil society to ensure that product donations or pilots
strengthen long-term system functions.

WHO will continue to:

a.

b.

C.
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Promote integrated frameworks and guidance that highlight cross-cutting functions and
platforms for all cancers.

Maintain leadership across global cancer initiatives while ensuring they explicitly
strengthen system-wide capacities that benefit all cancers across all settings.

Facilitate joint planning among technical programmes to reduce fragmentation at country
level.
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SHIFT 3: Better value

Recommendation 7: Align research and innovation with public health priorities and the
service needs of LMICs

Vision: Global cancer research and innovation reflect the needs and realities of
LMICs, using endpoints of meaning for affected populations and payers, matched by
investments that allow effective interventions to be adopted, scaled and sustained.

What different stakeholders need to do to achieve this vision:

Governments:

a. Allocate a defined share of national and external cancer research funding to implementation
research and service delivery innovation in LMICs and/or underserved regions.

b. Include research and innovation priorities explicitly within NCCPs, focusing on context-
appropriate, cost-effective interventions.

c. State preferred endpoints for clinical trial design to promote value for money and
improved outcomes for people affected by cancer.

International organizations and partners:

a. Rebalance global research funding portfolios towards LMIC-relevant questions and
implementation science.

b. Link innovation funding to commitments on access, affordability and capacity
strengthening in LMICs.

c. Support global platforms for sharing evidence on what works in resource-constrained
settings.

Civil society:
a. Advocate for research agendas that reflect the needs of patients and communities in

LMICs, including access, affordability and quality of care.

b. Monitor and report on mismatches between spending on high-cost innovations and
underinvestment in basic cancer services.

c. Partnerin community-engaged research, ensuring that lived experience shapes research
guestions, outcomes and translation into policy.

Academic institutions:

a. Prioritize research on scalable, resource-appropriate interventions (task-sharing models,
simplified protocols, tele-oncology, supply chain maintenance) and their real-world
implementation.

b. Form equitable research partnerships between institutions in HICs and LMICs, with shared
governance, capacity-building and data ownership.

c. Conduct economic evaluations that demonstrate the value of investing in basic and
intermediate cancer services in LMICs.
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Private sector:

a. Design clinical trials and research programmes that include LMIC sites and populations
that are often underrepresented and that measure endpoints of clinical meaning.

b. Commit to access and pricing models that enable uptake of proven interventions in LMICs.

c. Co-invest in implementation pilots that translate innovations into routine services in
partnership with governments and local institutions.

WHO will continue to:

a. Provide guidance on priority research questions for cancer control in LMICs.

b. Promote standards for ethical, equitable research partnerships and supporting countries
to integrate research into cancer control plans.

c. Facilitate synthesis and dissemination of implementation research to inform policy.

5.4 The future we choose together

The future of cancer control will be shaped by the choices we make together by defining
what we value, what we measure, whom we listen to, and what we are willing to finance.
This report is an invitation to make those choices together and to make them well.

The progress presented in the 2026 report is encouraging. Implementation of tobacco
control policies under the WHO Framework Convention for Tobacco Control (FCTC) have
contributed to a 27% relative reduction in the prevalence of tobacco use since 2010. One-
dose schedules have enabled progress toward cervical cancer elimination, driven by 85% of
countries integrating HPV vaccination in their national immunization programmes, leading to
vaccinated cohorts with no or minimal evidence of HPV infections or cervical pre-cancerous
lesions. In countries that have access to essential medicines and trained health professionals,
childhood cancer survival has improved dramatically.

And yet the human picture painted in this report is one of inequity and hardship, unnecessary
suffering and avoidable illness.

We envision a better future, in which a person’s chances of preventing, surviving, and living
with cancer with minimal impact on their lives, is no longer determined by where they live,
their income, gender, or social status. In this future, every country will have strong, people-
centred health systems that can prevent avoidable cancers, detect disease early, guarantee
access to safe and effective treatment and ensure survivorship and palliative care for all who
need it. This is not naive dreaming but a rebellious act of imagination, envisaging a reality
that, together, we have the power and means to achieve.

Securing a better prognosis for all of us will take willingness, focused determination and
coordinated action on the part of governments, international organizations, civil society,
academia, the private sector and WHO to implement actions that support this shared intent.

