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Chapter 10. The role of health systems in addressing inequalities in 
access to cancer control 
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Summary of key points 

• Health systems have an important role to play in promoting health equality by 

ensuring that every patient has access to high-quality cancer services 

throughout the care continuum, from prevention and early detection to 

diagnosis, treatment, survivorship, and palliative care. 

• The effective implementation and expansion of cancer prevention and control 

interventions require an appropriate understanding of health systems and 

their interrelated functions. 

• When poorly designed, health systems can exacerbate inequalities in cancer 

care and worsen outcomes for disadvantaged populations. 

• National cancer control programmes should be informed by the principles of 

universal health coverage, including financial protection and maximal 

coverage of high-quality services. 

 

Introduction 

Substantial and, in many cases, worsening inequalities exist in cancer incidence and 

mortality, whereby women, socioeconomically disadvantaged groups, ethnic minorities, 

Indigenous populations, and other vulnerable groups experience poorer outcomes (see 

also Chapter 6). The observed inequalities in cancer outcomes reflect the differences in 

lifetime exposure to risk factors, such as health-related behaviours (e.g. smoking, 

excessive alcohol consumption, poor diet), infections, and environmental (e.g. radiation, 

air pollution) and occupational exposures, as well as unequal access to cancer care. 

In May 2017, the Seventieth World Health Assembly adopted Resolution 70.12 on 

cancer prevention and control, emphasizing the importance of addressing inequalities in 

access to safe, affordable, and high-quality cancer-related health services and in 

cancer-specific risk factors in the context of strengthening health systems (WHA, 2017). 

The Resolution followed recommendations by the World Health Organization (WHO) 

Secretariat that national cancer control programmes should build on an “effective health 
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system, founded on the principles of universal health coverage and strong primary 

health care” (WHO, 2016b). Universal health coverage (UHC), whereby all people have 

access to the health services they need, including preventive, promotive, curative, 

rehabilitative, or palliative services, of adequate quality to be effective without exposing 

users to financial hardship, has become an important global goal for countries to attain 

equitable health outcomes, founded on political commitments made in the United 

Nations 2030 Agenda for Sustainable Development (WHO, 2010; Kieny et al., 2017). 

Strong health systems, including a motivated, well-trained health workforce of sufficient 

capacity, are essential to achieve UHC (Sloan and Gelband, 2007; Evans et al., 2013; 

Kieny et al., 2017) and to meet Target 3.4 of the United Nations Sustainable 

Development Goals to reduce premature mortality from noncommunicable diseases 

(NCDs) including cancer (UN, 2015). 

In this chapter, a health systems analytical framework (Atun et al., 2013) is used to 

provide an overview of the main health system features that would help to address 

inequalities in cancer outcomes. The focus is on key issues related to access to 

affordable and high-quality cancer care in the context of UHC. In this analysis, access is 

defined as the ability to use cancer care services, and refers to the degree of fit between 

an individual or community and the health-care system (Penchansky and Thomas, 

1981; Gilson, 2007). 

First, we briefly present the analytical framework used in this chapter to analyse 

health systems, and its key functions and goals. We then discuss barriers to access to 

cancer care in terms of availability (including physical accessibility), acceptability, and 

affordability. After that, we consider some key features of a health system required to 

address inequalities in access to cancer care in the context of UHC, before providing 

some concluding remarks. 

 

Health systems and cancer control 
A health system consists of all actors and actions whose primary interest is to promote, 

restore, or maintain health (WHO, 2007). Health systems include both the delivery of 

health-care services and broader individual- and population-level public health 

interventions within the health sector and across sectors (WHO, 2008; Atun et al., 2013; 

see also Box 10.1). The health system framework depicted in Fig. 10.1 identifies three 

goals – improving health (both the level and the distribution), promoting financial risk 
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protection, and ensuring user satisfaction (satisfaction of the population with health 

services) – guided by overarching principles (i.e. intermediate objectives) of equality, 

effectiveness, efficiency, and responsiveness (Tandon et al., 2000; Atun et al., 2013), 

and has many commonalities with the WHO health system framework (WHO, 2007). 

Health programmes and interventions for cancer are delivered through health systems 

to achieve these goals, and thereby influence the cancer incidence and mortality of 

various subgroups within the population (Mills and Ranson, 2006). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Fig. 10.1. Health system and context. Source: reprinted from Atun et al. (2013), Copyright (2013), 
with permission from Elsevier. 
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Box 10.1. Health system functions in relation to cancer care. Source: compiled from 
Atun and Menabde (2008) and Atun et al. (2013). 
• Governance and organization: governance of cancer care systems and 

regulatory environment, including national cancer policies, programmes, and 
targets; development of evidence-based guidelines and quality management for 
the integrated management of cancers; workforce policies; intersectoral action; 
community participation and feedback 

• Broader health financing policies: how funds are collected and pooled; costing 
(and budgeting) of the national cancer control programme 

• Resource management: how pooled funds are allocated to health providers 
(purchasing); what services are provided (priority setting and health technology 
assessment); development of human resources, capital investments, and 
equipment 

• Service delivery: population- and individual-level public health interventions and 
health-care services provided within the community; primary health care; 
hospitals and other health institutions 

 

To achieve the overall goals of a health system within a given set of contextual 

factors, it is important to consider the broader political economy context within which it is 

embedded, as well as demographic, economic, political, legal, social, environmental, 

and technological factors, which can interact to influence health system functioning and 

the attainment of these goals (Atun and Menabde, 2008). Health systems are now 

understood as complex adaptive systems that exhibit properties of self-organization and 

nonlinearity (Paina and Peters, 2012). This complexity and the broader context may 

enable or disable efforts to implement and scale up cancer control activities. 

Over the past decade, there have been many efforts in the field of health systems 

research to develop methods to understand health systems and/or their performance, 

acknowledging that the health system is a complex system (De Savigny and Adam, 

2009; Gilson, 2012). Comparisons of cancer outcomes between settings reveal the 

significant potential of high-performing health systems to advance the health of an entire 

population (Barber et al., 2017). Studies have consistently shown the central 

prominence of a highly functional health system in the attainment of cancer-related 

goals. For example, a report produced by the Organisation for Economic Co-operation 

and Development (OECD) (“Cancer care: assuring quality to improve survival”) found 

an almost 4-fold difference in cancer survival rates among OECD countries, attributed to 

differences in health system capacity, functions, or governance (OECD, 2013). The 

performance of the health system can explain differences in health outcomes between 
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countries and subpopulations, and should be examined to strengthen the scientific 

foundations of health policy at the international and national levels (Barber et al., 2017). 

Why are health systems relevant to cancer prevention and control? Historically, 

health systems interventions in cancer prevention and control have focused on 

population health, that is, strategies to mitigate cancer risk factors. The objective of 

these interventions has been to realize the potential of cancer prevention to avoid 30–

50% of incident cancer cases through population health interventions, such as tobacco 

control measures, and general improvements in living conditions that can reduce the 

burden of select infection-related cancers (Fitzmaurice et al., 2017). Successful 

population health interventions generally mandate intersectoral action with shared 

objectives. 

In addition to public health, a core function of health systems is health service 

provision, that is, to care for individuals who develop cancer or pre-cancerous lesions by 

providing high-quality services across the care continuum in an effective, efficient, 

equitable, and responsive way to improve their health while ensuring financial protection 

and user satisfaction. However, all too often, in most health systems current service 

provision for cancer care is inefficient, inequitable, and fragmented, resulting in a 

substantial number of avoidable deaths and disability, especially in low- and middle-

income countries (LMICs) (Farmer et al., 2010; Knaul et al., 2013; Atun et al., 2015). 

Indeed, in LMICs services are often unavailable, population coverage is low, and 

financial catastrophe is all too common. A fundamental shift in the way health services 

are funded, managed, and delivered is needed to progress towards UHC, which can 

help protect outcomes for those with cancer even in times of economic downturns 

(Maruthappu et al., 2016). 

 

Impact of health system performance on cancer outcomes 
Karanikolos et al. (2013) identified three mechanisms through which health systems 

influence cancer outcomes: coverage and access to cancer care, innovation, and 

quality of care. Innovation or access to technology is discussed in detail in Chapters 16 

and 18; here, we focus on issues related to access to and quality of cancer care. 

