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THE PRESIDENT’S MESSAGE
GRAND CHALLENGES
by Ian Magrath
Prior to the ability to accurately estimate longitude, maritime navigation
was a hit or miss affair—and each
could bring equally devastating consequences. One foggy night in October 1707, Admiral Sir Clowdisley
Shovell, returning home after successful skirmishes with the French navy in
the Mediterranean, mistakenly
thought his fleet to be further west
than it was. As a consequence, four of
his five ships were wrecked on the
rocks of the Scilly isles and 2,000 men
perished in the frigid waters. Over 30
years later, in September 1740, Commodore George Anson set off for the
South Pacific. Rounding Cape Horn,
and hampered by a crew hard hit by
scurvy, his ship, the Centurion, encountered a violent storm—not uncommon in these treacherous waters.
This one lasted for 58 days, but Anson
managed to bring his ship through it,
in spite of losing many men to scurvy
and the storm. Turning north, he
headed for the Island of Juan
Fernandez where he knew he would
find the fresh food and water his crew

so
desperately
needed. After several
days of sailing, land
unexpectedly came
into view. It was the
western coast of
Tierra del Fuego, indicating the ship to be
at least 200 miles off
course. Turning west,
then north, the Centurion finally reached
the 35 th parallel on
which Juan Fernando
lay but again, Anson
had no idea whether
to sail east or west.Two
weeks later, after two
180° turns and 80
more men dead from
scurvy, the Centurion
finally dropped anchor
at
Juan
Fernandez, having lost
Figure 1. Harrison’s chronometers; from left to right, above and below:
half of its original crew
H1, H2, H3, and H4. Reproduced with permission: © National Maritime
of 500.
Museum, London.
Ironically, fully five
years before its disastrous voyage to
named John Harrison.This instrument
the Pacific, the Centurion had tested
allowed the calculation of longitude
a highly accurate chronometer conon the basis of the time difference
structed by a little known clockmaker
from the home port, and had been
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highly effective in the course of a test
voyage to Lisbon. Unfortunately,
when the Centurion set sail for the
Pacific the chronometer was in
Harrison’s London house, where the
clockmaker was already working on
his third, more refined version of the
instrument (Figure 1). It would be another 50 years or so before highly accurate, handmade timepieces, based
on his design, began to be used routinely for navigation. Harrison had developed his chronometers in response to the Longitude Act of 1714
whereby the British Parliament, stimulated by the Shovell debacle in home
waters, had offered a prize of 20,000
pounds sterling to anyone who could
invent a “practical and useful means”
of solving the longstanding “longitude problem.” This Grand Challenge
led to the establishment of a distinguished panel (Sir Isaac Newton
among them), not only to judge the
submissions, but also to award grants
to enable impecunious inventors to
participate in the enterprise—so im-
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the complexities of scientific
77 warfare emphasize
data. Some of the more urgent grand
ing to biological
challenges, occasioned by rapid inthe chilling potential of microbes to
creases in human populations and
wreak havoc on human populaeconomic/industrial development,
tions—as well as the fact that health
are those in the environmental sciis a global issue.
ences. In the U.S. National Research
HEALTH IS A GLOBAL PROBLEM
Council’s list of eight, the fifth is to unThe importance of a global perspecderstand the ecological and evolutive on health was recently emphationary aspects of infectious diseases.
sized by another Grand Challenge, anCertainly, infections, with their devasnounced by Bill Gates at the recent
tating potential to result in the deaths
meeting of the World Economic Foof millions of people, precisely berum at Davos, Switzerland, in which he
cause of their ability to spread, must
pledged $200 million to support findalways remain high on the list of huing solutions to critical problems or
man challenges. Infectious diseases,
“grand challenges” in global health.
however, as a cause of disease-related
The determination of what these critimortality, are much less of a problem
cal problems are will be made by a
in the affluent nations than are nonpanel of experts, and based on procommunicable diseases, particularly
posals submitted by individuals and
cardiovascular diseases and cancer,
consortia from anywhere in the world.
and the epidemiological transitions
The funds will be jointly administered
which occur in the course of socioby the Bill and Melinda Gates Founeconomic development include a redation, the Foundation for the Naversal of the relative importance of intional Institutes of Health, and the
fections versus non-communicable
National Institutes of Health. What is
diseases as a cause of premature morparticularly novel about this initiative
tality. Nevertheless, the growing
is the inherent expectation that it will
problem of AIDS, the recent outbreak
stimulate research on diseases that
of SARS and the justifiable fears relat-
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particularly affect the developing
world. This is greatly needed; the Global Forum on Health Research has estimated that 90% of the research in
the world today addresses problems
which cause only 10% of its health
burden.
The Grand Challenges in Global
Health initiative is directed towards a
broad array of health problems. Following the example of the National
Cancer Act of 1971, Andrew von
Eschenbach, the Director of the U.S.
National Cancer Institute (NCI), has refocused attention on cancer by announcing yet another challenge—to
eliminate suffering and death from
cancer by the year 2015. Whether this
ambitious goal will be achieved will
be dependent not only upon science
and technology, in the context of the
discovery, development and delivery
of new products or approaches to
cancer prevention, diagnosis and
cure, but also upon human psychology—relating in part to the political
will (e.g., to enacting and enforcing robust legislation pertaining to tobacco
control) and in part to the ability to
convince people to adopt healthier
lifestyles. Whatever the year 2015
brings, there is no doubt that enough
is presently known about the causation of cancer and its treatment to envisage a time when this goal will be
largely achieved. This is a major step
forward compared to the situation
just a few decades ago. While Dr von
Eschenbach concedes it is unlikely
that cancer will be eliminated in the
foreseeable future, the challenge increases the focus on reducing the
cancer burden, which is presently
growing rapidly—largely in the 85%
of the world’s population that lives in
the developing world.
The focus engendered by the Longitude Act resulted in a solution to an

intractable problem within little more
than 20 years, although it took an additional half century before it was
widely applied. The problem of delivery is a particularly difficult one in the
developing world, the more so because controlling cancer, which consists of over 100 diseases, is unlikely
to be achieved by a single solution.

0%

20%

With more than 60% of cancer occurring in developing countries in the
year 2000—a figure expected to
reach 70% in 2020 as a result of population expansion and aging, and the
adoption of the unhealthy habits of
the western world—prospects for
slowing the increase in mortality and
decreasing suffering from cancer in

40%

60%

80%

100%

120%

Oral Cavity
Nasopharynx
Other Pharynx
Oesophagus
Stomach
Colon/Rectum
Liver
Pancreas
Larynx
Lung
Melanoma of skin
Breast
Cervix uteri
Corpus uteri
Ovary etc.
Prostate
Testis
Bladder
Kidney etc.
Brain, nervous system
Thyroid
Non-Hodgkin Lymphoma

Hodgkin’s disease
Multiple myeloma
Leukemia
All sites but skin

Figure 3: Ratio of mortality to incidence rate (age-corrected) for more and less developed countries in the year 2000. Blue: less developed countries. Yellow: more developed
countries. Data provided by Max Parkin (IARC).
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countries with limited resources appear to be gloomy indeed. One of the
factors inhibiting progress is the lack
of emphasis on cancer as a health
problem in these countries—in part
due to the high cost of cancer treatment and, in part, to the frequent, erroneous assumption that cancer is
incurable. So how much of a problem
is it, compared to other health problems, and what might realistically be
done in the developing world to prolong life and reduce suffering from
cancer? What, in other words, are the
Grand Challenges that apply to cancer in developing countries?

