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ME Forum 2019 Orientation 

Learning Objectives
At the end of this session, participants will be able to:

1. Understand the significance of Equitable Person-Centered Cancer Control from the perspective of people living 

with cancer

2. Understand the social determinants of health impact on cancer control

3. Describe the potential role of cancer civil society in enabling a community partnership framework for Equitable 

Person-Centered Cancer Control

4. Perform needs assessment and training need analysis to design capacity building programs for their patient 

support organization

5. Design evidence-based professional development and capacity building programs to server as safety net for 

cancer patients 

6. Solve their challenge with resources through implementation of intersectoral health and academic, and public 

private partnership in their organizational professional development strategies



Inequity vs 
inequality in 
health

INEQUALITY refers to the 
uneven distribution of 
health or health resources.

INEQUITY refers to unfair, 
avoidable differences in 
health care or health 
outcomes



Cancer 
Disparities

Cancer affects all population 
groups, but due to social, 
environmental, and economic 
disadvantages, certain groups 
bear a disproportionate burden of 
cancer compared with other 
groups.



Cancer 
Disparities

Cancer disparities are 
differences in cancer 
measures such as:

Incidence Prevalence Mortality

Survival Morbidity Survivorship 

Quality of life 
after cancer 
treatment 

Financial 
burden of 

cancer

Screening 
rates

Stage at 
diagnosis



Cancer Disparities

Population 
groups that may 
experience cancer 
disparities include 
groups defined 
by:

Race/ethnicity

Disability

Gender

Geographic location

Income

Education

Age

National origin



Gender norms 
and 
discrimination

Women and girls are impacted by 
gender norms and economic and 
cultural factors that hinder their 
access to prevention, early 
detection and timely treatment. 

Women may have to seek 
permission to access health 
facilities and frequently 
experience stigma and social 
isolation related to cancer. 



Gender norms and discrimination

A qualitative exploration of cervical and breast cancer 
stigma in Karnataka, India

Nyblade, L., Stockton, M., Travasso, S. et al. A qualitative exploration of cervical and breast cancer stigma in Karnataka, India. BMC Women’s Health 17, 58 (2017). 
https://doi.org/10.1186/s12905-017-0407-x

Methods
Two qualitative exploratory studies using in-depth 
interviews and focus group discussions. 
Breast cancer study, 59 in-depth interviews were 
conducted with patients, primary caregivers and 
healthcare providers. 
Cervical cancer study, 147 respondents were 
interviewed including older and younger women, 
husbands, healthcare providers and community 
leaders. 

Misconceptions may lead to women being blamed for their cancer diagnosis. Fear of stigma and discrimination following a 
potential cancer diagnosis has also been found to be a barrier to accessing cancer screening



Gender norms and discrimination

Gender differences in cancer screening beliefs, behaviors, and 
willingness to participate: Implications for health promotion

Davis JL, Buchanan KL, Katz RV, Green BL. Gender differences in cancer screening beliefs, behaviors, and willingness to participate: implications
for health promotion. Am J Mens Health. 2012;6(3):211-217. doi:10.1177/1557988311425853

Methods
The data were collected from a stratified, random-digit dial 
survey of adults living in New York, Maryland, and Puerto 
Rico. Chi-square tests and logistic regressions were 
computed to analyze gender associations among Cancer 
Screening(CS) beliefs, behaviors, and willingness variables.
Results
Men and women believed CS were effective, though a 
higher percentage of men had never had a past CS. 
Men were less willing to participate in a CS at the present 
time and in a skin cancer exam; however, when given 
descriptions of screening conditions, men indicated more 
willingness to participate. 

Men may underutilize health services, including for cancer 
screening, and social norms surrounding masculinity may 
make them less willing to discuss health concerns.



Low 
socio-
economic 
status

Low socio-economic status can 
impact access to cancer services 
(including prevention and 
screening), timely diagnosis and 
receiving quality care, both for 
individuals and populations 
between countries and within 
countries.