Inequalities in access to cancer care between and within countries are well 

demonstrated. Individuals with low incomes, ethnic minorities, Indigenous populations, 

and other socioeconomically disadvantaged groups face considerable barriers to 
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accessing needed cancer services in LMICs as well as in high-income countries (HICs) 

(see Focus 5 and Focus 7). The ability to obtain and use the needed health services is 

associated with both demand-side barriers, which deter individuals, households, and 

communities from accessing services, and supply-side barriers, with services that are 

either not available or not of sufficient quality to be effective (e.g. because of shortages 

in the health workforce and in the supply of medicines). Inequalities in accessing cancer 

care begin at the earliest stage, from the onset of symptoms, and exist throughout the 

care continuum, from symptom awareness to accessing treatment and receiving 

palliative care (Knaul et al., 2018). 

Delays in diagnosis, resulting from prolonged duration in the presentation, diagnosis, 

and/or treatment intervals, are often associated with education level, socioeconomic 

status (SES), ethnicity, rural residence, and other risk factors (Freitas and Weller, 2015; 

WHO, 2017a; McKenzie et al., 2018). In LMICs, the stigma and discrimination that is still 

associated with cancer may further delay care-seeking, diagnosis, and treatment (Knaul 

et al. 2012a). Studies in multiple settings have reproduced these findings, which 

highlight the failures in health systems to promote health and early diagnosis for certain 

populations. A systematic review of delays in breast cancer diagnosis in LMICs found 

consistent evidence that certain demographic, sociocultural, and economic factors 

contribute to presentation delays (Sharma et al., 2012). Failure to diagnose cancer in a 

timely manner is generally associated with lower survival rates and worse overall 

outcomes (Neal et al., 2015). 

Disadvantaged groups are also less likely to access any type of treatment; the 

geographical accessibility and availability, affordability, and acceptability of health 

services contribute to low rates of effective coverage for cancer patients (Fig. 10.2) 

(OECD, 2013; Ambroggi et al., 2015; Niessen et al., 2018). Geographical accessibility is 

particularly relevant in cancer care; across many settings and countries, it has been 

noted that the further a patient lives from a cancer treatment centre, the greater the 

delay in diagnosis and/or the more advanced the stage of disease at diagnosis 

(Galukande et al., 2014). In South Africa, a study of the association between distance to 

a hospital and stage of breast cancer at diagnosis showed that women living more than 

20 km from the hospital were more likely to present with late-stage cancer at diagnosis 

(Dickens et al., 2014). Longer distances to health-care facilities have also been shown 
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to affect the appropriateness of and adherence to treatment, and to negatively affect 

quality of life (Ambroggi et al., 2015). 
 

Broader health system factors such as the political and economic context as well as 
individual and household characteristics (poverty, vulnerability, marginalization) 

 
Availability Physical accessibility of cancer treatment centres 

Weakness of referral systems 
Shortage of cancer specialists and inadequate geographical 
distribution 
Lack of equipment and infrastructure 
Lack and shortage of drugs and medical supplies 
Poor communication between providers and patients 

Affordability Inability to pay for the costs of care 
Transportation costs 
Income and productivity losses 
High co-payments and inadequate coverage from the costs of 
care among insured 

Acceptability Beliefs and perceptions about effectiveness of cancer services 
Respectful treatment by health providers 
Inappropriate training of health workers adapted to social and 
cultural needs of people 

 
Access to cancer services 

 

Fig. 10.2. Common factors that influence equitable access to cancer care. The barriers to access are 
categorized according to typology proposed by McIntyre et al. (2009). Source: compiled from McIntyre 
et al. (2009). 

 

Poor geographical accessibility is compounded by a general lack of available 

services, particularly in LMICs. Data from the WHO NCD Country Capacity Survey have 

shown that, in approximately three quarters of low-income countries and half of lower-

middle-income countries, basic cancer diagnostic and treatment services are not 

generally available (WHO, 2016a). An insufficient number of available diagnostic and 

treatment centres results in long waiting times and is often compounded by low-quality 

care (Dare et al., 2015). Poorly delivered cancer care results in worse overall outcomes 

for those affected, thereby subjecting vulnerable subpopulations to the costs and harms 

of cancer care without the benefits. The underlying causes of low-quality services vary 

between settings but have been attributed to shortages of human resources, poorly 

trained or low-volume providers, an inadequate supply of drugs, and a lack of 

equipment, among other factors (Sullivan et al., 2015). For cancer, as with many other 

conditions, there is a volume–outcome correlation for both providers and facilities: the 

higher the volume of services, the more likely a cancer patient is to have a successful 
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outcome (generally until a threshold is reached) (de Cruppé et al., 2015; Sullivan et al., 

2015). Accordingly, health systems are generally organized to achieve efficiencies; 

recognizing that centralizing services can also improve outcomes must be balanced 

against over-centralization, which can negatively affect other desirable outcomes, such 

as equality and user preferences. Inequalities then arise when certain subgroups, 

generally those living in urban centres or those with higher SES, have access to high-

volume centres with highly trained providers and appropriate equipment (Massarweh et 

al., 2011; Yun et al., 2012; Sun et al., 2014; Wasif et al., 2016). 

In addition to ensuring equality, efficiency, and effectiveness, health-care services 

must also be person-centred and acceptable. In practice, however, and in most settings, 

cancer treatment decisions are not sufficiently informed by user preferences or oriented 

around the person. Effective communication with patients plays a particularly important 

role in cancer management, because of the complexity of decisions about the risks, 

benefits, and uncertainties of treatment. The conversation-recall and critical-thinking 

ability of patients may be further affected by the general fear and anxiety that 

accompanies a cancer diagnosis (Sanders et al., 2018). Studies have consistently 

shown failure in communications (Miller et al., 2014), whereby sociodemographic 

factors, such as income, education level, and race, influence the amount of time that 

physicians spend communicating with patients (Siminoff et al., 2006). For example, in 

the USA, most patients who receive cancer treatment for metastatic cancer believe that 

the treatment is being given with curative intent; in reality, however, it is being given to 

extend the quality and quantity of life or for palliative care (Weeks et al., 2012). 

Communication between cancer patients and their health-care providers is further 

compromised by the fragmentation of services and the number of providers. In one 

study in Canada, a cancer patient saw a median of 32 providers over the course of their 

treatment (Smith et al., 1999). 

Cultural factors and the attitudes of health providers and patients have 

consequences for the type of care and support that patients receive. Substantive 

research has shown that, compared with groups with high SES, groups with low SES 

are more likely to receive more aggressive treatment, for example, mastectomy rather 

than breast conservation (Liu et al., 2012), permanent stoma without reconstruction 

(Averyt and Nishimoto, 2014), and laryngectomy rather than larynx preservation therapy 

(Hou et al., 2012), without post-treatment survivorship care or psychosocial support. 
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Sociodemographic characteristics also influence the likelihood of initiating and 

completing therapies, and these characteristics of both patients and health-care 

professionals can have a profound effect on the acceptability of cancer services 

(Chaturvedi et al., 2014). Social exclusion and marginalization can further negatively 

affect both the care received and the decision to pursue care (Quinn et al., 2015). 

Beyond accessibility, effectiveness, efficiency, equality, and patient-centredness of 

services, which can all affect health outcomes, lack of financial accessibility or 

affordability has been found to be a major barrier to accessing cancer care services. 

The costs of cancer care can have a considerable economic impact on individuals (and 

their health, because of barriers to access and interruption to treatment) and their 

households, leading to catastrophic health expenditures that either push families into 

poverty or lead to further impoverishment. There is ample evidence showing the 

profound impact of out-of-pocket payments for medical expenses. For example, using 

data from 553 household surveys covering 133 countries, Wagstaff et al. (2018a) found 

that about 12% of the world’s population (nearly 810 million people) incurred 

catastrophic health expenditures in 2010, with out-of-pocket payments exceeding 10% 

of total household expenditure. In 2010, nearly 100 million people were impoverished as 

a result of out-of-pocket spending on health (Wagstaff et al., 2018b). The evidence is 

more limited for cancer specifically, in particular in LMICs. A recent systematic review by 

Jan et al. (2018) examined the economic burden of NCDs, including cancer, in LMICs. 

They found that the incidence of catastrophic health expenditures was highest for 

cardiovascular diseases, followed by cancer, and “consistently higher” in low-income 

groups. Being uninsured was associated with a 2–7-fold higher odds of catastrophic out-

of-pocket expenditures (Jan et al., 2018). In the Association of Southeast Asian Nations 

region, a cohort study that followed up newly diagnosed cancer patients for 12 months 

showed that after 1 year, 48% of households had incurred catastrophic expenditures, 

with a much higher odds of catastrophic expenditure among those in lower-income 

groups (Kimman et al., 2015). 