CANCER IN CONTEXT
Cancer is a significantly greater problem, in terms of incidence rates (cases
per 100,000 of the population per
year), in affluent nations than in developing countries. In developing
countries, although cancer incidence
is lower, mortality rates are proportionately higher (Figure 2). This is
largely because a higher proportion
of patients present with advanced
disease. The International Agency for
Research on Cancer (IARC) has estimated that there were approximately

lion) die from AIDS each year in developing countries as from cancer.
Similarly, tuberculosis currently infects approximately 60 million people
a year but also results in only 2 million annual deaths, while 300 million
patients develop malaria annually,
90% of them in sub-Saharan Africa, resulting in about a million annual
deaths. The enormous human and
economic cost of ill-health caused by
these three infectious diseases should
not be underestimated, and indeed,
a Global Fund was established in 2002
to fight them. But it is important to
note that together they account for
only some 25% more deaths each
year (5 million) than cancer (4 million)
in countries with limited resources.
Many of the patients who die from
cancer have no curative options since
they present for treatment at a time
when their cancer is too far advanced
(estimates vary, but perhaps 60-80%
of all cancer falls into this category in
developing countries). Depressing
though this fact is, it implies that the
cost of care is rather less than might
be expected on the basis of numbers
of cancer patients alone, since palliative care is much less expensive than

Developing countries have 60% of the world’s cancer, but only a third
of the total radiation facilities (some 2,200 compared to 4,500 in affluent nations). Fifteen African nations and several Asian countries
have no radiotherapy machines at all. —Source: International Atomic Energy Agency

6 million new cases of cancer in developing countries in the year 2000, 4
million of whom died of the disease.
In terms of the burden of illness, this
is much less than HIV/AIDS, which
presently afflicts perhaps 40 million
people in the world, some 95% of
whom live in developing countries.
Yet only half as many people (2 mil4

treatment with curative intent. It will
be important to develop more accurate figures for the absolute and relative costs of cancer treatment in a
range of developing countries. Such
figures are largely lacking. Importantly, socioeconomic development
results in a reduction in the mortality
from infectious diseases but an in-

crease in both incidence and mortality rates from cancer. Thus, greater efforts are needed now to improve cancer control in developing countries,
with the dual goals of preventing incidence rates from reaching those in
affluent countries and lowering
present mortality rates.
Measures for controlling cancer
must be adapted to both the regional
pattern of cancer as well as to the
level of development. Firstly, the pattern of cancer varies markedly
throughout the world. The incidence
of some cancers (e.g. lung cancer,
breast cancer and colon cancer) is
roughly proportional to the level of
socioeconomic development, although other cancers (especially
those associated with specific infectious disease such as hepatitis and
schistosomiasis) are more dependent
upon regional factors relating to
lifestyle and environment. Secondly,
access to care, whether for prevention, early detection, or treatment,
also varies with the level of development. In designing strategies to control cancer, knowing about the pattern of cancer is not enough. It will
also be important to know what resources are available to local populations to prevent or treat cancer. In this
regard, it is of interest that data from
IARC demonstrate that in cancers in
which radiotherapy and surgery are
primary treatment approaches (most
cancers), mortality ratios (the ratio
between annual age-adjusted incidence and mortality rates) differ on
average by less than 10%, between
more and less developed countries
(Figure 3). Although these figures
probably paint a somewhat optimistic picture, because information is
both more readily available and more
accurate from countries at higher levels of development, these figures sug-
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gest that major strides would be
made by improving patient access to
accurate diagnosis, to appropriate
surgery and to radiotherapy. Unfortunately, there is a dearth of radiotherapy machines in developing
countries—half as many as in affluent
countries, although developing countries bear 50% more of the cancer burden. Fifteen countries in Africa and
some in Asia presently have minimal
or no pathology services, no radiotherapy facilities, and few surgeons
capable of performing major cancer
surgery. While all three involve highly
skilled professionals, the number required is relatively small. Further, the
delegation of more routine tasks to
nurses and technicians, along with increased collaboration among existing
centers, mediated, where possible, by
telemedicine linkages, could greatly
improve the efficiency of, and access
to, consultative services.Whereas governments can often support the cost
of surgery and radiotherapy once the
facilities have been established (being largely the cost of staff salaries),
chemotherapy costs, and the supportive care required by patients receiving it, can be very expensive (particularly if requiring imported drugs).
Anti-cancer drugs are, therefore, generally out-of-pocket expenses, and
thus less accessible to the average
patient in developing countries. This
may be a part of the explanation for
the much worse results in developing
countries in patients with cancers in
which chemotherapy is a primary
treatment modality, e.g., testicular
cancer.

GRAND CHALLENGES FOR CANCER
CONTROL IN DEVELOPING COUNTRIES
The quintessential feature of developing countries is, by definition, their
lack of resources. In the field of can-

TABLE 1: GRAND CHALLENGES FOR CANCER CONTROL IN DEVELOPING COUNTRIES
1. Develop an improved understanding of the pattern of cancer types and
subtypes in relationship to geographical regions, socioeconomic strata
and ethnicity/hereditary factors.
2. Develop an improved understanding of the resources available for
cancer control and how effectively they are presently being utilized.
3. Develop strategies to ensure that preventable cancers are prevented.
4. Develop strategies to ensure that patients have rapid access to efficient
diagnostic and treatment facilities such that curable cancers are cured.
5. Develop strategies to ensure that patients receive the palliative care they
need.
6. Develop the physical and human capacity necessary to fulfill these
challenges.

cer this translates into a lack of experts of all kinds (including cancer
specialists, nurses and technicians), a
lack of facilities (diagnostic, treatment,
and laboratory), a lack of equipment
and products (diagnostic reagents
and machines, drugs, etc.) and a lack
of institutions, professional societies
and cooperative groups focused on
education and research. This leads, in
turn, to an inability to conduct highquality research and hence a paucity
of basic information about cancer, including population-based statistics
on the patterns of cancer, data on the
results of interventions, and simple
tabulations of any research studies
that may be ongoing. In addition to
the lack of institutional and professional resources, there is also a lack of
personal resources—illiteracy and
poverty rates are high. It is this combination of professional limitations,
poverty and illiteracy that results in
late diagnosis, such that a high fraction of patients have disease too extensive to be cured. Many of these
problems are outside the scope of

scientific and medical organizations,
but there is much that can be done
to help educate professionals, politicians and the public, to maximize the
use of enabling tools such as information technology, and to command additional resources. The central issues
can be encapsulated in six interdependent Grand Challenges (Table 1).
Controlling cancer might be compared to the basic requirements for a
successful sea voyage—there must
be a destination in mind, an accurate
map of the route, a means of knowing whether the ship is on course, and
an able crew. The lack of any of these
will lead to failure. Anson lost half his
crew to scurvy—much more delay
and his ship would have become
unsailable. Today, the limited human
capacity of developing countries is
similarly compounded by the high
burden of disease. Sadly, the ability
of the limited existing programs of
education and training to increase
capacity is all too often blunted by the
flight of the best talent to countries
able to offer better facilities and
5
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greater personal prosperity. Thus,
training alone is insufficient. Attractive opportunities must be created for
young professionals in their home
countries.
The proposed challenges are
stated in a sufficiently general way
that each is comprised of challenges
within challenges (like building a
chronometer; Harrison’s third contained 753 parts). They will vary in
their relative priorities and with respect to the cancers of primary focus
in different countries, but they also
apply to cancer in developing countries in general. Like many challenges
seriously undertaken, they may also
result in unexpected benefits. The
longitude problem, for example, at

first seemed most likely to be solved
with reference to the positions of the
heavenly bodies—the method used
since ancient times to estimate latitude. This prompted the establishment of observatories in France and
England, leading to a wealth of new
astronomical data. Galileo’s method
of assessing longitude, which was
based on the timing of the eclipses
of the moons of Jupiter, led unexpectedly to the measurement of the
velocity of light—one of the foundations of modern physics. Harrison invented the bimetallic strip and caged
ball bearings in creating his third
chronometer. More relevant, perhaps,
studying Burkitt’s lymphoma in Africa resulted in many advances in the

understanding and treatment of cancer and to the discovery of an important human virus. What invaluable
knowledge might come from more
investment in cancer research in developing countries? But anticipated
rather than serendipitous benefits are
the primary reason to undertake
these challenges, and meeting them,
even in part, would slow the rapid increase in cancer incidence occurring
in developing countries while improving the length and quality of life
of cancer patients. Notably, none of
the challenges requires the development of a new scientific method, technology or product. Ironically, they
might be more readily overcome if
that were all that were necessary! ■