This starts with building a present in which global and national efforts on cancer are
integrated and aligned: human, financial and societal impacts of cancer are mitigated through
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better capabilities and better protections, data are coherent and transparent, research and
innovation reflect and serve the needs of all people affected by cancer, and people with lived
experience of the disease - as patients, caregivers and health professionals - are central
partners in decision-making.

Only with all these elements in place can our ambition to make a difference on what matters
to us translate into meaningful progress for all, and allow us to build the future we choose
together - and a better future for us all.
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Annex

Joint statement of cancer care priorities for
governments, WHO and the international
development community, co-created by people with
a lived experience of cancer and emergent leaders

The first Meeting of people with a lived experience of cancer and emergent leaders convened
on 16 September 2024:

having deliberated on the matter of meaningful engagement of people with a lived experience of
cancer in the design and implementation of cancer care;

having considered the recommendations of the people with a lived experience of cancer on what
governments, WHO, and the development community should prioritize when creating cancer care
policies and programmes and enabling environments for meaningful engagement of people with
a lived experience of cancer;

recalling WHA77.2 (2024) on Social participation for universal health coverage, health and well-
being on the importance of social engagement of affected communities;

mindful of commitments to include the participation of people with lived experience (PWLE) and
their direct representatives to be included at every stage of policy and programme development,
implementation, service delivery, and monitoring;

noting that this inclusive approach ensures that the cancer care system remains patient- centred
and reflects real-world needs and challenges and recalling the WHO framework for meaningful
engagement of people living with noncommunicable diseases and mental health and neurological
conditions;

appreciating that palliative care is a crucial part of integrated people-centred health services,
relieving serious health-related suffering, physical, psychological, social or spiritual and is a global
ethical responsibility as stipulated in the WHO Framework;

recognizing that empowering people with lived experience and their direct representatives through
capacity-building programmes and adequate funding allows them to contribute valuable insights
and foster a holistic approach to cancer care;

acknowledging that all initiatives should include continuous evaluation through learning to ensure
quality and effectiveness, allowing for necessary improvements;

recalling the focus on childhood cancer in WHA70.12 (2017) and the importance of government
investment in childhood cancer along the life course from early diagnosis/intervention to secondary
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prevention to improve survivors' quality of life and reduce treatment costs and noting that each
survivor may add 40 to 50 years of productive contributions to the global economy and society;

recognizing that effective national cancer control programmes rely on a holistic, people- centred
approach that integrates the insights of those directly impacted and that embracing these priorities
will lead to significant improvements in cancer care and a more equitable future for everyone;

building on the need to comprehensively implement WHA70.12 (2017) and its recognition of
cancer survivors;

recognizing the achievement of the Sustainable Development Goals, including the progress
towards universal health coverage, will contribute significantly to the ability of people with lived
experience of cancer to attain the highest level of health and well-being;

acknowledging that despite the significant progress in the development and implementation of
national cancer control plans, gaps remain in delivering comprehensive and equitable health
systems programmes for the prevention, control, and palliative care of all cancers; and

emphasizing the importance of adopting a holistic approach to cancer care that fully integrates
the perspectives and needs of people with lived experience:

The Joint Statement requests WHO Member States:

(1) to adopt a World Health Assembly resolution on the meaningful engagement of people
with lived experience in health system response to the growing cancer burden, to serve
as a unifying document underscoring the urgency for high-quality cancer control policies
and programmes including, but not limited to, WHO's global cancer initiatives;

The Joint Statement urges governments, while focusing on co-creating cancer care policies
and programmes and ensuring equitable access to cancer care:

(1) to take immediate action to reduce delays in cancer diagnosis and improve access to
timely treatment and supportive care. This includes eliminating long waiting periods
for biopsy results and treatment initiation, prioritizing cancer treatment to prevent
unnecessary delays, and ensuring widespread availability of essential diagnostic tools such
as radiotherapy planning. All diagnosed cancer cases should receive prompt treatment, as
early detection is critical to improving survival rates. To achieve this, systematic screening
and testing programs must be strengthened and expanded.

