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�Overview

The burden and complexities associated with cancer care are rapidly increasing 
globally, and the largest proportional increases are predicted in countries undergo-
ing epidemiological-demographic transitions [1]. Among the causes for the rising 
cancer burden are the increasing longevity and gradual decline in fertility that lead 
to enhanced aging of the populations, particularly in low- and middle-income coun-
tries [2]. Whereas in developed countries the mortality rates from cancer are slowly 
declining, developing countries exhibit the highest age-standardized death rates.

Emerging countries in different regions over the globe are constantly struggling 
with the challenge of prioritizing achievable targets in the presentation and treat-
ment of cancer, as high-priority medical interventions have to be feasible and rea-
sonably cost-effective at the level of primary healthcare settings.

In almost all countries surveyed in this new book, it became apparent that cancer 
has its own epidemiological transition: With the increasing levels of human devel-
opment, cancers associated with infections and poverty (e.g., cancers of the stom-
ach, liver, and cervix) are surpassed by those more closely associated with affluence 
(e.g., cancers of the female breast, prostate, and colon) [2]. Moreover, cancers vary 
with respect to their geographic distribution, etiology, and treatment options [3].

Although there is no universal risk factor for cancer, the predictions of the future 
cancer burden suggest that the annual number of new cases of cancer will surpass 
20 million as early as 2025, a 41% increase from 2012 [4]. The lung, breast, and 
colon have lower incidence and mortality in the lowest income countries, but they 
are increasing due to less favorable trends in smoking than in high-income coun-
tries. Further, the rapid changes in lifestyle, e.g., obesity and sedentary life, along 
with newly acquired reproductive habits, i.e., decrease and delay of childbearing, 
are considered to be linked to the increase in breast cancer [2].

The WHO Global Action Plan for Prevention and Control of Noncommunicable 
Diseases (adopted on May 27, 2013) endorsed the list of essential medicines for 
cancer patients that can be used in primary care settings, and the only clinical 
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intervention included was that of palliative care [5]. The majority of countries 
included in this new book emphasized the lack of acceptable palliative care services 
in both the primary (communities) and tertiary healthcare levels (hospitals and can-
cer centers). In countries undergoing transition this issue becomes a cardinal one, as 
the majority of cancer patients are not screened and present themselves to the health 
system at a late stage of the disease, when the only treatment option available is that 
of palliation [6].

The current situation urgently calls for a much more global and regional coordi-
nation of cancer-care strategies. At present, individual countries try to implement 
their own cancer control plans with varying degrees of success [2].

The Middle East Cancer Consortium (MECC) is working closely with its part-
ners in the Middle East and in other regions, worldwide, to draw attention to the 
increasing burden of cancer, highlighting the need to put forward the new chal-
lenges associated with cancer care in the upcoming decade. It is well recognized 
that there are still appreciable weaknesses in the ways that global health agencies 
address such challenges, fully realizing that the cancer community still has some 
way to go to ensure a realistic way to cope with the increasing cancer burden in the 
upcoming decade [7]. The current situation leads to an unacceptably low survival 
rate in some of the low- and middle-income countries (30–40%) as compared to 
those in developed countries which are today around 80% [8].

A burning issue in societies in transition refers to the unacceptable gap in ade-
quate palliative care and access to pain relief for much of the world’s population. 
The disparities in worldwide use of medical opioids are indeed of serious concern 
[8, 9]. Yet, updated reports that see light in this book reveal that considerable 
attempts are made to dispel the myth that effective, quality care is only achievable 
in high-income countries and that even in low resource settings, when appropriate 
programs are applied, acceptable solutions can be obtained. In order to further 
encourage and support such attempts, the cancer community needs to reach out to 
nontraditional partners via strong advocacy movement.

Recent developments have shown that by connecting the cancer community from 
the grassroots levels to national and regional cancer societies, opportunities can be 
created to see to it that more people with cancer will be treated in an acceptable 
manner.

Clinical cancer care plays a significant role in global cancer control. The 
European Society for Medical Oncology (ESMO) aims to play a pivotal role in the 
efforts to establish a global strategy. An important recommendation from the ESMO 
document on the WHO Global NCD Action Plan (GAP) at the 66th World Health 
Assembly in 2013 was to build upon the strengthening of primary care for NCDs as 
requested by GAP. ESMO experts also strongly emphasized the need and feasibility 
to prioritize the availability of a basic set of treatment options including palliative 
care interventions and improvement of access to morphine for pain relief. To achieve 
these goals, MECC joins ESMO, along with other global and regional agencies in 
leading a collaborative effort to help in the analysis and mapping of the current situ-
ation of the availability of cancer medicines globally [10].
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This has resulted in the creation of an ESMO Global Cancer Task Force. The 
latter seeks to support the joint commitment to the regional and global cancer com-
munity and reinforce the belief that patients everywhere should have access to the 
best available treatment.