INCTR’S ANNUAL
MEETING

At the poster session, Annual Meeting participants enjoyed meeting colleagues
and sharing information about treatment and ongoing cancer research.
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IINCTR’s fourth Annual Meeting took
place in Brussels at the end of May.
There were over 140 participants
from 37 countries and the meeting
was accredited by the Accreditation
Council of Oncology Europe (ACOE) participants were able to earn up to
19 CME points. By now the format of
the meeting is familiar, with its mix of
reports, Award Lectures, individual
presentations, educational updates,
workshops, and many small group
and committee meetings with varying degrees of formality. This is, perhaps, the central element of the Annual Meeting—the opportunity for all
INCTR members and guests to get
together to discuss ongoing programs and new ideas. A new feature
in the 2003 meeting were reports
from each branch or office (seven
now exist, each in a different country).
In conjunction with the meeting,
seven formal strategy group meet-
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ings took place—cervical cancer,
breast cancer, leukemia, lymphoma,
retinoblastoma, osteosarcoma and
African Burkitt’s lymphoma. Each differed in format, with some emphasizing discussion of new projects, and
others, updates of ongoing projects.
The lymphoma strategy group meeting, its first, took the form of a workshop focused on aggressive B cell
lymphomas. It was supported by the
Leukemia and Lymphoma Foundation of the USA. Presentations were
made by various pathologists and
oncologists/hematologists from a
number of countries about the problems faced and results being
achieved, and there was vigorous discussion about suitable future INCTR
projects. It is likely that a project focused on the characterization of large
B cell lymphoma will emerge from
this debate, and a meeting of a
smaller, more focused group will take
place at the INCTR conference on lymphomas that will be held in October
in Cairo in order to move things forward.

EDUCATIONAL PROGRAM
This year, hematological neoplasia
was the main theme of the educational elements of the meeting and
occupied the whole of the second
day. A series of distinguished experts
reviewed the pathology, pathogen-

formed consent in developing countries, and ethical issues arising from
the conduct of clinical research in
peripheral centers.The workshop was
well attended and the discussion
lively and provocative.
THE SPECIAL ADVISORY PANEL

Frans Dhaenens of Agfa, one of the
sponsors of the Annual Meeting, chaired
the session on new technologies.

esis and treatment of hematological
neoplasms, including acute lymphoblastic leukemia, acute myeloid leukemia, Hodgkin’s disease, and adult
and childhood lymphomas. On day
three there were additional presentations on late effects of childhood cancer, as well as a session on new technologies, which consisted of presentations on information technology
and molecular genetic profiling techniques including micro-array technology and the characterization of epigenetic changes in cancer cells.

ETHICS WORKSHOP
A particularly popular session was the
Ethics Workshop, in which topics relevant to the ethics of clinical trials in
developing countries were presented
and discussed, including special challenges that arise from the
conduct of clinical research in developing
countries, achieving
sound ethical review,
problems relating to in-

The Retinoblastoma
Strategy Group meets in
Brussels.

The second meeting of the Special
Panel of INCTR’s Advisory Committee
was held. This panel provides advice
to INCTR with respect to general aspects of its activities, as well as selecting INCTR Award winners. This year
the Panel made several important
decisions. Firstly, it selected (by vote)
from among the nominees, the recipients of the Paul P. Carbone Award in
International Oncology and the Nazli
Gad-el-Mawla Award. The recipient of
the 2004 Paul P. Carbone Award will
be Franco Cavalli, a Swiss oncologist
well known for both his outstanding
work in the field of lymphomas, and
his efforts to develop cancer control
programs in developing countries.
The recipient of the Nazli Gad-elMawla award will be Mahmoud
Mafouz, a distinguished Egyptian oncologist who has contributed enormously to the development of oncology in Egypt and a number of other
developing countries, as well as having served as Egyptian Minister of
Health. The Special Panel also endorsed the notion of holding future
INCTR Annual meetings in other
countries. It was felt important that
INCTR, whose mission is to help patients with cancer in developing
countries, should hold its annual
meeting in such countries. Although
this would provide additional opportunities for young professionals involved in cancer care from the region
to participate, it is to be stressed that
the meetings will retain their fully international flavor. Meetings will gen7
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tries, and how INCTR can contribute
to these—a critically important
theme that will be addressed more
fully in subsequent meetings.
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Figure 1. Percentage of participants who considered the
meeting exceeded or greatly exceeded their expectations; and who gave very good or excellent ratings for the
overall quality of the information presented.

erally take place in countries in which
INCTR has an office or branch, since
this will considerably aid logistics and
should provide opportunities for the
branch to be more widely recognized
in its own country or region. It was
decided that the next INCTR Annual
Meeting will be held in Cairo, Egypt,
in October 2004, and the Special
Panel proposed that the following
meeting be held in India. The venue
of each subsequent meeting will be
chosen two years in advance on the
basis of presentations made by countries that would like to host a meeting. The Panel also discussed the importance of coordinated cancer control programs in developing coun-

Overall, the meeting was very successful. Over half to almost 80% of all
participants who completed an
evaluation form on each of the three
days of the meeting felt that the
meeting either exceeded or greatly
exceeded their expectations and
similar numbers gave very good to
excellent ratings for the quality of the
information presented. All remaining
participants, with the exception of 3%
on the second day (educational symposium) felt that the meeting fully
met their expectations (Figure 1). It
seems that nobody went home disappointed! With respect to the organization and management of the
meeting, almost everybody (98%)
gave it very good (43%) or excellent
(55%) ratings, and 99% gave high
marks to the organizing staff (38%
very good and 61% excellent). Congratulations to INCTR administrative
staff and GIC (the conference organizer) for a job well done!

STRATEGY GROUP MEETINGS
Breast Cancer
The group has agreed to undertake a
large retrospective survey of 8-10,000
patients seen at the institutions of
strategy group members, in order to
provide a foundation of information
on which future studies will be based.
In addition, the group agreed to work
on the development of a treatment
protocol for patients with locally advanced breast cancer.
Cervical Cancer
Two screening projects, in collaboration with IARC are underway (Nepal,
Tanzania) and discussion was held as
to how to expand the number of
screening projects. The group decided that a review should be prepared of the status of cervical cancer
screening and treatment in the countries represented, that it would be
useful to define “minimal clinical
guidelines” for treatment, and that an
appropriate project for the group
would be to develop and test the feasibility of an affordable protocol for
the treatment of patients with locally
advanced disease.
Leukemia
The new treatment protocol of the
Indian Leukemia Study Group is undergoing final review in India prior to
initiation of the clinical trial later this
year. It was agreed that it would be
useful to develop uniform definitions
and data collection forms relating to
presentation, immunophenotype,
treatment and treatment outcome in
patients with acute leukemia in order
that results in different centers can be
accurately compared.

The Leukemia Strategy Group meets
during the Annual Meeting.
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Lymphoma
The group felt it would be important
to investigate differences in the incidence of diffuse large B cell lymphoma and Burkitt’s lymphoma in the
countries represented, and to explore
the possibility of characterizing diffuse large cell lymphoma at a molecular level. A subcommittee wished to
work together in the development of
a new protocol for the treatment of
childhood non-Hodgkin’s lymphomas in developing countries (other
than sub-Saharan Africa).
Osteosarcoma
The treatment protocol for metastatic
osteosarcoma continues. Two new
centers have agreed to participate.
Early results indicate that the treatment regimen is tolerable in the setting of developing countries—minimal toxicity has been encountered.
Retinoblastoma
More than 150 questionnaires have
been completed in the study in which
the reasons for late presentation of
retinoblastoma are being investigated in 11 institutions in 9 countries.
Two centers have recently been
added and the original goal of 500
completed questionnaires will be increased accordingly.
African Burkitt’s Lymphoma
The group completed final review of
a protocol for the treatment of African Burkitt’s lymphoma . SIOP and the
French-African Pediatric Oncology
group participated in the meeting
and discussed progress in their respective treatment programs. This
exchange of experiences and views
has proved very useful to moving forwards in improving the outcome of
children with Burkitt’s lymphoma in
sub-Saharan Africa. ■

INCTR AWARDS 2003

INCTR President Ian Magrath (left)
presents the 2003 Nazli Gad-el-Mawla

Each year, INCTR gives two awards
that are presented to individuals who
have made outstanding contributions to cancer treatment or research
in one or more developing countries.
The purpose of these awards is not
simply to recognize and honor the recipients, although this is certainly an
important element, but also to show,
by their example, that much can be
accomplished even when resources
are limited. It is hoped that their work
and philosophy, brought through the
award lectures to a broader audience
than would otherwise be the case, will
inspire others to greater efforts.
Each of the awards is named for a
distinguished oncologist. Each began
their careers when there was so little
knowledge about the causes of cancer, that people could only live in fear
that they would one day be a victim,
while the diagnosis was usually hidden from those unfortunate enough
to develop cancer because so little
could be done for them. It is thanks
to the resolution and fortitude of Dr
Nazli Gad-el-Mawla, Dr Paul P.