Low 
socio-
economic 
status

Factors that put low-income 
individuals particularly at risk of 
underutilizing cancer services 
include:
• costs of cancer care
•Not having health insurance
•Difficulty to take time off work
•Difficulties with public 

transportation 
• Lack of accommodation facilities in 

or near treatment centres.



Low socio-economic status

Catastrophic health expenditure and 12 month mortality associated with 
cancer in Southeast Asia: results from a longitudinal study in eight countries

The ACTION Study Group. Catastrophic health expenditure and 12-month mortality associated with cancer in Southeast Asia: results from a longitudinal study in eight 
countries. BMC Med 13, 190 (2015). https://doi.org/10.1186/s12916-015-0433-1

Methods
• The ACTION study is a prospective longitudinal study 

of 9,513 consecutively recruited adult patients with 
an initial diagnosis of cancer. 

• Brunei, Cambodia, Indonesia, Laos, Malaysia, 
Myanmar, the Philippines, Singapore, Thailand, and 
Vietnam

• 12 months after diagnosis, death and household 
financial catastrophe were recorded (out-of-pocket 
medical costs exceeding 30 % of annual household 
income). 

• The effect on these two outcomes was assessed of a 
range of socio-demographic, clinical, and economic 
predictors using a multinomial regression model.

Participants in the low-income category within each country 
were more than 5 times more likely to experience financial 
catastrophe than participants from high-income backgrounds.



Low socio-economic status

Low socioeconomic status is associated with worse 
survival in children with cancer: a systematic review

Gupta S, Wilejto M, Pole JD, Guttmann A, Sung L. Low socioeconomic status is associated with worse survival in children with cancer: a systematic
review. PLoS One. 2014;9(2):e89482. Published 2014 Feb 26. doi:10.1371/journal.pone.0089482

Methods
• inception to December 2012. Studies for which 

survival-related outcomes were reported by 
socioeconomic subgroups were eligible for inclusion.

• Given anticipated heterogeneity, no quantitative 
meta-analyses were planned a priori.

Results
• In LMIC, lower SES was uniformly associated with 

inferior survival, regardless of the measure chosen. 
The majority of associations were statistically 
significant. 

• 52 associations between SES variables and outcome 
among HIC children, 38 (73.1%) found low SES to be 
associated with worse survival, 15 of which were 
statistically significant. 



Structural 
and 
societal 
barriers 
for 
indigenous 
and 
minority 
population
s

The majority of research on indigenous 
and minority populations has been 
undertaken in high-income countries 
(HICS), particularly Canada, USA and 
Australia, given concerns over the higher 
cancer mortality in these groups.

Limited research has been published about 
the factors affecting cancer outcomes 
among indigenous people in low-and-
middle-income countries (LMICs).



Structural and societal barriers for indigenous 
and minority populations

Indigenous populations are historically underserved by health and other 
services, and there are several interconnecting factors that have made 
cancer a leading cause of illness and death among indigenous people. 

These include significant disparities in relation to:

• Risk factor prevalence (particularly tobacco and alcohol use)

• Cancer incidence

• Stage at diagnosis

• Quality of care received and disease outcomes



Structural and societal barriers for
indigenous and minority populations

Reducing social inequalities in cancer: evidence and 
priorities for research - IARC

Garvey G, Cunningham J. Social inequalities and cancer in Indigenous populations. In: Vaccarella S, Lortet-Tieulent J, Saracci R, et al., editors. Reducing social inequalities in 
cancer: evidence and priorities for research. Lyon (FR): International Agency for Research on Cancer; 2019. (IARC Scientific Publications, No. 168.) Focus 5.

Trends in age-standardized mortality rates of all cancers combined, by Australian Indigenous status, 1998–2015. 
Source: compiled from Australian Institute of Health and Welfare (2018). Cancer in Aboriginal and Torres Strait 
Islander people of Australia. Cat. no.: CAN 109. Canberra, Australia: AIHW. 
https://www.aihw.gov.au/reports/cancer-screening/cancer-in-Indigenous-australians/contents/mortality.