(2) to take decisive action to improve health care infrastructure and accessibility by
addressing the critical gaps in cancer care. Public health care facilities must be properly
maintained and adequately staffed to meet patient needs. Access to treatment centres,
particularly in rural areas, must be improved through the decentralization of cancer
care. Investments in strengthening cancer infrastructure and expanding the health care
workforce are essential. Hospitals must have sufficient capacity to provide palliative care,
and standardized cancer care guidelines should be adopted to ensure consistent and
high-quality treatment for all patients.

(3) to provide strong financial and legislative support for cancer care to ensure better
outcomes for patients and survivors. Adequate funding must be allocated to support cancer
survivors, including policies that ensure long-term financial security. Essential cancer
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drugs should be included on national essential medicines lists to improve affordability and
accessibility. Additionally, legislation must be enacted to ban carcinogenic substances in
food and consumer products to reduce cancer risks. Policies should also be implemented
to support professional adaptation for individuals living with metastatic disease, ensuring
they have opportunities for continued employment and financial stability.

(4) to provide stronger psychosocial support for individuals with lived experience of cancer
and their families. Comprehensive emotional and social support services should be
established for the children of cancer survivors, ensuring their well-being. Caregivers
and families must receive the necessary resources and assistance to help them navigate
the challenges of supporting a loved one with cancer. The critical role of carers should be
formally recognized and reinforced through targeted policies and programs. Additionally,
patients must have access to psychological and logistical support to improve their quality
of life throughout their cancer journey.

(5) to implement and, where necessary, amend legal and funded frameworks for National
Cancer Control Plan delivery, inclusive of childhood cancer, by establishing localized
legislation to support the sustainable delivery and enforcement of cancer control plans
and that these frameworks define roles, responsibilities, and accountability for all
stakeholders including industry, ensuring equitable access to cancer care;

(6) to institutionalize UNDESA's partnership-based multistakeholder communities of practice
by allowing people with lived experience to foster a people-centred approach to policy
and programme formulation and implementation, and to community outreach;

(7) to enable and accelerate the use of Al, data sharing and digital platforms such as cancer
registries and data-enabled health systems, ensuring the ethical use and integration of
data and emerging technologies such as artificial intelligence, while incorporating the
perspectives of people with lived experience. This will lead to improved health outcomes
in cancer by accurately tracking cancer burden, improving early detection and diagnosis,
supporting personalized treatment plans, facilitating research and policy development,
as well as assessing the performance of health care interventions for efficient resource
allocation and better cancer surveillance, ensuring equitable and effective cancer control
and survivorship care. Additionally, policies must be established to leverage telemedicine
and mobile platforms for improved care coordination, including electronic medical
records, to facilitate service delivery, improve follow-up care and reduce health care costs;

(8) to develop and adopt standardized cancer care guidelines and effectively implement
pathways for prevalent cancers, informed by people with lived experience, including
continuous capacity- building such as infrastructure and training to enable health care
workers to meet the needs of diverse populations, particularly in rural and underserved
areas;

(9) to invest in capacity-building, by funding through accountable frameworks, the training
of people with lived experience and their direct representatives, to engage meaningfully
in the development of cancer policies, programmes, and implementation guidelines, as
well as advocacy and awareness campaigns;

(10) to advocate and increase public awareness about cancer risk factors, prevention, and
treatment, as well as the need for psychosocial, survivorship, including medical long-
term follow-up care through funded tailored education campaigns. This should include
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the use of verified social media channels, particularly targeting rural and underserved
communities, to address stigma and all other forms of discrimination, in collaboration
with UNDESA's partnership-based multistakeholder communities of practice and people
with lived experience;

(11) to increase access to evidence-informed prevention, systematic screening, and early
detection programmes for prevalent cancers and secondary cancers including preventive
vaccines such as human papillomavirus and hepatitis B virus, and timely diagnosis and
treatment through funded initiatives and in collaboration with relevant stakeholders,
particularly people with lived experience;

(12) to commit resources across all levels of government to implement sustainable, long-
term financing models that reduce out-of-pocket expenses to address and promote
equity, ensuring that financing is sustained during crises in the health care system,
achieved by expanding health benefit packages to include essential cancer services,
make available financial assistance programmes, implement cost-sharing reforms and
promote dialogue between public and private sectors as well as protecting patients
and their caregivers from discrimination in financing. This must include financial and
collaborative support mechanisms to increase access for key and vulnerable populations;