Award to Dr Federico Sackmann-Muriel,
of Buenos Aires.

Carbone, and others like them, who
began their work at a time when cancer specialists were often accused of
prolonging the misery of cancer victims through their efforts at treatment, that today, at least in the
wealthier nations, more than half of
those who develop cancer can be
cured. Both Dr Nazli and Dr Carbone
were responsible for training numerous young people, and so leave us a
precious legacy through which their
work will be continued.
The Nazli Gad-el-Mawla Award is
given for outstanding contributions
to cancer control by an individual
from a country with limited resources.
Nazli Gad-el-Mawla was a pioneer
Egyptian oncologist, who, as a member of a small group of oncologists
working at the National Cancer Institute in Cairo in the 1960s and 1970s,
helped to build the institute into one
of the premier cancer centers in the
9
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The Award Lectures have become a much-anticipated feature of the Annual Meeting.

Middle East. She founded the Department of Medical Oncology in 1970
and, as part of it, developed a strong
pediatric oncology program. She is
known particularly for her work in the
chemotherapy of cancer of the bilharzial bladder, which accounts for some
25% of all cancer in Egypt, and in hematological malignancies. She was
highly respected both by her colleagues in Egypt and by the international community of oncologists in
which she became increasingly active
throughout her career.
The 2003 Nazli Award was given
to Dr Federico Sackmann-Muriel. Dr
Sackmann-Muriel gained his medical
degree at the Medical School of
Buenos Aires University. Shortly after
completing his pediatric hematology
training with Dr. W.W. Zuelzer in Detroit, he returned to Argentina to join
the Hematology Service of “Hospital
de Niños” in Buenos Aires. At that time,
he realized how important it was to
conduct collaborative clinical trials in
pediatric malignant diseases. He created in 1967, together with Dr.
Santiago Pavlovsky and Dr. Marion
Eppinger, the “Grupo Argentino de
10

Tratamiento de Leucemias Agudas”
(GATLA) and in 1973 the “Grupo
Latinoamericano de Tratamiento de
Hemopatias Malignas” (GLATHEM).
These early collaborative efforts, initially in Argentina, then involving centers and investigators from several
Latin American countries (Argentina,
Uruguay, Brazil, Chile, Cuba, and Costa
Rica), made a critically important contribution to improving the results and
realizing the possibility of cure in
childhood leukemias and lymphomas
in Latin America. Dr. Sackmann-Muriel
has received nine national awards and
published more than 300 papers in
national and international journals.
The Paul P. Carbone Award in International Oncology is given for outstanding contributions to oncology or
cancer research in one or more developing countries by an individual from
a resource-rich country. Paul P.
Carbone was a pioneer American
oncologist, who, as the Associate Director for the Clinical Oncology Program
at the National Cancer Institute,
Bethesda, played a critical role in the
development of cancer chemotherapy.

Subsequently, he continued his work
as the Director of the Cancer Center
at the University of Madison, Wisconsin. From the beginning, he recognized not only the needs of patients
in developing countries, but also the
contribution that scientific research
conducted in such countries could
and should make to the global efforts
against cancer. Dr Carbone’s family
has established the Paul P. Carbone
M.D. Foundation for the support of scientific, educational, and charitable endeavors that reflect Dr. Carbone’s practice of the art and science of oncology
and his lifelong dedication to teaching and mentoring.
The 2003 Carbone Award was
given to Dr Max Parkin. Dr Parkin
gained his primary medical qualification at Edinburgh University in 1968,
and specialized in social and community medicine. He joined the International Agency for Cancer Treatment
and Research (IARC) in 1981, and became Chief of the Unit of Descriptive
Epidemiology (UDE) there in 1986.
His department has collaborated for
many years with members of the International Association of Cancer
Registries, whose permanent secre-

Dr Joe Harford, Director of the Office of
International Affairs, National Cancer
Institute, delivered opening remarks.
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THE NAZLI GAD-EL-MAWLA AWARD
RECIPIENT: FEDERICO SACKMANN-MURIEL, MD
HISTORICAL DEVELOPMENT OF
PEDIATRIC CLINICAL TRIALS IN
HEMATOLOGICAL MALIGNANCIES IN
LATIN AMERICAN COUNTRIES
Between 1950 and 1960, all children
with acute lymphoblastic leukemia
(ALL) died, with a median survival of
between 12 and 18 months, even
though several drugs, such as 6-mercaptopurine, corticosteroids and
methotrexate, were able to produce
temporary remissions in some patients. In 1960, an important advance,
the foundation of modern riskadapted therapy, was made by a German hematologist practicing in the
USA, Wolf Zuelzer, with whom I studied. He and his colleagues observed
that the level of the initial leukocyte
count correlated with the length of
survival. With the increasing effectiveness of chemotherapy, particularly using drug combinations, the
importance of leukemic infiltration of
the CNS became apparent, and by the
early 1960s the basic pattern of
therapy—remission induction, intensification, preventive treatment of
meningeal leukemia and prolonged
maintenance therapy—had been established. By the late 1960s and early
1970s, Pinkel and his colleagues at St
Jude, Memphis, and Riehm and his
colleagues in Berlin, had been able to
demonstrate long-term survival in
50-55% of children with ALL.
At about this time (1967), the
Grupo Argentino de Tratamiento de
Leucemias Agudas (GATLA) was
founded in Buenos Aires by Drs
Santiago Pavlovsky, Marion Eppinger
and myself. Initially there were three
member institutions, including the
founding institution, Hospital de
Niños, Ricardo Gutierrez. At that time,
survival rates in ALL were only 1% at

4 years, but the discipline and focus created by the cooperative effort, and the
use of recent treatment approaches, resulted in an improved survival rate at 4
years of 21% in patients treated between 1967 and 1972. Among those in
continuous remission at 4 years, 80%

achieved long-term survival. These
promising results led to the rapid expansion of the group, and by 1990,
there were 32 members. Now, almost all
Argentinean cities have a GATLA member institution. In 1973, following the
success of GATLA, an international cooperative group was founded—Grupo
Latino-americano de Tratamiento de
Hemopatias Malignas (GLATHEM)—
which eventually included Chile, Costa
Rica, Cuba, Brazil and Uruguay. In some
studies, GATLA and GLATHEM have
used the same treatment protocols.
Between 1967 and 1994, 3,576 patients with ALL were entered into nine
different joint GATLA/GLATHEM studies in which various remission induction, CNS prophylaxis and maintenance
regimens were tested. During four
chronologically sequential periods,
event-free survival rates (EFS) improved steadily, being successively
11%, 24%, 46% and 55%. Over a similar timeframe, 497 patients with AML
were treated. EFS at 5 years improved