The economic burden of cancer is not limited to payments for direct medical costs; 

direct non-medical costs, such as transportation costs, as well as indirect costs, such as 

loss of income and costs associated with various coping strategies (e.g. borrowing 

money to cover the costs of care), negatively affect the economic well-being of a 

household. For example, in the Democratic Republic of the Congo, Guinea, and 
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Madagascar, not having to pay for the costs of transportation reduced the proportion of 

patients not attending for surgery by 45% (Shrime et al., 2017). In addition to out-of-

pocket costs, financial barriers to cancer care have also been found to lead to a lower 

uptake of preventive health services, delays in diagnosis or seeking treatment (Freitas 

and Weller, 2015; McKenzie et al., 2018), and failure to initiate treatment or the 

premature discontinuation of treatment (e.g. Arora et al., 2007; Israëls et al., 2008; Jan 

et al., 2015). 

Within the wider context of global equality in cancer care, there are also major 

disparities between countries. Less than 25% of the global population has access to 

basic, high-quality cancer surgery (Sullivan et al., 2015). Similarly, only 40–60% of 

patients with cancer are estimated to have access to radiotherapy services (Atun et al., 

2015). In approximately three quarters of all low-income countries, the majority of the 

population generally has no access to basic cancer diagnostic and treatment services or 

palliative care (WHO, 2016b). It is from these profound disparities in health system 

capacity that greater inequalities emerge. The few people who are able to receive 

cancer care in LMICs are typically from the most privileged subpopulations; for most 

people, services are inaccessible. This global inequality is far too great and cannot be 

ignored. For specific cancer types, such as childhood cancers, survival can be greater 

than 80% in high-resource settings and less than 20% in low-resource settings (Gupta 

et al., 2015; Howard et al., 2018). This cancer divide in outcomes is one of the largest 

inequalities known in health service provisions (Knaul et al., 2012a). 

 

Which health system strategies promote equality in cancer care? An overview 
of key policy issues 
The response to cancer requires an integrated and coordinated effort across the 

continuum of care, from prevention and early detection to diagnosis, treatment, 

survivorship, and palliative care; effective action is needed across the different functions 

of the health system to reduce inequalities and achieve UHC. Several middle-income 

countries, such as Mexico, Thailand, and Turkey, have demonstrated that progress 

towards UHC with the inclusion of cancer interventions in their health benefits package 

is possible (Knaul et al., 2012b; Atun et al., 2013). Generally, to move towards UHC, 

countries need to consider three interrelated elements corresponding to the three 

dimensions of coverage depicted in the UHC cube and used in the World health report 
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2010 (Fig. 10.3): (i) financial protection, by reducing the reliance on out-of-pocket 

payments in favour of mandatory pre-payment mechanisms; (ii) service coverage, by 

gradually expanding services from pooled resources, starting with essential services 

that are of good quality; and (iii) population coverage, by ensuring equality in access to 

services whereby everyone is covered (WHO, 2010, 2014). To ensure an equitable 

approach towards UHC, progressive realization of UHC should be adopted whereby the 

poor and disadvantaged are prioritized or benefit as much as others as countries 

progress towards UHC (Gwatkin and Ergo, 2011; Jamison et al., 2013). 

 

 

 

 

 

 

 

 

 

 

 

 
Fig. 10.3. Dimensions to consider when moving towards universal health coverage. Source: 
reproduced from WHO (2010). 
 

Countries face several challenges in their quest to achieve UHC and to provide 

effective, efficient, equitable, and responsive cancer services. Five health system 

strategies are proposed to promote equality in cancer care while advancing attainment 

of UHC (Fig. 10.4). The first strategy relates to the financing of health services. How the 

health system is financed will be different between countries, but recent contributions 

have shown the importance of progressive domestic public resources, in particular tax-

based funding, to progress towards UHC (Moreno-Serra and Smith, 2015; Reeves et 

al., 2015). In many countries, in particular LMICs, out-of-pocket payments are still a 

large share of total health-care expenditure and are an important source of financing for 

the health system. For example, out-of-pocket payments in low-income countries are 

twice as high as those in HICs (40% vs 20%) (WHO, 2018). Generally, out-of-pocket 
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payments are a regressive source of financing, with lower-income groups contributing a 

disproportionately higher share of their income compared with higher-income groups 

(Whitehead et al., 2001; Mills et al., 2012). In the few countries where out-of-pocket 

payments were found to be progressive (e.g. some countries in the Asia-Pacific region), 

this was likely due to lower-income groups not using services because they could not 

afford them (O’Donnell et al., 2008). 
 

Towards attainment of universal health coverage 
 

Ensure 
financial 
protection 

(i) Reduce out-of-pocket expenditure 
- Expand mandatory pre-payment financing mechanisms 
- Increase domestic resource mobilization for health  

 (v) Invest in inform
ation 

system
s and registries for 

m
onitoring, evaluations, 

and quality assurance 

Select 
context-
appropriate 
service 

(ii) Define benefits package based on value, cost–
effectiveness, equality, and other context-appropriate, pre-
defined criteria 
- Consider phased approach to expand services 

 

Maximize 
population 
coverage 

(iii) Orient services through integrated people-centred 
approach 
(iv) Engage community and users to expand coverage 

 

 
Improved cancer outcomes 

 
Fig. 10.4. Sample health system strategies to improve access to cancer prevention and control 
programmes through universal health coverage 
 

To improve access to health services while providing financial protection, countries 

need to expand mandatory pre-payment financing mechanisms based on ability to pay, 

pool risks to the greatest extent possible, and eliminate out-of-pocket payments at the 

point of service use. Both mandatory pre-payment and risk pooling are essential to 

provide financial protection and ensure cross-subsidization of risks (between high- and 

low-risk individuals) and income (between rich and poor), and can be achieved by 

increasing domestic resource mobilization through taxation or other government 

revenue, and/or by introducing mandatory health insurance. These are also the most 

progressive ways of financing the health system and increasing population coverage 

(Fig. 10.5) (Mills et al., 2012). Generally, most LMICs are not spending enough on 

health. The Centre on Global Health Security Working Group on Health Financing 

suggested that countries should strive for domestic government funding for health 

services to be at least 5% of gross domestic product (Chatham House, 2014; Mcintyre 

et al., 2017); in 2015, funding for health services amounted to 1.3% in low-income 

countries, 2.9% in middle-income countries, and 7.8% in HICs (WHO, 2018). However, 
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these or other proposed spending targets (such as the estimates of the High Level Task 

Force on Innovative Financing for Health Systems) will not raise sufficient resources in 

low-income countries, and external support will still be needed to finance an essential 

package of interventions, including cancer care (Gelband et al., 2016). 

 

Source of funding Extent of 
pooling Progressivity 

General tax +++  

Hypothecated tax (flat) ++ 

Social insurance ++ 

Private insurance + 

Out-of-pocket payments - 

Fig. 10.5. Progressivity of financing mechanisms 

 

The second important strategy relates to which services should be included in the 

benefit package. This should be informed by transparent priority-setting processes 

based on considerations of cost–effectiveness, budget impact, and equality that 

maximize population health but also include vulnerable and underserved populations 

from the start (Gwatkin and Ergo, 2011; WHO, 2014). The benefit package should be 

sufficiently comprehensive with no or limited co-payments to minimize out-of-pocket 

expenses relative to income. This is even a concern in HICs, where the financial burden 

of cancer can still be severe because of limited coverage, high co-payments, and/or 

high deductibles for insured individuals (Ubel et al., 2013; Zafar et al., 2013). For low-

resource settings, a phased approach to the expansion of cancer services will be 

needed; priority should initially be given to essential, cost-effective, and good-quality 

cancer services. Several countries have established systems of health interventions and 

technology assessment to inform the setting of priorities and the formulation of 

sustainable benefit packages, such as the Health Information and Technology 

Assessment Programme in Thailand. Several other initiatives have also provided 

guidance on essential packages of health services for NCDs and cancer that countries 

can implement according to their level of resources, including the WHO list of “best 

buys” (WHO, 2017b) and the Disease Control Priorities Project (Gelband et al., 2016). 
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The third strategy relates to the delivery of responsive and person-centred cancer 

services and the use of evidence-based standards of care. When UHC policies are 

implemented, strong emphasis should be placed on an integrated approach, with a 

particular emphasis on the primary health care level. For most cancer patients, primary 

health care is the first point of entry to the entire health system. Primary health care 

therefore has an essential role in organizing health services, in promoting prevention 

and early diagnosis, improving cancer screening uptake, informing treatment decision-

making, and providing end-of-life care (Rubin et al., 2015). Providers must be enabled 

to identify cancer symptoms, have established referral mechanisms for diagnosis and 

treatment, and remain engaged to promote continuity of care and support decision-

making. Countries need a sufficient and appropriately trained health workforce to ensure 

delivery of health services in general and of cancer care in particular, a major resource 

constraint in LMICs. However, having the required health workforce capacity and simply 

providing access to cancer services is not sufficient; these services also need to be 

effective and of good quality. It has been estimated that improving the quality of existing 

health services could prevent millions of deaths from cancer, and it is essential to 

improve cancer outcomes (Dare et al., 2015). Health systems must therefore be 

enabled, though governance, organization, and resource management, to provide the 

highest attainable quality. 