(13) to integrate psychosocial support and services, palliative and hospice care into all aspects
of cancer care, including training health-care workers and volunteers to address the
psychosocial and physical needs of patients, caregivers, and other health-care workers
and creating opportunities for people with lived experience to participate in peer-to-
peer support;

(14) to prioritize patient navigation for people-centred and survivor support, including in
National Cancer Control Plans and relevant policies, along the entire patient journey/
cancer care continuum and for the provision of holistic care, including supporting
the seamless transition of paediatric patients to adult care and enabling optimal
reintegration into society; and

(15) to ensure meaningful collaborations to foster research by securing adequate funding,
appropriate legal frameworks from all levels of government and other relevant
stakeholders, and to integrate research findings into routine clinical practice, informed
by people with lived experience. Key performance indicators (KPIs) should be established
to guide and monitor implementation, ensuring that people-centred approaches lead
to meaningful improvements in cancer care; and

The Joint Statement requests that the WHO Director-General:

(1) assist WHO Member States in the meaningful engagement of people with lived experience
and their direct representatives in the design, implementation and monitoring of cancer
care programmes, ensuring that these resources promote standardized best practices;

(2) establish a robust framework including definitions, principles and best practices for
policies, and programmes , with a tiered implementation recommendation for WHO
Member States at various levels of meaningful engagement in cancer care systems;

(3) aim to supplement the aforementioned framework with adaptable, evidence-informed
guidance and toolkits, ensuring that WHO Member States can tailor their national
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approaches to local contexts while engaging people with lived experience in line with
WHOQ's normative work;

(4) provide detailed operational guidance on including people with lived experience in

the full spectrum of activities such as advisory roles, participatory design workshops,
and decision-making committees, ensuring representation that reflects the diversity of
national communities. This includes special consideration for people with metastatic
disease, both paediatric, adolescent and young adult (AYA), and older people with cancer,
and individuals with severe disabilities through in-person and virtual engagements;

(5) offer guidance on incorporating people with lived experience in monitoring and evaluation

efforts using practical case studies, templates and adaptable models for pioneer
WHO Member States and share lessons learned across regions, including through the
implementation of reqular cross-sectional surveys;

(6) aim to co-create platforms to facilitate networking, learning and sharing of best practices

among people with lived experience, leveraging both digital and in-person formats to
support the participation of individuals from diverse representation of age, geographical,
socioeconomic and cultural backgrounds. These platforms should also allow to engage
with UNDESA's partnership-based multistakeholder communities of practice;

(7) aim to periodically convene global, regional, and national roundtable dialogues to identify

and validate new content of the WHO guidance on the meaningful engagement of
people with lived experience of cancer, prioritizing participation by offering travel grants
or remote participation options for those unable to attend due to health or financial
constraints;

(8) support WHO Member States in building capacity for meaningful, informed and equitable

engagement of people with lived experience by creating balanced and sustainable
mechanisms for routine engagement, including establishing professional roles for people
with lived experience, permanent patient advisory boards or consultative committees.
Additionally, direct education programmes for people with lived experience should be
developed focused on enhancing health literacy, public speaking, understanding health
systems, and decision-making processes. These efforts should empower individuals to
contribute effectively to policy and programme improvement discussions while ensuring
flexibility and resources that accommodate the health limitations of those undergoing
treatment or cancer survivors living with chronic health conditions;

(9) seek to provide targeted skill-based training and capacity-building to support policymakers

and health care providers in effectively integrating people with lived experience
perspectives into decision-making processes. Training should include participatory
governance models, empathy-driven communication, cultural competency, and technical
assistance to develop national frameworks that mandate people with lived experience
involvement in health policies and programmes.