from 1% between 1967-80, to 21%
between 1983-90. Similar success
was achieved in 423 children with
non-Hodgkin’s lymphoma, EFS improving from 35% for children
treated from 1973-83 to 60% for children treated from 1984-88. With
Hodgkin’s disease 497 children were
treated in two main periods—196884 and 1986-92. EFS rose from 50%
in the first study to 84% in the second. These were gratifying results,
but still not as good as those being
achieved in Europe and the USA. By
now, I was the Chief of Oncology at
the Garrahan Hospital for Children in
Buenos Aires, which had opened in
1987. We decided to see whether we
could improve upon the GATLA results for ALL by using protocols
based on the Berlin-FrankfurtMünster group regimens. In three
successive protocols, ALL97, ALL90
and ALL96, we achieved EFS rates of
64%, 65% and 75% at 5 years—similar to those being achieved anywhere
in the world.
In summary, the founding of
GATLA led to improved survival rates
in children with hematological malignancies in Argentina. These results
were extended to other Latin American countries through GLATHEM. The
results, achieved over some 30 years,
demonstrate the importance of a disciplined approach to treatment and
the conduct of successive clinical trials in multiple centers (to ensure sufficient patients for analysis), each
study based on what was learned
from the last. Cooperative groups are
no less important in developing
countries than in affluent nations,
and precisely because of the need to
share limited resources, may be even
more important.
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tariat is based in the UDE. One of
UDE’s primary goals is to provide
training, information and advice, as
well as logistical and financial support
for the establishment of cancer registries in developing countries.
The main emphasis of the descriptive studies has been geographic
variations in incidence and mortality,
as well as the study of time trends, and
changes in the risk of cancer following international migration. The data
from the numerous registries reporting to the UDE has provided information on the pattern of cancer through-

out the world—the only comprehensive information on incidence outside
the high-income countries. It is accessible via either the highly respected
volumes, “Cancer Incidence in Five
Continents” of which Dr Parkin is the
senior editor, on-line, at the IARC’s
website, or in CD-ROM format.
Among the various data bases maintained by UDE are EUROCIM, The European Cancer Incidence and Mortality Database, and GLOBOCAN, a global cancer data base which permits
the creation of graphical displays,
maps, and tabulations of cancer inci-

ANNUAL MEETING: INFORMAL MEETINGS AND VISITS
Translational Research Meeting: it was agreed that members should attend
disease-specific strategy group meetings, be involved in educational initiatives and move towards standardizing relevant laboratory methods.
Meeting with CTIS representatives (a US information technology company):
the value of IT infrastructural support in many areas and possibilities of
developing a partnership were discussed.
Cancer Registration: discussions with Max Parkin, John Young and Joe
Harford about collaboration in this important area.
Cancer in Iraqi Children: a discussion was held among participants from
various countries in the Middle East about what could be done for Iraqi
children with cancer.
Tissue Bank Committee Meeting: a wide-ranging discussion took place regarding general issues of research with human tissues, which covered regulatory issues, informed consent, procedures for obtaining tissue specimens,
storage and documentation of samples and harmonization of efforts, e.g.,
with the program at King Faisal Research Center.
Pediatric Oncology Workshop in Bolivia: preliminary discussions about a
workshop for 2004.
Dr Shanta (Chennai, India): visited two critical care units in Hôpital Reine
Fabiola and Hôpital Bordet in Brussels in the context of the development
of critical care services in Chennai.
Dr Shanshetee (Jodhpur, India): visited Leuven University to view digital
mammography equipment since he is planning to establish a mammography program in Western Rajasthan.
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dence and mortality in the countries
or regions of choice. It also contains
data on population structure, and allows investigators to make predictions of future changes in cancer incidence and mortality using any assumptions they choose.
Based on these data and predicted
demographic changes alone (population increases and aging), it has been
predicted that the incidence of cancer
is likely to increase by at least 50% by
2020, most of the increase being in
developing countries, which by then
will account for some 70% of all cancer. This is important information
which sounds a warning bell to health
authorities throughout the world.
Data provided by or collected under
Dr Parkin’s tutelage provides a foundation for the development of national
cancer control programs as well as information from which hypotheses can
be generated regarding factors that
cause or predispose to cancer—hypotheses that can subsequently be
tested in epidemiological studies.
Dr Parkin also edits several books
on cancer in specific regions (e.g., Africa) and populations (e.g., children),
and his department has a special interest in improving methodology for
childhood cancer registration. He has
many ongoing projects, including the
evaluation of breast cancer screening
by physical examination in the Philippines, the evaluation of early detection strategies for cervical cancer in
various developing countries, the
evaluation of oral cancer screening (in
India and Cuba) and the evaluation of
gastric cancer screening (in Latin
America), and a variety of epidemiological studies in various cancers
throughout the world. Dr Parkin has
contributed more than 260 articles to
the medical literature. ■
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THE PAUL P. CARBONE AWARD IN INTERNATIONAL ONCOLOGY
RECIPIENT: DONALD MAXWELL PARKIN, BSC. MD, MRCP (UK),
DIP.SOC.MED (EDIN), FFCM
CANCER IN AFRICA
The provision of services for prevention and treatment of cancer has had
a low priority with African governments and development agencies. In
a way, it is reasonable to have focused
on health problems that have been
largely solved in the developed world
(infant, child and maternal mortality,
infectious diseases), but, unfortunately, these ‘old’ diseases co-exist in
Africa with new ones, most evidently
AIDS, but also non-communicable diseases, including cancer. Cancer is not
rare in Africa. Even ignoring the huge
load of AIDS-related Kaposi sarcoma,
the probability of a woman living in
present-day Kampala or Harare developing a cancer by age 65 is only about
20% lower than that of her sisters in
Western Europe. Yet the facilities for
cancer treatment in most of Africa are
minimal, and there are almost no prevention programs worthy of the
name.
WHO encourages all countries to
establish a national cancer control
program within a comprehensive, systematic framework, comprising prevention, early diagnosis, screening,
curative therapy, and palliative care.
Appropriate decision-making requires that epidemiological and programmatic data are available. Alas,
knowledge of cancer patterns in Africa is woefully inadequate; until quite
recently it was based primarily on the
work of pioneering clinicians and pathologists who described the composition of series of cancer patients encountered in their professional lives in
terms of age, sex, cancer site and histology. Unfortunately, comparisons
based upon relative frequency of dif-

ferent cancers in case series can be very
misleading. Pathology series under-represent cancers that are difficult to biopsy
(such as liver, pancreas or brain). Hospital series are biased by the clinical facilities available (radiotherapy series always include, for example, many cancers

of the head and neck and of the cervix,
but few gastro-intestinal cancers). What
is more, the use of proportions (or percentages) of different cancers as the statistic for comparison introduces a further problem: since the total must always equal 1 (or 100), if one cancer is
‘common’, all others in the series will appear to be rare.
The appropriate statistics for making
comparisons of risk between populations are incidence rates; these derive
from population-based cancer registries, which aim to record information on
all new cases of cancer that occur in a
defined population. Cancer registration
has been slow to develop in Africa, for a
variety of reasons. Certainly, defining
the residents and cancer patients in a
particular area, and obtaining accurate
diagnostic information, is more difficult
than in western countries. But it is not
impossible. The monograph “Cancer in
Africa: Epidemiology and Prevention,”
just published by IARC, brings together

information from all of the cancer registries in Africa (they cover about 8% of
the population), and reviews the epidemiology of the major cancers.
The principal cancer today is cervix
cancer, responsible for 12% of all new
cases. There is not much evidence of a
decrease in incidence (as observed
elsewhere in the world), but the risk has
not been increased by the AIDS epidemic. The other major cancers are
breast (10%), liver (8%), Kaposi sarcoma (6%), non-Hodgkin’s lymphoma
(5%), and prostate cancer (5%). Kaposi
sarcoma has increased dramatically in
parts of East and Central African where
HIV prevalence is high, and in several
countries it is the most common cancer of men (and second in women). The
frequency of breast cancer in Africa
appears surprising, as does the appearance of prostate cancer in the top 6; this
may reflect the urban bias of existing
data sources, where changing lifestyles
mean that these malignancies are becoming increasingly common. Burkitt’s
lymphoma was first described in Africa,
and although now recognized to be a
common form of lymphoma, specific
features of the epidemiology in Africa
may provide clues to understanding its
aetiology. Liver cancer and bladder
cancer also have singular epidemiological features that have been the focus of several studies. In most of Africa,
two of the major cancers in more developed countries–lung cancer and colon cancer–remain rather rare.
There is a need for a more systematic approach to cancer control in Africa, and better surveillance systems to
support this and to provide the impetus for research into cause and prevention relevant to African populations.
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PEDIATRIC ONCOLOGY
AND NURSING TRAINING
IN CENTRAL AMERICA
A meeting was held in early April at
the Lombardi Cancer Center in Washington DC, attended by members of
INCTR’s Education Committee, the
Outreach Program of St. Jude
Children’s Research Hospital, the Pediatric Oncology Program of
McMaster’s University and the Pediatric Oncology Division of the
Lombardi Cancer Center. Discussions
focused on the development of a
training program for pediatric
oncologists and pediatric oncology
nurses in four Central American countries—Guatemala, Honduras, El Salvador and Costa Rica—in conjunction
with AHOPCA, a regional pediatric
oncology society. The basic details of
the program were agreed upon and
some funding sources have been
identified. It is anticipated that this
program will be initiated in 2004. ■