It should be emphasized that true knowledge brokering is not linear, but rather 
depends on network approaches that take advantage of what each focal point has to 
offer through multiple channels and intermediaries.

The populations in Middle Eastern countries, like those in other emerging coun-
tries, are expected to undergo demographic, economic, and social shifts, while 
their needs deserve high priority on both national and international health and 
political agendas. Demographic changes alone in emerging countries are projected 
to result in a substantial increase in cancer incidence and mortality in the two 
decades ahead of us.

The major obstacle to reducing the mortality from cancer is the limited socioeco-
nomic development of these countries. Poor education of healthcare providers and 
the public gives rise to poor healthcare, while ill-health has an important impact on 
the ability to learn and to earn. Health and education are strongly influenced by 
poverty, which in turn reduces access to healthcare. Many factors influence access, 
including few primary care providers close to home. By and large, the community 
lacks nurses, physicians, and pharmacists and has remarkably few cancer 
specialists.

Therefore, even if drugs and equipment were available, they are of no value with-
out knowledgeable health professionals, particularly oncologist who can make 
treatment decisions and work with a team comprised of pharmacists, oncology 
nurses, junior doctors, medical assistants, and social workers [11]. Thus, there is a 
need to increase practical responsibility for medical assistants, nurses, and commu-
nity health workers. Further, there should be an incentive to practice in rural regions. 
It is clear that if cancer treatment were to be improved, training more oncologists 
must be one of the highest priorities [11].

�The Critical Importance of Early Diagnosis

It is well documented that early detection generally leads to better results within the 
existing healthcare system at less cost and inconvenience. Hence, the education of 
the public and the medical community may be the single most important action to 
be taken if better survival rates are to be achieved. Moreover primary cancer preven-
tion also requires public education.

Greater efficiency in detection and diagnosis should be feasible in all countries, 
but requires planning and individuals dedicated to developing the necessary educa-
tional tools [11].
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�Educating Oncologists

A partial and time-honored approach to the training of specialists is “learning by 
doing,” e.g., gaining experience in the practice of oncology through working with a 
recognized oncologist. The primary focus would be on training and knowledge 
assessment strongly centered on clinical care. Training could be done in any cancer 
center or unit, and training in a cancer center would encourage the simultaneous 
development of interdisciplinary teams [11].

In the long run the training and employment of social workers in disciplines 
involved with rehabilitation and “trackers” who ascertain the status of patients who 
have completed therapy should increase efficiency as well as provide improved data 
on survival rates.

Management of the cancer burden in low-middle-income countries requires 
global partnerships between cancer-care mentors from high-income countries and 
community health workers familiar with the local circumstances [11].

Many countries in transition have been experiencing geopolitical conflicts, 
domestic political turmoil, and economic recessions which detracted attention from 
the “slow-motion disaster”—cancer. Such neglect invites future problems, since 
excessive cancer burdens contribute to social instability and intersocietal insecurity. 
Such trends will further intensify as the population ages and with the geographical 
movements of populations (see chapters on Jordan). In resource-rich countries, 
similar problems exist in rural underserved areas that merit attention [12].

Addressing the above challenges includes strengthening the functionality of the 
primary care health system. The latter, in most of the developing countries, is still 
disorganized, dysfunctional, and inadequate in size. Therefore, local-specific solu-
tions are in great need in several countries in the Middle East, while Turkey, 
Lebanon, and Cyprus have started changing this situation.

Solutions must come from community participatory processes, and international 
mentors must serve not only as experts but also as facilitators and students of these 
processes [12].

It is suggested that the focus of global health programs will be enlarged from the 
current emphasis on the general training of students and practitioners to include 
attention on service and research that can be maintained throughout faculty careers 
similar to the laboratory, translational, and clinical research options while empha-
sizing social responsibility. The involvement of communities is cardinal for the 
long-term sustainability of development activities [12].

The concept of a long-term mentorship program is timely with a relative minor 
expense. Not only will it lessen cancer burden, but it will enhance the bridging of 
intercultural differences and put to better use the wisdom and expertise of resource-
rich countries, which eventually can transform global health [12].
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�Communication

Going over the chapters from the different countries, one finds out that a common 
barrier to good cancer care refers to lack of communication between the caregivers, 
the patients, and their relatives. In North America hospital-based clinicians perceive 
family member-related and patient-related factors as the most important barriers to 
goals of care discussions [13].