(10) aim to promote innovative approaches to building representation in countries where
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advocates with lived experience of cancer are scarce by developing networks of
advocates, supporting country-based dialogues in collaboration with local NGOs and
establishing mentorships and twinning or buddy partnerships between established
NGOs and people with lived experience;
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(11) look to develop guidance on investing in and promoting the critical role of public and
patient involvement in research throughout the research cycle by embedding people
with lived experience to ensure that research advances scientific knowledge and leads
to innovations that improve the lived experiences of people with cancer. This should
include a focus on enhancing the capacity of people with lived experience to engage
meaningfully in cancer research. Offering training and mentorship programmes will
ensure people with lived experience are equipped to participate as equal partners;

(12) support WHO Member States in establishing the meaningful engagement of people
with lived experience as a de facto practice across all phases of cancer research. This
should include involving people with lived experience in priority-setting, study design,
ethical review, research conduct and dissemination of findings, ensuring a focus on the
real-world concerns of people with cancer and their communities;

(13) collaborate with global research bodies to establish guidelines that promote co-
generation of research concepts and co-design of research in partnerships where people
with lived experience are treated as equal partners in the research process. Partnering
should also support capacity-building for training and mentorship programmes focused
on equipping people with lived experience and the clinical and scientific research
community with the knowledge and resources to support effective patient involvement
in the research process;

(14) work with relevant development and research agencies to create mechanisms for people
with lived experience to provide input on the allocation of research funding, ensuring
equity and prioritizing projects most relevant to patient and caregiver needs;

(15) support WHO Member States' implementation of participatory monitoring and evaluation
processes, in which people with lived experience are actively engaged in reviewing KPIs
and other data and providing feedback on the effectiveness of engagement strategies.
This should involve collaboration with NGOs, health-care providers and other civil society
actors to ensure a holistic and multistakeholder approach. These efforts will enable
people with lived experience experiences to inform programmatic improvements and
facilitate the national sharing of best practices, lessons learned and approaches to the
collection, analysis and dissemination of data;

(16) produce a biennial global and regional progress report on the engagement of people
with lived experience in shaping prevention, control and palliative care systems based
on these KPIs. The report should foster transparency and allow for cross-country
comparisons and shared learning. It should also be accompanied by a publicly available,
lay-friendly version to ensure accessibility for all stakeholders; and

The Joint Statement requests that the international development community, local NGOs
and partners:

(1) aim to amplify the voices of people with a lived experience of cancer and advance cancer
care for all by 2030;

(2) seek to prioritize cancer prevention and health promotion: International partners should
emphasize the integration of cancer prevention initiatives with broader health promotion,
particularly focusing on health literacy, vaccination programmes and risk factors such as
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tobacco, alcohol, obesity and infectious diseases. These efforts should align with WHO's
best buys for noncommunicable diseases;

(3) promote comprehensive cancer care that includes routine screening, early diagnosis,
survivorship, and fertility preservation and ensure seamless transition between care
providers for all cancers including childhood cancer encourage the implementation of
empowerment programmes for people with lived experience across the cancer care
continuum, emphasizing psychosocial support and the inclusion of people with lived
experience in decision-making;

(4) Commit to support and facilitate the establishment and strengthening of cancer
surveillance through data collection and sharing systems that can be integrated with
other partners at both national and local levels,

(5) Enhance capacity building by providing funding and resources for the training of health
professionals, in patient navigation, supportive and palliative care and survivorship;

(6) ensure that the allocation of resources for cancer programmes is transparent and that
international partners report on funding in a clear and accountable manner, particularly in
underserved areas. This can include publishing an accessible annual report communicating
how both financial and non-financial resources were distributed and how allocation was
conducted;

(7) engage NGOs, academic institutions and civil society organizations, particularly those
working with people with lived experience, in cancer programme design, implementation
and monitoring. Ensure inclusivity by featuring people with lived experience at major
cancer-related events and discussions;

(8) ensure that cancer control strategies are included in international humanitarian responses,
guaranteeing that those affected receive cancer prevention and care services in conflict
and crisis settings; and

(9) support access to digital platforms and innovations that enhance cancer care delivery,
particularly in low- and middle-income countries. These platforms should focus on
improving patient outcomes, access to care and early detection.
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For more information, please contact:

Department of Noncommunicable Diseases
and Mental Health

World Health Organization

20 Avenue Appia

1211 Geneva 27

Switzerland

Email: cancer@who.int

Website: https://www.who.int/teams/
noncommunicable-diseases/ncds-management/
cancer-programme
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