RETINOBLASTOMA VIDEO
Dr Sidnei Epelman, a Brazilian pediatric oncologist and co-chairman of
INCTR’s Retinoblastoma Strategy
Group, announced that a short video
to increase public awareness of the
early signs of retinoblastoma, which
has been produced in Brazil, is now
available in multiple languages and
can be used by INCTR Strategy Group
members. Public education efforts
about retinoblastoma in Brazil have
resulted in early diagnosis in children
from distant, low resource regions,
who almost certainly would not otherwise have been diagnosed so early
in their disease. To obtain a copy of
the video, contact INCTR headquarters in Brussels. ■
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PALLIATIVE CARE IN
NEPAL

Linda Patmore’s visit to Kathmandu is
part of INCTR’s effort to bring professional training to developing countries.

Progress in developing the palliative
care program in Nepal continues.
Several Nepalese physicians will be
trained in a well-established palliative
care program in Calicut, India.
Linda Patmore, a palliative care
nurse specialist from King Faisal Specialist Hospital and Research Center
in Riyadh, Saudi Arabia, shared her expertise during a visit to Nepal in April.
Patmore presented in-depth lectures to personnel from Bhaktapur
Cancer Center, Hospice Nepal, Bir
General Hospital, Scheer Memorial
Hospital and the Katmandu University Medical School. She also met with
senior TUTH nurses.
Her main focus was pain control,
but she also discussed other areas of
symptom management, especially
gastrointestinal and respiratory problems. She encouraged evidencebased practice and the use of adult
and children’s pain scales. ■

Patmore (center) shared information
about safety issues, administrative
structures, family grief and patient flow
with key personnel in the facilities that
are developing palliative care programs
in Nepal.

INCTR MEETINGS AND
OUTREACH
INCTR held its Annual General Meeting, followed by a Governing Council
meeting on 15 February. INCTR
thanks departing Governing Councilor Heinz Ludwig for his support
over the last four years and welcomes
Dr Kishor Bhatia to the Council.
A meeting of the Advisory Board
of the London office of INCTR took
place on 2 April.
Dr Magrath participated in a meeting at the King Hussein Cancer Center to develop a strategy to help pediatric cancer patients in Iraq. The
meeting was attended by representatives from many NGOs, NCI's Office
of International Affairs, and many pe-

NEWS
diatric cancer centers in the Middle
Eastern region, including Iraq
(Baghdad).
INCTR staff also attended the
opening ceremony of the new office
of INCTR's French Branch, AMCC, located at the Val d'Aurelle Cancer Center in Montpellier. Prof de Thé, President of AMCC, Prof Dubois, Director
of Val d'Aurelle, Prof Sancho-Garnier,
head of Epidemiology, and Prof Pujol,
Director of La Ligue National Contre
le Cancer, also participated. INCTR
thanks Centre Val d’Aurelle for providing office space for Mme Sabine
Perrier-Bonnet. ■

INTERNATIONAL AWARD
FOR INCTR’S PRESIDENT

Clinical Trials Office as a permanent
staff member. ■

PRESIDENT’S MESSAGE
ANNUAL MEETING SUPPORTERS
Dr Marie-Thérèse Daniel from the
Hôpital St Louis in Paris donated
CD’s on The Cytology of Haematological Malignancies and Dr Joe
Harford, Director of the Office of
International
Affairs,
NCI,
Bethesda, provided copies of
World Cancer Reports. Annual
Meeting attendees greatly appreciated these educational offerings
and INCTR thanks Drs Daniel and
Harford for their generosity.
We also gratefully acknowledge
our Annual Meeting 2003 sponsors—Agfa, the Leukemia and
Lymphoma Society, and Lilly.

Dr Ian Magrath was the recipient of a
Special Award of the Excellence Committee of the First International Symposium on Childhood and Adolescent Non-Hodgkin’s Lymphoma. The
award, presented at a meeting in New
York on 12 April, was made for International Contributions to Pediatric NonHodgkin’s Lymphoma. ■

INCTR AWARD WINNERS, 2004
Paul P. Carbone Award in
International Oncology
Franco Cavalli, Switzerland
Nazli Gad-el-Mawla Award
Mahmoud Mafouz, Egypt

NEW INCTR STAFF
Lolita Lantican, a highly trained clinical data manager, joined INCTR’s Clinical Trials Office in April. Corinne Claes,
who worked in INCTR’s administrative
office as a trainee, recently joined the

conization. We apologize to Dr Santos
for these errors.

ERRATA
ADVANCED CERVICAL CANCER AFTER
UNTREATED CIN, BY DR CARLOS
SANTOS
In the last edition of our newsletter
(Volume 3, Number 3, Winter 02-03),
the summary of Dr C. Santos’s article
should have read: A case is presented
of advanced uterine cervical cancer in
a Peruvian woman who failed to receive treatment for previously diagnosed cervical intraepithelial neoplasia
(CIN) . In the second paragraph of the
article, it was mistakenly stated that
the patient was scheduled for
cryosurgery, rather than for cold knife

In a separate panel it was stated that
there are two million deaths per year
from smoking in developed countries
and one million in lesser developed
countries. This was true some years
ago, but remains on the WHO website.
More recently, it has been estimated
that in 2000, approximately 2.1 million deaths occurred in industrialized
countries, and 2.1 million in developing countries (total, 4.2 million). Since
then the number of annual deaths
has increased, and it is now estimated
to be 4.9 million. An excellent source
for information about tobacco-related health problems is the WHO Tobacco Atlas, available at http://
www.who.int/tobacco/statistics/
tobacco_atlas/en/. See also, the WHO
Framework Convention on Tobacco
Control, the world’s first public health
treaty, which was unanimously
adopted at the 56th World Health Assembly on 21 May, 2003, by WHO’s 192
Member States - www.who.int/tobacco/fctc/text/final/en/ . The WHO
predictions also shown in this panel
– 10 million total deaths, 7 million in
developing countries, by 2025, remain
current.
Also in a separate panel, the quotation from Dr Benjamin Rush should
have read: “In no one view, is it possible
to contemplate the creature man in a
more absurd and ridiculous light, than
in his attachment to tobacco.” Interested readers of NETWORK are recommended to Rush’s essay on tobacco in “Essays Literal, Moral and
Philosophical” (1798), in which this
statement appeared.The essay can be
found on the web at http://
medicolegal.tripod.com/
rush1798.htm . ■
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LA CANCÉROLOGIE
PÉDIATRIQUE AU MAROC
Jusqu’à la fin des années 1970, le
Maroc ne comptait qu’un seul centre
de radiothérapie installé à
Casablanca. Ce centre ne disposant
pas de moyens suffisants pour prendre en charge les enfants, la grande
majorité des patients atteints de cancers était traité dans les différents services de pédiatrie générale, de
médecine ou de chirurgie des
hôpitaux. Les traitements qui y étaient
appliqués variaient considérablement en fonction des produits
antimitotiques disponibles au sein de
ces différents services.
Au début des années 80, les
progrès spectaculaires observés en
oncologie pédiatrique ont poussé à
l’individualisation
d’unités
spécialisées dans les deux centres
hospitaliers universitaires du Maroc.
Ainsi les villes de Casablanca en 1980
et de Rabat en 1982, ont bénéficiés
successivement du développement
d’unités propres en cancérologie
pédiatrique. Ces unités pilotes ont été
les premières a appliquer des
protocoles standardisés—quoique
adaptés aux possibilités locales—aux
jeunes malades à l’image de ce qui
étaient déjà pratiqués dans la
majorité des pays occidentaux. La
présence de chirurgiens pédiatres,
d’anatomopathologistes et celle d’un
plateau de radiologie et de biologie
contribuant en outre à faciliter
grandement le travail dans ce
nouveau type de service. En 1986, la
création de l’Institut National
d’Oncologie à Rabat a donné une
nouvelle impulsion au traitement des
enfants qui ont enfin pu bénéficier de
traitement par irradiation dans des
conditions optimales. Une autre unité
a également vu le jour à l’Hôpital
16