The fact that family members and patients have difficulty accepting a poor prog-
nosis emerged as a key barrier to goals of care discussions which highlights the 
sometimes high, but understandable, levels of anxiety and denial experienced by 
seriously ill hospitalized patients and their families. Effective communication skills 
are needed to navigate these strong feelings, and yet clinicians often report discom-
fort in responding to the emotional reactions of patients, and learners report insuf-
ficient training to have goals of care discussions [13].

The current situation underscores and supports the need for more and better 
training for all clinicians in having end-of-life discussions. Therefore, communica-
tion skills, training, and tools can enhance clinicians’ ability to build rapport, listen 
with empathy, and discuss prognosis along with its inherent uncertainty—all these 
will help clinicians to better support patients and families through decisions about 
goals of care.

Also, very important are interventions aimed at improving patient and family 
preparedness to engage in goals of care discussions. Such interventions may include 
an expanded role for interprofessional team members in facilitating communication 
and decision making about goals of care [13].

�Factors Interfering with Cancer Care

Cancer is becoming an emerging disease of public health importance in developing 
countries, and this situation is worsened by wars, poverty, and major demographic 
changes which are so characteristic of countries in transition. Socioeconomic and 
cultural factors often lead to late presentation and diagnosis, more mortality, and 
poor follow-up of cancer survivors. The above countries/societies are known to 
have rich and diverse cultures where religions, traditions, and family values greatly 
influence medical decision [14].

In many of the countries represented in this book, many afflicted with cancer live 
in rural areas and in poverty. As a consequence, delays in diagnosis and poor health-
care seeking behavior are common with these patients. The management of these 
patients is often fraught with socioeconomic, cultural, and ethical dilemmas. Among 
the ethical challenges are issues like: individuals’ autonomy, family and community 
participation in care, and end-of-life issues. For the successful development of a 
viable and sustainable model of cancer care in resource-poor environments, these 
issues must be dealt with [14].
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�Culture and Religion

Diversity of cultural and religious beliefs of people in countries in transition, espe-
cially in Africa, Asia, and the Middle East, affects their views and perceptions of 
cancer care. Therefore, the healthcare systems in these regions have to take into 
consideration the cultural, traditional, and religious inclinations of their peoples. 
Unfortunately, in a large number of countries mentioned in this book, cancer is still 
considered to be a taboo, and many forbid the telling of a patient that he/she is 
dying. Also, because of the strong support provided by an extended family system, 
there seems to be reduced relevance for psychologists, social workers, and psychia-
trists in cancer care [14].

�Socioeconomic Issues

Poverty has a very serious implication for patients with cancer in the developing 
world. Further, many patients hide their diagnosis from family members because of 
financial burdens of hospital and medication payments [14].

�Ethical Issues

These issues include the right to know, end-of-life decisions, death and dying, and 
health inequities.

The right to know. Issues related to management of information in patient receiv-
ing treatment for cancer are the center of literature on communication in cancer [15, 
16]. Informing patients with cancer the truth about their diagnosis and progress, or 
otherwise, is still presumed harmful to the patient [6, p. vii–xiv]. The paternalistic 
concept in communication in which the physician was treated to act independently 
in the best interest of the patient is widely practiced [17]. Physicians in restrictive 
cultures such as those in Africa, the Middle East, and Southeast Asia remain unsup-
portive of full disclosure of information to patients, particularly of “bad news” [18]. 
This is in contrast to the attitude of physicians in more open West European and 
North American countries with high regard for patient’s autonomy [19]. In most 
populations undergoing transition in the twenty-first century, the nuclear family is 
still very strong, and sentiments among family members influence a patient’s 
choices and decisions [20].

Even in the absence of cultural restrictions, there are patients who prefer avoid-
ance of bad news and delegate decision making to family members. The patient’s 
religious conviction, educational attainment, age, and psychological maturity tend 
to influence this attribute.

End-of-life decisions. Dying is regarded in cancer care as a natural process which 
is neither to be hastened nor unduly prolonged while keeping the patient as active as 
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possible until death [21]. The aim is a dignified death free of pain. Terminally ill 
patients tend to have varying degrees of depression.

Death and dying. Cultural attitude to death and dying is an important barrier to 
free communication with cancer patients [20]. Family dynamics and religious 
beliefs play major roles in shaping the concepts of death in a good number of societ-
ies in the emerging world. In a recent survey, it became apparent that many cancer 
patients throughout the Middle East seek complimentary therapies for a family 
member suffering from cancer [22]. Death and dying is a deeply emotional event in 
most African and Asian cultures.

