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Abstract

As cancer is to a large extent avoidable and treatable,
a cancer control program should be able to reducemor-
tality and morbidity and improve the quality of life of
cancer patients and their families. However, the extent
to which the goals of a cancer control program can be
achieved will depend on the resource constraints a
country faces. Such population-based cancer control
plans should prioritize effective interventions and pro-
grams that are beneficial to the largest part of the popu-
lation, and should include activities devoted to preven-
tion, screening and early detection, treatment, pallia-
tion and end-of-life care, and rehabilitation.
In order to develop a successful cancer control pro-

gram, leadership and the relevant stakeholders, includ-
ing patient organizations, need to be identified early on
in the process so that all partners can take ownership
and responsibility for the program. Various tools have
been developed to aid them in the planning and imple-
mentation process. However, countries developing a
national cancer control program would benefit from a
discussion of different models for planning and delivery
of population-based cancer control in settings with dif-
fering levels of resource commitment, in order to deter-
mine how best to proceed given their current level of
commitment, political engagement and resources. As
the priority assigned to different components of cancer
control will differ depending on available resources and
the burden and pattern of cancer, it is important to con-
sider the relative roles of prevention, early detection, di-
agnosis, treatment, rehabilitation and palliative care in
a cancer control program, as well as how to align avail-
able resources to meet prioritized needs.
Experiences from countries with differing levels of re-

sources are presented and serve to illustrate the difficul-
ties in developing and implementing cancer control
programs, as well as the innovative strategies that are
being used to maximize available resources and en-
hance the quality of care provided to cancer patients
around the world.
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