La jeune Achoual Khadija, star du service d'oncologie pédiatrique, a totalement été prise
en charge par l’association Agir pour l'achat de ses médicaments.

d’Enfants de Casablanca et une
activité d’oncologie pédiatrique s’est
développé dans le secteur privé.
Pour pallier au manque de
ressources des hôpitaux et à
l’absence de couverture sociale chez
la plupart des malades, les équipes
d’oncologues pédiatriques ont eu recours au soutien de la société civile
via de création d’associations. Les associations Agir à Casablanca et l’Avenir
à Rabat ont permis l’achat de
médicaments, l’aménagement des
services et le renforcement des
équipes de soins, la construction
d’une maison d’accueil pour les parents des jeunes malades et, “last but
not least, “ l’aménagement d’une
unité de greffe de cellules souches
hématopoïétiques à Casablanca.
D’autres projets sont en passe de voir
le jour…
Il faut souligner que ces équipes
de soins spécialisées ont à présent
acquis la reconnaissance de la
communauté médicale qui leur
délègue un nombre croissant de
malades. Chaque année, plus de 600
nouveaux cas sont ainsi traités dans

ces unités, dont une large part de cas
sont des leucémies et des
lymphomes. Malheureusement,
l’étendue du pays, les faibles moyens
financiers des malades et parfois la
méconnaissance du cancer de
l’enfant sont toujours à l’origine de
retard diagnostique et d’abandon de
traitement ce qui compliquent une
nouvelle fois la prise en charge des
jeunes patients. Des progrès tangibles
dans la qualité des soins sont
cependant notés grâce à l’expertise
acquise par les équipes et en
particulier l’amélioration de la qualité
des soins infirmiers, l’amélioration de
la Supportive Care et l’intérêt croissant
porté à l’information des patients et
de la communauté médicale.
Dans leur effort d’offrir aux patients le maximum de chances de
guérison, ces équipes ont
heureusement trouvé un soutien important dans la communauté
médicale internationale. Ainsi,
l’intégration au Groupe FrancoAfricain d’Oncologie Pédiatrique
dirigé par le Professeur Jean Lemerle
a constitué un stimulant dans

EN FRANÇAIS

l’amélioration de la qualité des soins
tout en permettant l’entrée de ces
équipes marocaines dans la recherche clinique. La collaboration avec le
Saint-Jude Children Research Hospital, tout aussi fructueuse, a apporté un
fort soutien à la formation des
infirmières,
au
diagnostic
histopathologique des tumeurs
solides et à la lutte contre l’infection
nosocomiale.
On le voit, au Maroc, malgré un travail de fond de plus de 20 ans, des
progrès restent encore à accomplir
pour atteindre les résultats
escomptés dans la bataille contre les
cancers des enfants. Les moyens tant
humains que matériels restent
toujours insuffisants pour répondre
aux besoins de tous les patients.
L’éloignement géographique des patients continue d’être à l’origine de
difficultés d’accès aux soins et

PEDIATRIC ONCOLOGY IN MOROCCO
Organized Pediatric Oncology activity started in Morocco in the
early 1980s when two units opened
at the university hospitals in
Casablanca and Rabat. The two
teams tried to apply modern protocols but at that time, many drugs
were not available. However, the
presence of good pediatric surgery,
pathology and radiology helped
considerably.
In 1986, the National Cancer Institute opened in Rabat, offering
better radiotherapy facilities for
children. Subsequently, another
unit opened in Casablanca, together with private clinics in both
Casablanca and Rabat. Physicians
trained at the pediatric oncology
units, now working in different cities in the kingdom, are thus able to
follow patients having mainte-

explique en grande partie l’abandon
thérapeutique des malades. La mise
en place d’unités de soins régionales
devrait pouvoir apporter une réponse
positive à ce problème. De même que
les efforts de formation des médecins
et des infirmiers qui existent déjà
dans les programmes des unités
principales, devraient porter leur
fruits grâce à la décentralisation des
soins et au diagnostic précoce. ■
Mohamed Harif, Hôpital 20 août 1953
Fouzia Msefer-Alaoui, La Maison de
l’Avenir

Réunion médicale à l’Hôpital d’Enfants.
Services de Pédiatrie III (H. Haj Khalifa):
Hôpital d’Enfants, Casablanca, Tel : 212 22 484040

Les Unités d’Oncologie Pédiatrique
Unité d’Hématologie et Oncologie Pédiatrique
Service de Pédiatrie II, Hôpital d’Enfants, Rabat
Tel/Fax : 212 37 77 83 80
e-mail : uhop@iam.net.ma

Agir
Président : R. Lazrak
Siège : Service d’Hématologie et Oncologie
Pédiatrique, Hôpital 20 août 1953, Casablanca
Tel : 212 22 22 78 05, Fax : 212 22 228153
e-mail : agir@wanadoopro.ma

Service d’Hématologie et Oncologie Pédiatrique
(S. Benchekroun)
Hôpital 20 août 1953, Casablanca
Tel : 212 22 22 78 05
e-mail : agir@wanadoopro.ma

L’Avenir
Présidente : F. Msefer-Alaoui
Siège : La Maison de l’Avenir, Hay Nahda II, Rabat.
Tel : 212 37754174 Fax : 212 37756011
avenir.2@iam.net.ma , www.almoustakbal.org

nance therapy and those in follow-up
of treatment for cancer, after the
more intensive therapy is completed
at one of the major centers.
From the outset, the physicians
have been confronted by the lack of
government support for the patients.
Most cannot afford the cost of treatment and not infrequently, even the
cost of travel to the units. The hospitals also have very limited resources.
For these reasons, the medical staff
have initiated two fundraising
groups which have proved to be very
efficient. Agir in Casablanca and
L’Avenir in Rabat have been able to
provide valuable help. For example,
in Rabat, L’Avenir has constructed a
house for the patients, named
Maison de l’Avenir, whilst in
Casablanca, Agir has set up a bone
marrow transplant unit, the first one
in the country, which will open soon.
Meanwhile, L’Avenir is working on

setting up a bigger unit in Rabat,
whilst Agir is also working on a
project to construct a parents’
house in Casablanca. The teams are
working closely together and in
1996, created the Moroccan Society
of Pediatric Oncology, which organized an international SIOP meeting in 1998, and now organizes
regular national meetings.
The Pediatric Oncology Units
are now well established and are
treating more that 600 new patients a year. They are involved in
collaborative programs, mainly
with FAPOG (French African Pediatric Oncology Group), led by Professor Jean Lemerle and the St. Jude
Children’s Research Hospital (Memphis, Tennessee, USA). They are also
striving to diagnose patients earlier and to provide them with the
best available treatment and therefore the best chance of cure.
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THE INSTITUTO
ONCOLÓGICO DEL
ORIENTE BOLIVIANO
As one of the five major hospitals in
Santa Cruz de la Sierra, the Instituto
Oncológico del Oriente Boliviano
(IOOB) is one of Bolivia’s most important public health organizations. It is
the country’s only hospital for the exclusive treatment of patients with
cancer, both adults and children.
Bolivia lies in the heart of South
America, stretching from the heights
of the Andes Mountains to the tropical Amazon River Basin, with a population comprised mainly of Native Indian ethnic groups and Mestizos.
More than 58% of the Bolivian population, representing 4.6 million
people, is considered poor.
Santa Cruz de la Sierra, the capital
city of Santa Cruz, is the second largest city in Bolivia and the first in economic importance. Of the city’s population of two million, 76% live in the
city itself. About 38% of the city’s
population is poor; these people lack
basic health services, live in substandard housing, have very poor education and enjoy very little access to
health care.