Religion has dramatically different connotations in various cultures with prime 
drivers as history, politics, social events, and theological arguments [23]. Further, 
religion plays a vital role in determining patients’ response to truth about their con-
dition [24]. Also, religious, emotional, and psychological support ameliorate the 
impact of bad news and help patients to adjust to the reality of their situation [25].

�Putting Palliative Care on the Global Health Agenda

Despite the lack of attention and investment, positive developments have occurred 
in promotion of palliative care in the past 15 years.

In May 2014, the World Health Assembly passed a landmark resolution urging 
member states to support access to essential medicines and to strengthen palliative 
care as an integrated component of universal health coverage throughout the life 
course, stating that palliative care is an ethical responsibility of health systems.

Cancer is a leading cause of morbidity and mortality worldwide; yet, despite the 
widespread need, only 20 countries (8.5%) have integrated palliative care ade-
quately into their healthcare system [26].

In the greater Middle East region, a diagnosis of cancer is still mixed with social 
stigma, and physicians conserve a truth disclosure policy in which from one side 
they respect some of the historical and cultural misperceptions about cancer and, 
accordingly, tell the truth about cancer to one of the family members and, on the 
other hand, acknowledge the patient’s right to know the truth and tend to disclose it 
for him (or her) when possible [27].

Education programs in breaking bad news are lacking in many countries. Thus, 
training programs are needed in this domain in Middle Eastern societies. In the 
Middle East, a legitimate conspiracy of silence regarding a cancer diagnosis often 
takes place with the aim of maintaining the patient’s hope.

Iran—Anxiety and depression showed strong association with the knowledge of 
diagnosis of cancer [28]. And physicians disclose more frequently a cancer diagno-
sis to the patient’s family members than to the patient himself. There is insufficiency 
in communication skills [27].

Israel—Only 63 % of physicians and 38 % of nurses stated that they always 
disclose bad news or negative prognosis to their patients. And patients may, on 
occasion, express dissatisfaction concerning their physicians’ behaviors during 

Preface



xviii

truth disclosure of a cancer diagnosis. Family members, in Palestine, seem to be the 
most important interlocutor when disclosing a cancer diagnosis [29].

Jordan—It has been stated that the Islamic attitudes and beliefs about end-of-life 
issues should not deter physicians from discussing such matters with the patient’s 
family [30].

Kuwait—More than 50% of patients want to know their cancer diagnosis [27].
Lebanon—A large majority of medical students prefer to disclose the cancer 

diagnosis directly to the patient [31], while patients highlight the importance of 
communication throughout the disease trajectory [32]. Patient-family communica-
tion and truth-telling are reported as major stressors. Further, patients emphasized 
the importance of wording during the communication and stress the need to move 
from the paternalistic approach in care provision to patient-centered care [27].

Pakistan—Irrespective of the city of residence, the social stigma attached to a 
cancer diagnosis in the Pakistani society seemed to have an important influence on 
women’s psychological well-being [33].

Saudi Arabia—Most patients prefer a family-centered model of care. However, 
there is a slow but steady change in public education which leads to a more cultural 
openness [34]. Still, educational programs for medical students lack assessment as 
related to communication skills related to the breaking of bad news [27].

Turkey—Studies revealed that knowing the diagnosis of cancer has a positive 
correlation with anxiety and depression. About 30% of cancer patients suffer from 
psychiatric disorders [35].

Truthful disclosure to cancer patients is not a common practice despite the poten-
tial ethical problems associated with such an approach [36]. Turkish patients suffer-
ing from cancer clearly express their desire to be told about their diagnosis and 
prognosis; however, caregivers do not always respect this desire. The high incidence 
of psychiatric morbidity in patients who are aware of their diagnosis could be 
related to the deficit in physicians’ communication skills [27].

Religiosity is one of the prominent features of daily life, and the social structure 
is based on the importance of the family bonds instead of the individual autonomy. 
To date, a diagnosis of cancer in many Middle Eastern countries is associated with 
a social stigma and misperceptions related to its incurability; and physicians, 
although many of them are trained in Western countries, still practice the truth dis-
closure policy that respects some of the historical and cultural misperceptions about 
cancer; and they frequently tell the truth about cancer to one of the family members 
and try to conceal it from the concerned patient. The most important explanation to 
this conduct is maintaining the patient’s psychological well-being [27]. One thing 
needs attention and that refers to the physician-patient communication, since the 
way of breaking bad news is as important as the news itself. Of importance is the 
fact that additional healthcare professionals, such as nurses, are actively involved in 
communicating to patients their situation. That might also contribute to a faster 
openness about truth-telling to patients themselves [27].

Haifa, Israel� Michael Silbermann, D.M.D., Ph.D.
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