Factors affecting cancer outcomes of Indigenous people. Design by Lea Bill and Alana Gall.



Limited access 
to health 
promotion, 
early diagnosis, 
treatment and 
care among 
rural 
populations

Rural populations (those residing outside 
metropolitan areas) in HICs and LMICs face several 
barriers that have an impact on health outcomes. 

These include:

• Long distances often required to travel to primary 
care facilities and specialised clinics

• Lack of screening and prevention programmes 
available in these Areas

• The impact of distance on chronic patients who 
need multiple treatments or have comorbidities, 
and the financial impact of additional time away 
from jobs to access treatment in urban areas



Limited access to health promotion, early diagnosis, 
treatment and care among rural populations

Closing the Rural Cancer Care Gap: Three Institutional 
Approaches

Laura A. Levit, Leslie Byatt, Alan P. Lyss, Electra D. Paskett, Kathryn Levit, Kelsey Kirkwood, Caroline Schenkel, and Richard L. Schilsky. Closing the
Rural Cancer Care Gap: Three Institutional Approaches. JCO Oncology Practice 2020 16:7, 422-430

• Patients living in rural areas are often diagnosed at 
later stages; are less likely to receive standard-of-
care treatment, follow-up or supportive services; 
and have worse health outcomes during 
survivorship than nonrural patients

• They are also less likely to be recruited into clinical 
trials

• Indigenous populations, older populations and 
populations with greater levels of social 
disadvantage also more frequently live in rural 
areas, thereby interacting with other key social 
determinants of health



Lack of 
attention 
to older 
adults

Cancer is more prevalent in older adults, with cases amongst 
the over-65s accounting for over 50% of the global cancer 
burden.

Many cancers in older people are diagnosed at a later stage, as 
early cancer symptoms can be mistaken for everyday pain or 
minor illnesses associated with old age. 

As a result, cancer treatment often starts late, which increases 
the likelihood of side effects and reduces the chances of a 
successful treatment outcome. 

When combined with the unique challenges of managing 
cancer in older people, such as the management of co-
morbidities and attention to overall levels of social support.



Lack of attention to older adults

Global geriatric oncology: Achievements and challenges

E. Soto-Perez-de-Celis, et al. (2017) Global geriatric oncology: Achievements and challenges. Journal of Geriatric Oncology, 8: 374-386

• Overview of geriatric oncology initiatives in Asia, Europe, Australia and 
New Zealand, Latin America, and the United States and Canada

• Limited programmes and services in place to respond to the needs of 
older adults.

• Worldwide, there is paucity of geriatric training, and most of the oncology 
workforce lacks the skills and knowledge to provide comprehensive care 
for older patients.

• Most developments in geriatric oncology have taken place in high-income 
countries



Structural and societal barriers among refugees and 
internally displaced populations
Cancer patients in 
conflict and post-
conflict settings 
experience a 
particular set of 
barriers that 
influence cancer 
outcomes, 
including:

Collapsed or fragile health system

Psychosocial and emotional distress

Limited financial resources

Language and cultural barriers in the host country, among others.



Structural and societal barriers among refugees and 
internally displaced populations

Cancer disparities in war-torn and post-war regions

Mired, D., Johnson, S. & Tamamyan, G. Cancer disparities in war-torn and post-war regions. Nat Rev Cancer 20, 359–360 (2020). 
https://doi.org/10.1038/s41568-020-0274-x

Several studies have shown that the majority of patients in war-affected 
settings present with advanced stage cancer and, for many of them, 
appropriate care is not available, particularly as affected regions become 
inaccessible, hospitals and health centres are damaged or destroyed, and 
health workers are killed, injured or displaced.



Personalised healthcare
Why does it matter?