The Instituto Oncológico del Oriente Boliviano, in Santa Cruz, is Bolivia’s sole cancer
treatment center.

As seen in Figure 1, infant deaths
are very high. Some years ago, Bolivia
had the dubious distinction of having, after Haiti, the highest infant
mortality rate in South America and
the Caribbean countries. The primary
causes of mortality are diarrhea and
respiratory tract infections. The National Health Programs focus primarily on infant and maternal deaths,
and only since 1997 has a National
Program covered all costs for these

Figure 1 - Health Indicators for Bolivia
Life Expectancy

62 years (1998)

Child Mortality Rate (under one
year of age)

67 Deaths per 1000 liveborn - (1998)

Child Mortality Rate (under five
years of age)

92 Deaths per 1000 live born (1998)

Incidence of diarrhea in children
under 5 years of age

5 episodes/child/year (1994)

Mortality Rate for diarrhea

7,900 Deaths per year (1994)
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major diseases.
The government does not consider cancer to be a major health issue, and because of this, it does not
cover any of the costs for diagnostic
procedures, treatment or follow-up
for patients with cancer. The government finances only the infrastructure,
meaning the health facilities and
some of the salaries paid to physicians
and paramedical workers.
The IOOB was founded in 1978 by
three visionary physicians who had
completed their training in oncology
outside the country. Since its inception under the leadership of seven
professionals, the IOOB has had three
major oncology divisions: radiotherapy, clinical oncology and surgery.
It has grown to include 163 workers,
of which 37 are physicians. The hospital has 60 beds in different wards
that include surgery, clinical oncology,
gynecology and pediatrics. It has several other services, including pathology, clinical laboratory, x-ray, ultrasound and mammography.

PARTNER PROFILE

The newest addition to the hospital services is pediatric oncology. In
l998 Dr.Yolanda Ernst became the first
pediatric oncologist on staff. Before
that time, an adult hematologist
treated children, and there were only
four beds for them. The Pediatric Department presently has two new
wards with a total of 12 beds and an
isolation room with one bed. The
medical staff in the department include two pediatric hematooncologists, one pediatric surgeon,
one pediatric anesthesiologist and
two general pediatricians who cover
at night, including emergencies.
As the population grows, so the
need for cancer treatment and research increases. Dr. Martha Alicia
Arrien, Executive Director of the hospital, has achieved several goals to
meet growing demand, always striving to improve the quality of services
offered by the hospital. One of the
major goals has been the purchase of
new radiotherapy treatment equip-

Services Offered in 2002
Outpatient Consults — 14,400
Surgeries — 1,099
Adult Inpatients — 1623
% Bed Occupation (Adult) — 65%
Pediatric inpatient — 622
% Occupation (Pediatrics) — 85%
Pathologic Studies — 1,650
Mammography — 1,645
Ultrasounds — 1,718
New Patients for Treatment — 355
Daily Patients for Treatment —
6,066
Chemotherapy — 958
Of all IOOB patients, 42% are
treated for uterine/cervical cancer, 11% for breast cancer, and
15% for pediatric cancers.

ment, since the old equipment dates
from the construction of the hospital.
The IOOB is a pioneer in cancer
prevention programs in the country.
The three largest programs are:
• Prevention of Cervical/Uterine
Cancer, which has national importance since IOOB is the reference center for the cervical cytology performed throughout Bolivia. It provides quality control for other public
institutions.
• Breast Cancer Prevention, in
which there is a special program for
screening women of low income.
• Skin Cancer Prevention, in which
the Nevus Program helps with the removal and pathological diagnosis of
suspected nevus.
The plans are many, but with little
or no support from the Bolivian government, much of the work must be
accomplished with international help
from organizations such as the INCTR,
CNI of the United States of America,
and other international groups. Bolivian people also help by working as
volunteers in different associations
such as the Legión Cruceña de
Combate al Cancer, Fundación de
Amigos y Familiares de Niños con
Cancer, SALVAME, and others that

Volunteers with IOOB pediatric patients.

have the heart and will to help these
patients who did not ask to be sick, but
who have one of the most calamitous
diseases, and very little economic resources or education to cope with it.
The hospital staff fervently hopes
to convince the Health Office of the
Government that cancer is a growing
health problem in Bolivia, and that
prevention, early diagnosis and adequate treatment can offer a better
survival outcome to all Bolivian oncological patients. ■
Maria Raquel Bravo-Clouzet
Instituto Oncológico del Oriente
Boliviano

IOOB patients
begin the road
to recovery.
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N E T W O R K
PROFILES IN CANCER MEDICINE

BUILDING CAPACITY IN
UGANDA
Pathologist and educator Raphael
Owor, 69, has spent a lifetime working
to improve medical resources and access to medical care in Uganda, where
the AIDS epidemic has dropped the
average life expectancy to 44. Now, as
director of the Uganda National
Health Research Organization
(UNHRO), a coordinating body, Owor
says his country is beginning to understand that the road to economic
recovery will be paved by doctors. In
other words: health makes wealth.
“The biggest challenge facing
doctors in Uganda is there is so much
work to do, and sometimes we don’t
have enough laboratories or investigative resources,” says Owor. “Physicians use clinical signs and symptoms
for diagnosis. Many times, we can be
wrong. But we have to do our best.
“The second challenge is that
while physicians work so hard, often
without sleep, remuneration is never
commensurate,” Owor continues.
“Ugandan doctors are paid very little
and most patients have to pay for
their own care–government spending on health is only 9 USD per capita
per year. This magnitude of a funding
gap cannot be closed by efficiency
gains alone. Still, with the little
money we have, we could do better.
What we need are more coordinated
health systems, to develop the capacity for using what resources we have
more efficiently.”
Since 1986 the government has
worked to stabilize and rehabilitate
an economy ravaged by civil wars
and political turmoil. Until then, the
government often diverted resources for medical programs to
other areas of need.
20

During much of that time, Owor
was working as Director of the
Kampala Cancer Registry (19721982) and as a Professor of Pathology
at Makerere Medical School, where
he himself had studied. In addition to
undergraduate teaching, Owor took
full responsibility for developing
post-graduate training in surgery,
pathology, and other specialties, during a career spanning 32 years. He
was named Dean of the Faculty of
Medicine at Makerere in 1981.
As Dean, Owor developed degree
programs in dentistry, pharmacy, anesthesia, physiology, pharmacology
and anatomy, as well as a community-oriented curriculum. He established the Child Health and Development Center, training health personnel to improve child survival. Finally,
with the support of the Rockefeller
Foundation, he developed the Clinical Epidemiology Unit. The unit is associated with the International Clinical Epidemiology Network.
Since retiring from teaching in
2001, Owor has focused on health issues of national concern, coordinating
Essential National Health Research
(ENHR) activities and working with
the Ministry of Health in the development of the Uganda National Health
Research Organization (UNHRO).
Among the top national health
priorities Owor and his colleagues

have identified are maternal and
child health, infectious diseases, particularly malaria, tuberculosis and
HIV/AIDS, and health systems. With
limited resources, the emphasis regarding cancer in Uganda is on control and prevention. “The Ministry of
Health takes a proactive approach,”
Owor says, “with the idea that each
person is responsible for his or her
own life. We are teaching the people
to help themselves in providing basic necessities like clean water and
clean latrines. Another important
government program is health education in schools, so that children can
learn how to promote good health
and prevent disease.”
As president of UNHRO, Owor is
working to secure national funding
for coordinated health research, and
is seeking the support of international bodies as well. For instance,
some AIDS research is being funded
by the Medical Research Council of
the UK, he says. American and other
groups also are providing resources
and personnel to work together with
Ugandans.
Owor also is leading the African
Health Research Forum, a new organization that promises to bolster collaboration among African nations
and to strengthen the continent’s
voice in setting and implementing
the global health research agenda.
“Researchers in Africa communicate more with colleagues in the
North and much less with colleagues
in Africa,” Owor says. “Africans must
begin to share ideas and to work together on programs that address
mutual concerns. By communicating
with colleagues working on similar
programs in a neighboring country,
Africans will find that health problems would be more easily solved.”