Multiple frameworks exist to define domains of quality and implement quality 

strategies in health services (WHO, 2006). Fundamentally, approaches should be 

tailored to a specific context and health system; there is no one-size-fits-all approach. 

Wide variations in standards of health-care delivery exist within and between health-

care systems. However, quality strategies are relevant in all settings and should be 

prioritized to include national policies and quality assurance programmes, regulatory or 

administrative agencies, clinical guidelines and standards, health workforce training and 

certification programmes, and strengthening information systems and monitoring 

outcomes with a focus on equality by disaggregating relevant data (Dare et al., 2015; 

Ghebreyesus, 2018). For example, the development of evidence-based standards in 

cancer has resulted in significant improvements in cancer outcomes. Data from HICs 

have demonstrated that centres that have cancer treatment guidelines and that adhere 

to these guidelines deliver better care, resulting in improved outcomes for the 

populations served (Boland et al., 2013; Kuehnle et al., 2017). Multidisciplinary tumour 
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board services also have the potential to improve cancer outcomes, but there is variable 

participation, particularly among vulnerable subpopulations (Lawrenson et al., 2016). In 

settings where cancer and other health-care services are less well developed, an 

emphasis on quality is particularly relevant to rapidly scale up capacity, optimize 

resource use, and expand population coverage (WHO, 2006). Centralization of services 

must be balanced against equality, enabling people to receive care closer to their 

homes and thereby reducing indirect costs and facilitating timely care. Community 

outreach and engagement can help to reduce barriers to care, improve health literacy, 

and empower patients in decision-making (Hahlweg et al., 2017). 

The fourth strategy relates to effective user engagement in the design and delivery 

of person-centred cancer services. For improved equality in cancer care, the health 

system must be oriented around the individual rather than around the disease (WHA, 

2016). Communities should be empowered and engaged through interventions such as 

peer support groups and patient navigators, who can facilitate access to and reduce 

delays in receiving care, particularly for marginalized communities (Gervès-Pinquié et 

al., 2018). Promoting participatory decision-making is an important principle of 

integrated, people-centred health services. Treatment guidelines are important to inform 

health-care providers about the best available treatment, but they generally fail to 

consider patient preference and are often not designed for informed, participatory 

decision-making (Chong et al., 2009; OECD, 2010; Institute of Medicine, 2011; Mead et 

al., 2013). Care planning across the service delivery continuum, from primary care to 

specialty care, should be prioritized, particularly for subpopulations who are non-native 

speakers or with lower SES and/or lower education level. To achieve patient-centred 

health systems, mechanisms to incorporate patient preferences and to assess health-

care quality should be established, such as the use of patient-reported outcomes (Kruk 

et al., 2018; National Academies of Sciences, Engineering, and Medicine, 2018) as 

recently recommended by OECD (2017). 

The fifth strategy relates to the availability and use of data for decision-making. Most 

health systems have limited data on cancer, especially in relation to outcomes. For 

example, in a recent global study on cancer survival, only 71 countries and territories 

had cancer registries that could be used to estimate 5-year net cancer survival. Of 

these, only 47 could provide data with 100% population coverage (Allemani et al., 

2018). Few data exist in LMICs on the equality, efficiency, effectiveness, and 
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responsiveness of the cancer services provided; this critical information is necessary to 

inform not only what services are provided but also how these services should be 

provided and to whom, and would enable health systems to truly fulfil their potential to 

improve cancer outcomes and reduce inequalities. 

Conclusions 
The effective implementation and expansion of cancer prevention and control 

interventions require an appropriate understanding of health systems and their 

interrelated functions. In this chapter we have briefly summarized some of the barriers 

that countries face and methods to address these, including raising appropriate 

financing of health systems, ensuring financial protection, providing person-centred 

cancer services, and improving infrastructure and information and data systems. Health 

systems have an important role to play in promoting health equality by ensuring that 

every patient has access to high-quality cancer services throughout the care continuum 

from prevention and early detection to diagnosis, treatment, survivorship, and palliative 

care. Equality is also a crucial dimension of UHC, in terms of both financial protection 

and service coverage. When moving towards UHC, it is essential that service coverage 

is provided across the social gradient. This may involve initially focusing on a limited 

number of high-priority health services (including cancer-related health services), for 

which high coverage of the entire population at risk can be achieved. 

References 

Allemani C, Matsuda T, Di Carlo V, Harewood R, Matz M, Nikšić M, et al.; CONCORD Working Group 
(2018). Global surveillance of trends in cancer survival 2000-14 (CONCORD-3): analysis of individual 
records for 37 513 025 patients diagnosed with one of 18 cancers from 322 population-based 
registries in 71 countries. Lancet. 391(10125):1023–75. https://doi.org/10.1016/S0140-6736(17)33326-
3 PMID:29395269 

Ambroggi M, Biasini C, Del Giovane C, Fornari F, Cavanna L (2015). Distance as a barrier to cancer 
diagnosis and treatment: review of the literature. Oncologist. 20(12):1378–85. 
https://doi.org/10.1634/theoncologist.2015-0110 PMID:26512045 

Arora RS, Eden T, Pizer B (2007). The problem of treatment abandonment in children from developing 
countries with cancer. Pediatr Blood Cancer. 49(7):941–6. https://doi.org/10.1002/pbc.21127 
PMID:17252565 

Atun R, Aydın S, Chakraborty S, Sümer S, Aran M, Gürol I, et al. (2013). Universal health coverage in 
Turkey: enhancement of equity. Lancet. 382(9886):65–99. https://doi.org/10.1016/S0140-
6736(13)61051-X PMID:23810020 

Atun R, Jaffray DA, Barton MB, Bray F, Baumann M, Vikram B, et al. (2015). Expanding global access to 
radiotherapy. Lancet Oncol. 16(10):1153–86. https://doi.org/10.1016/S1470-2045(15)00222-3 
PMID:26419354 

Atun R, Menabde N (2008). Health systems and systems thinking. In: Coker R, Atun R, McKee M, editors. 
Health systems and the challenge of communicable diseases: experiences from Europe and Latin 
America. Maidenhead: Open University Press; pp. 121–40. 

https://doi.org/10.1016/S0140-6736(17)33326-3
https://doi.org/10.1016/S0140-6736(17)33326-3
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29395269&dopt=Abstract
https://doi.org/10.1634/theoncologist.2015-0110
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26512045&dopt=Abstract
https://doi.org/10.1002/pbc.21127
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17252565&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17252565&dopt=Abstract
https://doi.org/10.1016/S0140-6736(13)61051-X
https://doi.org/10.1016/S0140-6736(13)61051-X
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23810020&dopt=Abstract
https://doi.org/10.1016/S1470-2045(15)00222-3
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26419354&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26419354&dopt=Abstract


244 

 

Averyt JC, Nishimoto PW (2014). Psychosocial issues in colorectal cancer survivorship: the top ten 
questions patients may not be asking. J Gastrointest Oncol. 5(5):395–400. 
https://doi.org/10.3978/j.issn.2078-6891.2014.058 PMID:25276412 

Barber RM, Fullman N, Sorensen RJD, Bollyky T, McKee M, Nolte E, et al.; GBD 2015 Healthcare Access 
and Quality Collaborators (2017). Healthcare access and quality index based on mortality from causes 
amenable to personal health care in 195 countries and territories, 1990-2015: a novel analysis from 
the Global Burden of Disease Study 2015. Lancet. 390(10091):231–66. https://doi.org/10.1016/S0140-
6736(17)30818-8 PMID:28528753 

Boland GM, Chang GJ, Haynes AB, Chiang YJ, Chagpar R, Xing Y, et al. (2013). Association between 
adherence to National Comprehensive Cancer Network treatment guidelines and improved survival in 
patients with colon cancer. Cancer. 119(8):1593–601. https://doi.org/10.1002/cncr.27935 
PMID:23280510 

Chatham House (2014). Shared responsibilities for health: a coherent global framework for health 
financing. Final report of the Centre on Global Health Security Working Group on Health Financing. 
London, UK: The Royal Institute of International Affairs. Available from: 
https://www.chathamhouse.org/sites/default/files/field/field_document/20140521HealthFinancing.pdf. 