High resolution 

view of each 

patient and their 

disease 



What does that 
mean?

…treating the 
person, not the 
condition...

…giving people 
more choice 
and more 
control…

…involving 
people more 
in making 
decisions 
about their 
health and 
care



Personalized 
healthcare 
awareness

Access to 

personalized 

healthcare

Healthcare system 

empowered by 

insights from 

people living with 

cancer

What is the overarching role of Cancer 
Civil Society ?



What does Cancer Civil Society do?

Detection & 
diagnosis

Personalised 
therapies & 

care

Rapid 
access to 

personalised 
healthcare

Digital health 
& tools

Prediction & 
prevention

Engaging 
with 

patients

Personalised care plan



Qatar Cancer Society Framework for Ensuring Equitable 
Person-Centered Cancer Control 

Equitable 
Person-

Centered 
Cancer 
Control 

Access to 
Diagnostic 

and 
Therapeutic 

Services

Navigation to 
Cancer 

Screening 
Services

Community 
Cancer 

Awareness

Psychosocial 
Support and 

Education for 
People Living 
with Cancer

Capacity 
Building for 

Health 
Workforce in 

Cancer 
Control

Advocacy 
for People 
Living with 

Cancer

Knowledge 
Translation 

and Research

Partnership



Equity in Cancer Control – Community Cancer Awareness

15900 28516 26263

111025

462000

2017 2018 2019 2020 2021

Number of Beneficiaries - Public



Equity in Cancer Control - Psychosocial Support and Education 
for People Living with Cancer

650 1120 2715

24230 25787

2017 2018 2019 2020 2021

Number of Beneficiaries - People Living with and Beyond Cancer
and Their Families



Equity in Cancer Control - Access to Diagnostic and 
Therapeutic Services

681

941

1200
1317 1370

2017 2018 2019 2020 2021

Number of Beneficiaries - People Living with Cancer



Equity in Cancer Control - Access to Diagnostic and 
Therapeutic Services

2.5 M 2.7 M

4.5 M
5.4 M

3.5 M

2017 2018 2019 2020 2021

Out-of-Pocket Co-pay Coverd by Qatar Cancer Society in
USD



Equity in Cancer Control - Capacity Building for Health 
Workforce in Cancer Control

579
1000

2871
1895

6445

2017 2018 2019 2020 2021

Number of Beneficiaries - Health Workforce



Continuing Medical Education for Primary Care in Cancer as Safety Net for 
People Living with Cancer? (1)

• The National Cancer Program deliberative event 
survey (May 2016) highlighted the need for 
ongoing professional development activities 
among primary and community providers related 
to cancer care. 

• The Lancet Oncology Commission found that 
Primary Healthcare Providers will have to play a 
growing part in certain aspects of cancer care in 
which they have been less involved previously. 



Continuing Medical Education for Primary Care in Cancer as Safety Net for 
People Living with Cancer? (2)



Continuing Medical Education for Primary Care in Cancer as Safety Net for 
People Living with Cancer? (3)



Continuing Medical Education for Primary Care in Cancer as Safety Net for 
People Living with Cancer? (4)

• A cross-sectional web-based survey was distributed among 
internal medicine physicians between December 2018 and 
March 2019 at Hamad Medical Corporation. 

• The percentage of survey participants who rarely to never 
offer breast cancer screening in the outpatient settings was 
37.8%. Unclear pathway (40%) and lack of time in clinic/ward 
rounds (26.5%) were the major reported barriers for cancer 
screening.

Parambil JV, Najim M, Mahmoud M, Abubeker IY, Kartha A, Calaud F, Al-Mohamed A, Al-Mohannadi D, Chandra P, A Yassin M. 
Breast Cancer Screening Practices in a Tertiary Care Center in the State of Qatar: A Cross-Sectional Survey. 
Breast Cancer (Dove Med Press). 2021 Jan 8;13:21-30.



ME Forum 2019 Orientation 
Thank you
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