Chaturvedi SK, Strohschein FJ, Saraf G, Loiselle CG (2014). Communication in cancer care: psycho-
social, interactional, and cultural issues. A general overview and the example of India. Front Psychol. 
5:1332. https://doi.org/10.3389/fpsyg.2014.01332 PMID:25452741 

Chong CA, Chen IJ, Naglie G, Krahn MD (2009). How well do guidelines incorporate evidence on patient 
preferences? J Gen Intern Med. 24(8):977–82. https://doi.org/10.1007/s11606-009-0987-8 
PMID:19387746 

Dare AJ, Anderson BO, Sullivan R, Pramesh CS, Yip C-H, Ilbawi A, et al. (2015). Surgical services for 
cancer care. In: Gelband H, Jha P, Sankaranarayanan R, Horton S, editors. Cancer: disease control 
priorities. 3rd ed. Washington (DC), USA: World Bank, pp. 223–38. 

de Cruppé W, Malik M, Geraedts M (2015). Minimum volume standards in German hospitals: do they get 
along with procedure centralization? A retrospective longitudinal data analysis. BMC Health Serv Res. 
15(1):279. https://doi.org/10.1186/s12913-015-0944-7 PMID:26197817 

De Savigny D, Adam T, editors. (2009). Systems thinking for health systems strengthening. Geneva, 
Switzerland: World Health Organization. 

Dickens C, Joffe M, Jacobson J, Venter F, Schüz J, Cubasch H, et al. (2014). Stage at breast cancer 
diagnosis and distance from diagnostic hospital in a periurban setting: a South African public hospital 
case series of over 1,000 women. Int J Cancer. 135(9):2173–82. https://doi.org/10.1002/ijc.28861 
PMID:24658866 

Evans DB, Hsu J, Boerma T (2013). Universal health coverage and universal access. Bull World Health 
Organ. 91(8):546–546A. https://doi.org/10.2471/BLT.13.125450 PMID:23940398 

Farmer P, Frenk J, Knaul FM, Shulman LN, Alleyne G, Armstrong L, et al. (2010). Expansion of cancer 
care and control in countries of low and middle income: a call to action. Lancet. 376(9747):1186–93. 
https://doi.org/10.1016/S0140-6736(10)61152-X PMID:20709386 

Fitzmaurice C, Allen C, Barber RM, Barregard L, Bhutta ZA, Brenner H, et al. (2017). Global, regional, and 
national cancer incidence, mortality, years of life lost, years lived with disability, and disability-adjusted 
life-years for 32 cancer groups, 2006 to 2015: a systematic analysis for the Global Burden of Disease 
study. JAMA Oncol. 3(4):524–48. https://doi.org/10.1001/jamaoncol.2016.5688 PMID:27918777 

Freitas AG, Weller M (2015). Patient delays and system delays in breast cancer treatment in developed 
and developing countries. Cien Saude Colet. 20(10):3177–89. https://doi.org/10.1590/1413-
812320152010.19692014 PMID:26465859 

Galukande M, Mirembe F, Wabinga H (2014). Patient delay in accessing breast cancer care in a Sub 
Saharan African country: Uganda. Br J Med Med Res. 4(13):2599–610. 
https://doi.org/10.9734/BJMMR/2014/7293 PMID:25984460 

Gelband H, Sankaranarayanan R, Gauvreau CL, Horton S, Anderson BO, Bray F, et al.; Disease Control 
Priorities-3 Cancer Author Group (2016). Costs, affordability, and feasibility of an essential package of 
cancer control interventions in low-income and middle-income countries: key messages from Disease 
Control Priorities, 3rd edition. Lancet. 387(10033):2133–44. https://doi.org/10.1016/S0140-
6736(15)00755-2 PMID:26578033 

Gervès-Pinquié C, Girault A, Phillips S, Raskin S, Pratt-Chapman M (2018). Economic evaluation of 
patient navigation programs in colorectal cancer care, a systematic review. Health Econ Rev. 8(1):12. 
https://doi.org/10.1186/s13561-018-0196-4 PMID:29904805 

https://doi.org/10.3978/j.issn.2078-6891.2014.058
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25276412&dopt=Abstract
https://doi.org/10.1016/S0140-6736(17)30818-8
https://doi.org/10.1016/S0140-6736(17)30818-8
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28528753&dopt=Abstract
https://doi.org/10.1002/cncr.27935
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23280510&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23280510&dopt=Abstract
https://www.chathamhouse.org/sites/default/files/field/field_document/20140521HealthFinancing.pdf
https://doi.org/10.3389/fpsyg.2014.01332
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25452741&dopt=Abstract
https://doi.org/10.1007/s11606-009-0987-8
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19387746&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19387746&dopt=Abstract
https://doi.org/10.1186/s12913-015-0944-7
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26197817&dopt=Abstract
https://doi.org/10.1002/ijc.28861
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24658866&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24658866&dopt=Abstract
https://doi.org/10.2471/BLT.13.125450
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23940398&dopt=Abstract
https://doi.org/10.1016/S0140-6736(10)61152-X
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20709386&dopt=Abstract
https://doi.org/10.1001/jamaoncol.2016.5688
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27918777&dopt=Abstract
https://doi.org/10.1590/1413-812320152010.19692014
https://doi.org/10.1590/1413-812320152010.19692014
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26465859&dopt=Abstract
https://doi.org/10.9734/BJMMR/2014/7293
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25984460&dopt=Abstract
https://doi.org/10.1016/S0140-6736(15)00755-2
https://doi.org/10.1016/S0140-6736(15)00755-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26578033&dopt=Abstract
https://doi.org/10.1186/s13561-018-0196-4
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29904805&dopt=Abstract


245 

 

Ghebreyesus TA (2018). Improving the health of indigenous people globally. Lancet Oncol. 19(6):e277. 
https://doi.org/10.1016/S1470-2045(18)30375-9 PMID:29893252 

Gilson L (2007). Acceptability, trust and equity. In: Mooney G, McIntyre D, editors. The economics of 
health equity. Cambridge, UK: Cambridge University Press. 
https://doi.org/10.1017/CBO9780511544460.008 

Gilson L, editor (2012). Health policy and system research: a methodology reader. Geneva, Switzerland: 
World Health Organization. Available from: http://www.who.int/alliance-hpsr/alliancehpsr_reader.pdf. 

Gupta S, Howard S, Hunger S, Antillon F, Metzger M, Israels T, et al. (2015). Treating childhood cancer in 
low-and middle-income countries. In: Gelband H, Jha P, Sankaranarayanan R, Horton S, editors. 
Cancer: disease control priorities. 3rd ed. Washington (DC), USA: World Bank, pp. 121–46. 

Gwatkin DR, Ergo A (2011). Universal health coverage: friend or foe of health equity? Lancet. 
377(9784):2160–1. https://doi.org/10.1016/S0140-6736(10)62058-2 PMID:21084113 

Hahlweg P, Härter M, Nestoriuc Y, Scholl I (2017). How are decisions made in cancer care? A qualitative 
study using participant observation of current practice. BMJ Open. 7(9):e016360. 
https://doi.org/10.1136/bmjopen-2017-016360 PMID:28963286 

Hou WH, Daly ME, Lee NY, Farwell DG, Luu Q, Chen AM (2012). Racial disparities in the use of voice 
preservation therapy for locally advanced laryngeal cancer. Arch Otolaryngol Head Neck Surg. 
138(7):644–9. https://doi.org/10.1001/archoto.2012.1021 PMID:22801888 

Howard SC, Zaidi A, Cao X, Weil O, Bey P, Patte C, et al. (2018). The My Child Matters programme: effect 
of public-private partnerships on paediatric cancer care in low-income and middle-income countries. 
Lancet Oncol. 19(5):e252–66. https://doi.org/10.1016/S1470-2045(18)30123-2 PMID:29726390 

Institute of Medicine (2011). Patient-centered cancer treatment planning: improving the quality of oncology 
care: workshop summary. Washington (DC), USA: National Academies Press. Available from: 
https://www.nap.edu/read/13155/chapter/2#16. 

Israëls T, Chirambo C, Caron H, de Kraker J, Molyneux E, Reis R (2008). The guardians’ perspective on 
paediatric cancer treatment in Malawi and factors affecting adherence. Pediatr Blood Cancer. 
51(5):639–42. https://doi.org/10.1002/pbc.21703 PMID:18668516 

Jamison DT, Summers LH, Alleyne G, Arrow KJ, Berkley S, Binagwaho A, et al. (2013). Global health 
2035: a world converging within a generation. Lancet. 382(9908):1898–955. 
https://doi.org/10.1016/S0140-6736(13)62105-4 PMID:24309475 

Jan S, Kimman M, Peters SA, Woodward M; ACTION Study Group (2015). Financial catastrophe, 
treatment discontinuation and death associated with surgically operable cancer in South-East Asia: 
Results from the ACTION Study. Surgery. 157(6):971–82. https://doi.org/10.1016/j.surg.2015.02.012 
PMID:25934082 

Jan S, Laba TL, Essue BM, Gheorghe A, Muhunthan J, Engelgau M, et al. (2018). Action to address the 
household economic burden of non-communicable diseases. Lancet. 391(10134):2047–58. 
https://doi.org/10.1016/S0140-6736(18)30323-4 PMID:29627161 

Karanikolos M, Ellis L, Coleman MP, McKee M (2013). Health systems performance and cancer 
outcomes. J Natl Cancer Inst Monogr. 2013(46):7–12. https://doi.org/10.1093/jncimonographs/lgt003 
PMID:23962507 

Kieny MP, Bekedam H, Dovlo D, Fitzgerald J, Habicht J, Harrison G, et al. (2017). Strengthening health 
systems for universal health coverage and sustainable development. Bull World Health Organ. 
95(7):537–9. https://doi.org/10.2471/BLT.16.187476 PMID:28670019 

Kimman M, Jan S, Yip CH, Thabrany H, Peters SA, Bhoo-Pathy N, et al.; ACTION Study Group (2015). 
Catastrophic health expenditure and 12-month mortality associated with cancer in Southeast Asia: 
results from a longitudinal study in eight countries. BMC Med. 13(1):190. 
https://doi.org/10.1186/s12916-015-0433-1 PMID:26282128 

Knaul FM, Atun R, Farmer P, Frenk J (2013). Seizing the opportunity to close the cancer divide. Lancet. 
381(9885):2238–9. https://doi.org/10.1016/S0140-6736(13)60176-2 PMID:23388077 

Knaul FM, Chertorivski Woldenberg S, Arreola-Ornelas H (2012b). Case 4: Mexico. In: Knaul FM, Gralow 
R, Bhadelia A, editors. Closing the cancer divide: an equity imperative. Cambridge (MA), USA: 
Harvard Global Equity Initiative and Harvard University Press; pp. 267–70. 

Knaul FM, Farmer PE, Krakauer EL, De Lima L, Bhadelia A, Jiang Kwete X, et al.; Lancet Commission on 
Palliative Care and Pain Relief Study Group (2018). Alleviating the access abyss in palliative care and 
pain relief-an imperative of universal health coverage: the Lancet Commission report. Lancet. 
391(10128):1391–454. https://doi.org/10.1016/S0140-6736(17)32513-8 PMID:29032993 

https://doi.org/10.1016/S1470-2045(18)30375-9
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29893252&dopt=Abstract
https://doi.org/10.1017/CBO9780511544460.008
http://www.who.int/alliance-hpsr/alliancehpsr_reader.pdf
https://doi.org/10.1016/S0140-6736(10)62058-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21084113&dopt=Abstract
https://doi.org/10.1136/bmjopen-2017-016360
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28963286&dopt=Abstract
https://doi.org/10.1001/archoto.2012.1021
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22801888&dopt=Abstract
https://doi.org/10.1016/S1470-2045(18)30123-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29726390&dopt=Abstract
https://www.nap.edu/read/13155/chapter/2#16
https://doi.org/10.1002/pbc.21703
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18668516&dopt=Abstract
https://doi.org/10.1016/S0140-6736(13)62105-4
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24309475&dopt=Abstract
https://doi.org/10.1016/j.surg.2015.02.012
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25934082&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25934082&dopt=Abstract
https://doi.org/10.1016/S0140-6736(18)30323-4
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29627161&dopt=Abstract
https://doi.org/10.1093/jncimonographs/lgt003
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23962507&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23962507&dopt=Abstract
https://doi.org/10.2471/BLT.16.187476
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28670019&dopt=Abstract
https://doi.org/10.1186/s12916-015-0433-1
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26282128&dopt=Abstract
https://doi.org/10.1016/S0140-6736(13)60176-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23388077&dopt=Abstract
https://doi.org/10.1016/S0140-6736(17)32513-8
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29032993&dopt=Abstract


246 

 

Knaul FM, Gralow JR, Atun R, Bhadelia A, editors (2012a). Closing the cancer divide: an equity 
imperative. Cambridge (MA), USA: Harvard Global Equity Initiative. 

Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-DeWan S, et al. (2018). High-quality health 
systems in the Sustainable Development Goals era: time for a revolution. Lancet Glob Health. 
6(11):e1196–252. https://doi.org/10.1016/S2214-109X(18)30386-3 PMID:30196093 

Kuehnle E, Siggelkow W, Schrader I, Luebbe K, Noeding S, Moser A, et al. (2017). Guideline adherence 
and clinical outcome in vulnerable and healthy breast cancer patients: results of a prospective cross-
sectional study in Germany. J Clin Oncol. 35(15_suppl) S15:e18132. 
https://doi.org/10.1200/JCO.2017.35.15_suppl.e18132 

Lawrenson R, Seneviratne S, Scott N, Peni T, Brown C, Campbell I (2016). Breast cancer inequalities 
between Māori and non-Māori women in Aotearoa/New Zealand. Eur J Cancer Care (Engl). 
25(2):225–30. https://doi.org/10.1111/ecc.12473 PMID:26918687 

Liu JJ, Zhang S, Hao X, Xie J, Zhao J, Wang J, et al. (2012). Breast-conserving therapy versus modified 
radical mastectomy: socioeconomic status determines who receives what–results from case-control 
study in Tianjin, China. Cancer Epidemiol. 36(1):89–93. https://doi.org/10.1016/j.canep.2011.04.005 
PMID:21613000 

Maruthappu M, Watkins J, Noor AM, Williams C, Ali R, Sullivan R, et al. (2016). Economic downturns, 
universal health coverage, and cancer mortality in high-income and middle-income countries, 1990-
2010: a longitudinal analysis. Lancet. 388(10045):684–95. https://doi.org/10.1016/S0140-
6736(16)00577-8 PMID:27236345 

Massarweh NN, Park JO, Bruix J, Yeung RS, Etzioni RB, Symons RG, et al. (2011). Diagnostic imaging 
and biopsy use among elderly Medicare beneficiaries with hepatocellular carcinoma. J Oncol Pract. 
7(3):155–60. https://doi.org/10.1200/JOP.2010.000116 PMID:21886495 

McIntyre D, Meheus F, Røttingen JA (2017). What level of domestic government health expenditure 
should we aspire to for universal health coverage? Health Econ Policy Law. 12(2):125–37. 
https://doi.org/10.1017/S1744133116000414 PMID:28332456 

McIntyre D, Thiede M, Birch S (2009). Access as a policy-relevant concept in low- and middle-income 
countries. Health Econ Policy Law. 4(Pt 2):179–93. https://doi.org/10.1017/S1744133109004836 
PMID:19187569 

McKenzie F, Zietsman A, Galukande M, Anele A, Adisa C, Parham G, et al. (2018). Drivers of advanced 
stage at breast cancer diagnosis in the multicountry African Breast Cancer - Disparities in Outcomes 
(ABC-DO) study. Int J Cancer. 142(8):1568–79. https://doi.org/10.1002/ijc.31187 PMID:29197068 

Mead EL, Doorenbos AZ, Javid SH, Haozous EA, Alvord LA, Flum DR, et al. (2013). Shared decision-
making for cancer care among racial and ethnic minorities: a systematic review. Am J Public Health. 
103(12):e15–29. https://doi.org/10.2105/AJPH.2013.301631 PMID:24134353 

Miller VA, Cousino M, Leek AC, Kodish ED (2014). Hope and persuasion by physicians during informed 
consent. J Clin Oncol. 32(29):3229–35. https://doi.org/10.1200/JCO.2014.55.2588 PMID:25199753 

Mills A, Ataguba JE, Akazili J, Borghi J, Garshong B, Makawia S, et al. (2012). Equity in financing and use 
of health care in Ghana, South Africa, and Tanzania: implications for paths to universal coverage. 
Lancet. 380(9837):126–33. https://doi.org/10.1016/S0140-6736(12)60357-2 PMID:22591542 

Mills A, Ranson MK (2006). The design of health systems. In: Merson M, Black R, Mills A, editors. 
International public health: diseases programs, systems and policies. 2nd ed. Boston (MA), USA: 
Jones and Bartlett Publishers; pp. 513–47. 

Moreno-Serra R, Smith PC (2015). Broader health coverage is good for the nation’s health: evidence from 
country level panel data. J R Stat Soc Ser A Stat Soc. 178(1):101–24. 
https://doi.org/10.1111/rssa.12048 PMID:25598588 

National Academies of Sciences, Engineering, and Medicine. 2018. Crossing the global quality chasm: 
improving health care worldwide. Washington (DC), USA: National Academies Press. Available from: 
http://nationalacademies.org/hmd/Reports/2018/crossing-global-quality-chasm-improving-health-care-
worldwide.aspx. 

Neal RD, Tharmanathan P, France B, Din NU, Cotton S, Fallon-Ferguson J, et al. (2015). Is increased 
time to diagnosis and treatment in symptomatic cancer associated with poorer outcomes? Systematic 
review. Br J Cancer. 112(Suppl 1):S92–107. https://doi.org/10.1038/bjc.2015.48 PMID:25734382 

Niessen LW, Mohan D, Akuoku JK, Mirelman AJ, Ahmed S, Koehlmoos TP, et al. (2018). Tackling 
socioeconomic inequalities and non-communicable diseases in low-income and middle-income 
countries under the sustainable development agenda. Lancet. 391(10134):2036–46. 
https://doi.org/10.1016/S0140-6736(18)30482-3 PMID:29627160 

https://doi.org/10.1016/S2214-109X(18)30386-3
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30196093&dopt=Abstract
https://doi.org/10.1200/JCO.2017.35.15_suppl.e18132
https://doi.org/10.1111/ecc.12473
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26918687&dopt=Abstract
https://doi.org/10.1016/j.canep.2011.04.005
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21613000&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21613000&dopt=Abstract
https://doi.org/10.1016/S0140-6736(16)00577-8
https://doi.org/10.1016/S0140-6736(16)00577-8
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27236345&dopt=Abstract
https://doi.org/10.1200/JOP.2010.000116
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21886495&dopt=Abstract
https://doi.org/10.1017/S1744133116000414
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28332456&dopt=Abstract
https://doi.org/10.1017/S1744133109004836
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19187569&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19187569&dopt=Abstract
https://doi.org/10.1002/ijc.31187
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29197068&dopt=Abstract
https://doi.org/10.2105/AJPH.2013.301631
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24134353&dopt=Abstract
https://doi.org/10.1200/JCO.2014.55.2588
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25199753&dopt=Abstract
https://doi.org/10.1016/S0140-6736(12)60357-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22591542&dopt=Abstract
https://doi.org/10.1111/rssa.12048
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25598588&dopt=Abstract
http://nationalacademies.org/hmd/Reports/2018/crossing-global-quality-chasm-improving-health-care-worldwide.aspx
http://nationalacademies.org/hmd/Reports/2018/crossing-global-quality-chasm-improving-health-care-worldwide.aspx
https://doi.org/10.1038/bjc.2015.48
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25734382&dopt=Abstract
https://doi.org/10.1016/S0140-6736(18)30482-3
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29627160&dopt=Abstract


247 

 

O’Donnell O, van Doorslaer E, Rannan-Eliya RP, Somanathan A, Adhikari SR, Akkazieva B, et al. (2008). 
Who pays for health care in Asia? J Health Econ. 27(2):460–75. 
https://doi.org/10.1016/j.jhealeco.2007.08.005 PMID:18179832 

OECD (2010). Value for money in health spending. Paris, France: Organisation for Economic Co-
operation and Development. Available from: http://www.oecd.org/els/health-systems/value-for-money-
in-health-spending.htm. 

OECD (2013). Cancer care: assuring quality to improve survival. Paris, France: Organisation for Economic 
Co-operation and Development. Available from: http://www.oecd.org/health/cancer-care-
9789264181052-en.htm. 

OECD (2017). Recommendations to OECD ministers of health from the high level reflection group on the 
future of health statistics: strengthening the international comparison of health system performance 
through patient-reported indicators. Paris, France: Organisation for Economic Co-operation and 
Development. Available from: https://www.oecd.org/els/health-systems/Recommendations-from-high-
level-reflection-group-on-the-future-of-health-statistics.pdf. 

Paina L, Peters DH (2012). Understanding pathways for scaling up health services through the lens of 
complex adaptive systems. Health Policy Plan. 27(5):365–73. https://doi.org/10.1093/heapol/czr054 
PMID:21821667 

Penchansky R, Thomas JW (1981). The concept of access: definition and relationship to consumer 
satisfaction. Med Care. 19(2):127–40. https://doi.org/10.1097/00005650-198102000-00001 
PMID:7206846 

Quinn GP, Sanchez JA, Sutton SK, Vadaparampil ST, Nguyen GT, Green BL, et al. (2015). Cancer and 
lesbian, gay, bisexual, transgender/transsexual, and queer/questioning (LGBTQ) populations. CA 
Cancer J Clin. 65(5):384–400. https://doi.org/10.3322/caac.21288 PMID:26186412 

Reeves A, Gourtsoyannis Y, Basu S, McCoy D, McKee M, Stuckler D (2015). Financing universal health 
coverage – effects of alternative tax structures on public health systems: cross-national modelling in 89 
low-income and middle-income countries. Lancet. 386(9990):274–80. https://doi.org/10.1016/S0140-
6736(15)60574-8 PMID:25982041 

Rubin G, Berendsen A, Crawford SM, Dommett R, Earle C, Emery J, et al. (2015). The expanding role of 
primary care in cancer control. Lancet Oncol. 16(12):1231–72. https://doi.org/10.1016/S1470-
2045(15)00205-3 PMID:26431866 

Sanders JJ, Curtis JR, Tulsky JA (2018). Achieving goal-concordant care: a conceptual model and 
approach to measuring serious illness communication and its impact. J Palliat Med. 21 S2:S17–27. 
https://doi.org/10.1089/jpm.2017.0459 PMID:29091522 

Shrime MG, Hamer M, Mukhopadhyay S, Kunz LM, Claus NH, Randall K, et al. (2017). Effect of removing 
the barrier of transportation costs on surgical utilisation in Guinea, Madagascar and the Republic of 
Congo. BMJ Glob Health. 2(Suppl 4):e000434. https://doi.org/10.1136/bmjgh-2017-000434 
PMID:29225959 

Siminoff LA, Graham GC, Gordon NH (2006). Cancer communication patterns and the influence of patient 
characteristics: disparities in information-giving and affective behaviors. Patient Educ Couns. 
62(3):355–60. https://doi.org/10.1016/j.pec.2006.06.011 PMID:16860520 

Sloan FA, Gelband H (2007). Cancer control opportunities in low-and middle-income countries. 
Washington (DC), USA: National Academies Press. 

Smith SD, Nicol KM, Devereux J, Cornbleet MA (1999). Encounters with doctors: quantity and quality. 
Palliat Med. 13(3):217–23. https://doi.org/10.1191/026921699668267830 PMID:10474708 

Sullivan R, Alatise OI, Anderson BO, Audisio R, Autier P, Aggarwal A, et al. (2015). Global cancer surgery: 
delivering safe, affordable, and timely cancer surgery. Lancet Oncol. 16(11):1193–224. 
https://doi.org/10.1016/S1470-2045(15)00223-5 PMID:26427363 

Sun M, Karakiewicz PI, Sammon JD, Sukumar S, Gervais MK, Nguyen PL, et al. (2014). Disparities in 
selective referral for cancer surgeries: implications for the current healthcare delivery system. BMJ 
Open. 4(3):e003921. https://doi.org/10.1136/bmjopen-2013-003921 PMID:24657917 

Tandon A, Murray CJL, Lauer JA, Evans DB (2000). Measuring overall health system performance for 191 
countries. GPE Discussion Paper Series: No. 30. EIP/GPE/EQC. Geneva, Switzerland: World Health 
Organization. Available from: http://www.who.int/healthinfo/paper30.pdf. 

Ubel PA, Abernethy AP, Zafar SY (2013). Full disclosure – out-of-pocket costs as side effects. N Engl J 
Med. 369(16):1484–6. https://doi.org/10.1056/NEJMp1306826 PMID:24131175 

https://doi.org/10.1016/j.jhealeco.2007.08.005
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18179832&dopt=Abstract
http://www.oecd.org/els/health-systems/value-for-money-in-health-spending.htm
http://www.oecd.org/els/health-systems/value-for-money-in-health-spending.htm
http://www.oecd.org/health/cancer-care-9789264181052-en.htm
http://www.oecd.org/health/cancer-care-9789264181052-en.htm
https://www.oecd.org/els/health-systems/Recommendations-from-high-level-reflection-group-on-the-future-of-health-statistics.pdf
https://www.oecd.org/els/health-systems/Recommendations-from-high-level-reflection-group-on-the-future-of-health-statistics.pdf
https://doi.org/10.1093/heapol/czr054
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21821667&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21821667&dopt=Abstract
https://doi.org/10.1097/00005650-198102000-00001
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7206846&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7206846&dopt=Abstract
https://doi.org/10.3322/caac.21288
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26186412&dopt=Abstract
https://doi.org/10.1016/S0140-6736(15)60574-8
https://doi.org/10.1016/S0140-6736(15)60574-8
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25982041&dopt=Abstract
https://doi.org/10.1016/S1470-2045(15)00205-3
https://doi.org/10.1016/S1470-2045(15)00205-3
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26431866&dopt=Abstract
https://doi.org/10.1089/jpm.2017.0459
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29091522&dopt=Abstract
https://doi.org/10.1136/bmjgh-2017-000434
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29225959&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29225959&dopt=Abstract
https://doi.org/10.1016/j.pec.2006.06.011
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16860520&dopt=Abstract
https://doi.org/10.1191/026921699668267830
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10474708&dopt=Abstract
https://doi.org/10.1016/S1470-2045(15)00223-5
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26427363&dopt=Abstract
https://doi.org/10.1136/bmjopen-2013-003921
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24657917&dopt=Abstract
http://www.who.int/healthinfo/paper30.pdf
https://doi.org/10.1056/NEJMp1306826
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24131175&dopt=Abstract


248 

 

UN (2015). Transforming our world: the 2030 agenda for sustainable development. A/RES/70/1. New York 
(NY), USA: United Nations. Available from: 
https://sustainabledevelopment.un.org/post2015/transformingourworld. 

Wagstaff A, Flores G, Hsu J, Smitz MF, Chepynoga K, Buisman LR, et al. (2018a). Progress on 
catastrophic health spending in 133 countries: a retrospective observational study. Lancet Glob 
Health. 6(2):e169–79. https://doi.org/10.1016/S2214-109X(17)30429-1 PMID:29248367 

Wagstaff A, Flores G, Smitz MF, Hsu J, Chepynoga K, Eozenou P (2018b). Progress on impoverishing 
health spending in 122 countries: a retrospective observational study. Lancet Glob Health. 6(2):e180–
92. https://doi.org/10.1016/S2214-109X(17)30486-2 PMID:29248366 

Wasif N, Chang YH, Pockaj BA, Gray RJ, Mathur A, Etzioni D (2016). Association of distance traveled for 
surgery with short- and long-term cancer outcomes. Ann Surg Oncol. 23(11):3444–52. 
https://doi.org/10.1245/s10434-016-5242-z PMID:27126630 

Weeks JC, Catalano PJ, Cronin A, Finkelman MD, Mack JW, Keating NL, et al. (2012). Patients’ 
expectations about effects of chemotherapy for advanced cancer. N Engl J Med. 367(17):1616–25. 
https://doi.org/10.1056/NEJMoa1204410 PMID:23094723 

WHA (2016). Framework on integrated, people-centred health services. Sixty-ninth World Health 
Assembly A69/39. Provisional agenda item 16.1. Available from: 
http://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1. 

WHA (2017). Cancer prevention and control in the context of an integrated approach. Seventieth World 
Health Assembly. Agenda item 15.6. Available from: 
http://apps.who.int/gb/ebwha/pdf_files/WHA70/A70_R12-en.pdf. 

Whitehead M, Dahlgren G, Evans T (2001). Equity and health sector reforms: can low-income countries 
escape the medical poverty trap? Lancet. 358(9284):833–6. https://doi.org/10.1016/S0140-
6736(01)05975-X PMID:11564510 

WHO (2006). Quality of care: a process for making strategic choices in health systems. Geneva, 
Switzerland: World Health Organization. Available from: 
http://www.who.int/management/quality/assurance/QualityCare_B.Def.pdf. 

WHO (2007). Everybody’s business: strengthening health systems to improve health outcomes. WHO’s 
framework for action. Geneva, Switzerland: World Health Organization. Available from: 
http://www.who.int/healthsystems/strategy/everybodys_business.pdf. 

WHO (2008). The Tallinn charter: health systems for health and wealth. WHO European Ministerial 
Conference on Health Systems. Health Systems, Health and Wealth. Tallinn, Estonia, 25–27 June 
2008. Copenhagen, Denmark: WHO Regional Office for Europe. Available from: 
http://www.euro.who.int/__data/assets/pdf_file/0008/88613/E91438.pdf. 

WHO (2010). World health report 2010. Health systems financing: the path to universal coverage. Geneva, 
Switzerland: World Health Organization. Available from: http://www.who.int/whr/2010/en/. 

WHO (2014). Making fair choices on the path to universal health coverage. Final report of the WHO 
Consultative Group on Equity and Universal Health Coverage. Geneva, Switzerland: World Health 
Organization. Available from: http://apps.who.int/iris/handle/10665/112671. 

WHO (2016a). Assessing national capacity for the prevention and control of noncommunicable diseases: 
report of the 2015 global survey. Geneva, Switzerland: World Health Organization. Available from: 
http://apps.who.int/iris/handle/10665/246223. 

WHO (2016b). Cancer prevention and control in the context of an integrated approach, report from the 
Secretariat, 140th session of the executive board, EB140/31, 29 December 2016. Geneva, 
Switzerland: World Health Organization. Available from: 
http://apps.who.int/gb/ebwha/pdf_files/EB140/B140_31-en.pdf. 

WHO (2017a). Guide to cancer early diagnosis. Geneva, Switzerland: World Health Organization. 
Available from: https://www.who.int/cancer/publications/cancer_early_diagnosis/en/. 

WHO (2017b). Tackling NCDs: ‘best buys’ and other recommended interventions for the prevention and 
control of noncommunicable diseases. Geneva, Switzerland: World Health Organization. Available 
from: http://apps.who.int/iris/handle/10665/259232. 

WHO (2018). Global health expenditure database: domestic general government health expenditure (% of 
GDP). Geneva, Switzerland: World Health Organization. Available from: 
http://apps.who.int/nha/database/Select/Indicators/en. 

Yun YH, Kim YA, Min YH, Park S, Won YJ, Kim DY, et al. (2012). The influence of hospital volume and 
surgical treatment delay on long-term survival after cancer surgery. Ann Oncol. 23(10):2731–7. 
https://doi.org/10.1093/annonc/mds101 PMID:22553194 

https://sustainabledevelopment.un.org/post2015/transformingourworld
https://doi.org/10.1016/S2214-109X(17)30429-1
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29248367&dopt=Abstract
https://doi.org/10.1016/S2214-109X(17)30486-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29248366&dopt=Abstract
https://doi.org/10.1245/s10434-016-5242-z
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27126630&dopt=Abstract
https://doi.org/10.1056/NEJMoa1204410
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23094723&dopt=Abstract
http://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1
http://apps.who.int/gb/ebwha/pdf_files/WHA70/A70_R12-en.pdf
https://doi.org/10.1016/S0140-6736(01)05975-X
https://doi.org/10.1016/S0140-6736(01)05975-X
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11564510&dopt=Abstract
http://www.who.int/management/quality/assurance/QualityCare_B.Def.pdf
http://www.who.int/healthsystems/strategy/everybodys_business.pdf
http://www.euro.who.int/__data/assets/pdf_file/0008/88613/E91438.pdf
http://www.who.int/whr/2010/en/
http://apps.who.int/iris/handle/10665/112671
http://apps.who.int/iris/handle/10665/246223
http://apps.who.int/gb/ebwha/pdf_files/EB140/B140_31-en.pdf
https://www.who.int/cancer/publications/cancer_early_diagnosis/en/
http://apps.who.int/iris/handle/10665/259232
http://apps.who.int/nha/database/Select/Indicators/en
https://doi.org/10.1093/annonc/mds101
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22553194&dopt=Abstract


249 

 

Zafar SY, Peppercorn JM, Schrag D, Taylor DH, Goetzinger AM, Zhong X, et al. (2013). The financial 
toxicity of cancer treatment: a pilot study assessing out-of-pocket expenses and the insured cancer 
patient’s experience. Oncologist. 18(4):381–90. https://doi.org/10.1634/theoncologist.2012-0279 
PMID:23442307 

  

https://doi.org/10.1634/theoncologist.2012-0279
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23442307&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23442307&dopt=Abstract



