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EXECUTIVE SUMMARY

In December 2023, the Government of the Federal Republic of Nigeria through the Ministry of
Health and Social Welfare (FMoH&SW) requested a national comprehensive cancer control
capacity and needs assessment (imPACT Review), conducted under the joint International
Atomic Energy Agency (IAEA), World Health Organization (WHO) and International Agency
for Research on Cancer (IARC) collaboration on cancer control. The imPACT Review builds
upon ongoing efforts by the FMoH&SW to advance cancer control including the previous
imPACT Review in 2011, the application to join the IAEA’s Rays of Hope initiative in 2022, the
operationalization of the National Institute for Cancer Research and Treatment (NICRAT) in
2023 and the development and implementation of the National Strategic Cancer Control Plan
(NSCCP) 2023 — 2027.

The key objectives of the imMPACT Review were to assess national capacities across the
cancer control continuum (surveillance, prevention, early detection, diagnosis, treatment, and
palliative care); evaluate overall progress since the imPACT Review in 2011; assess the
national situation related to radiation safety and nuclear security of radioactive material; and
identify opportunities for partnerships and resource mobilization in cancer control.

Cancer burden

According to International Agency for Research on Cancer (IARC) Globocan, in 2022 there
were approximately 127,763 new cancer cases (48,096 in men and 79,667 in women) and
79,542 cancer deaths (32,905 in men and 46,637 in women) in Nigeria. The top three newly
diagnosed cancers among men were prostate, colorectum and liver while breast; cervix and
colorectum rank as the top three incident cancers among women. Approximately, one third
(28.5%)" of all cancer cases are infection related. In terms of cancer-related deaths, breast,
prostate and cervical cancers are the three leading causes accounting for more than 40% of
all deaths. It is estimated that by 2030, cancer incidence and mortality in Nigeria will continue
to increase, resulting in 166,379 new cancer cases and 104,709 cancer deaths.

Health system overview

The National Health Act 2014 has assigned the responsibility for healthcare delivery and its
management across the three tiers of government: Federal, State, and Local Government
Areas (LGAs). The federal government provides a regulatory advisory function alongside the
centralized provision of some services, including tertiary health facilities, and finances
infrastructural improvements. The states? manage secondary healthcare while the primary
level, including primary health care (PHC) centres, is managed by LGAs. Approximately 60%
of healthcare services are provided privately.

Total health expenditure as a percentage of government budget is estimated at 4%?2 while out
of pocket expenditure contributes to more than three quarters (76%) of current health
expenditure. There are, however, notable efforts to enhance the country’s Universal Health

'World Health Organization. Cancer Nigeria 2020 country profile
https://www.who.int/publications/m/item/cancer-nga-2020

2 Nigeria is a Federal Republic consisting of 36 states, and the Federal Capital Territory (FCT), Abuja
3 Abuja declaration on Health Financing in 2001 advocated for a 15% annual national budget commitment to
health


https://www.iaea.org/services/key-programmes/rays-of-hope
https://gco.iarc.fr/en

Coverage (UHC) index* including through the establishment of the National Health Insurance
Authority (NHIA) with the responsibility of implementing the Basic Health Care Provision Fund
(BHCPF) The defined package of care under BHCPF presently includes self-breast
examination as the only component of cancer care. NICRAT is also implementing the National
Cancer Health Fund (NCHF) that supports provision of chemotherapy and radiotherapy
services for patients with breast, cervical and prostate cancers in 6 public comprehensive
cancer centres across the country.

Cancer control planning and governance

The FMoH&SW has established a robust policy framework to advance cancer control including
the NSCCP 2023 — 2027 and the National Strategic Plan for Prevention and Control of Cancer
of the Cervix 2023-2027. The development of the NSCCP included a review of the previous
NCCP (2018 — 2022) identifying and prioritizing key outstanding interventions, including
integration of primary prevention and cancer screening into the PHC system; introduction of
the HPV vaccine; and integration of childhood cancer financing into the NCHF. The NSCCP
has identified 8 Strategic Goals including prevention; diagnosis and treatment; supply chain
management; hospice and palliative care; advocacy and social mobilization; data
management and research; governance and finance; and survivorship care.

Implementation of the NSCCP is under the leadership of the National Institute for Cancer
Research and Treatment (NICRAT), established through the NICRAT Establishment Act 2017
to provide leadership in cancer research, treatment, and control. The scope and coverage of
the NSCCP is currently limited to federal-level activities. Awareness of the NSCCP and its
impact on the cancer care continuum at the state level remains under-developed. A multi-
sectoral National Cancer Control Technical Working Group has been established and was
actively involved in the development of the NSCCP. There is active involvement of civil society
organisations in cancer control activities under the leadership of the Nigeria Cancer Society
which serves as an umbrella body.

In view of the country's present governance structure and constitutional arrangements on
concurrent functions, there is a need for greater engagement by NICRAT with the health
leadership structures at the state level towards reaching consensus on roles and
responsibilities and agreeing on the development of operational plans with appropriate
reporting mechanisms. Nigeria should also consider expanding the basic benefit package
under the BHCPF to align with the WHO NCD best buys. Additionally, interventions to enhance
cancer care financing would benefit from a national resource mobilization strategy with
consideration of innovative and sustainable approaches such as public-private partnerships
(PPPs) and levying of taxes on sugar-sweetened beverages, alcohol and tobacco.

Cancer registry

The country has made notable strides in strengthening cancer registration and surveillance,
including the launch of the 2024 National Cancer Registry Regulations (NCR) that established
the National Cancer Registry of Nigeria, which is comprised of 26 population-based (PBCR)
and hospital-based (HBCR) registries. Five PBCRs (Abuja, Calabar, Ekiti, Enugu and Ibadan)
contribute data to Nigeria’s Globocan estimates and participate actively in the regional African
Cancer Reqistry Network (AFCRN). None of the registries, however, have contributed data to

4 UHC index rose from 20 in 2000 to 38 in 2021 https://data.who.int/indicators/i/3805B1E/9A706FD
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the IARC/International Association of Cancer Registries (IACR) “Cancer Incidence in 5
Continents” monographs.

Under the NCR, developed in collaboration with IARC and AFCRN and to be enforced by
NICRAT, cancer is now a notifiable disease in Nigeria. The regulations also contain guidelines
on the collection, recording, storage, management, analysis, reporting and dissemination of
data, including provisions on confidentiality of patient information. A standard cancer
notification form, used to abstract information from source documents, has been defined.

Funding of registry operations remains a significant challenge with no dedicated budgets for
the majority of registries. Additionally, unavailability of up-to-date population census data (last
national census was conducted in 2006) hampers the estimation of incidence rates that are
dependent on accurate vital statistics. There is however an opportunity to strengthen cancer
registry activities in Nigeria through partnerships on training and mentorship with IARC’s
Global Initiative for Cancer Registry (GICR) regional hubs in the sub-Saharan region.

Cancer prevention

Cancer prevention interventions account for approximately two thirds (62%) of the total
national cancer control budget, as costed in the NSCCP. The Cancer Control desk at the
FMoH&SW is charged with the responsibility of policy development with notable policies in
place including the National Multisectoral Action Plan for the Prevention and Control of Non-
Communicable Diseases (2019-2025), the National Tobacco Control Strategic Plan of Action
(2024-2028) and the National Strategic Framework for the Elimination of Viral Hepatitis (2022-
2026). NICRAT oversees policy implementation in close collaboration with the National
Primary Health Care Development Agency (NPHCDA).

Significant efforts to advance cancer prevention include the introduction of the human
papilloma virus (HPV) vaccine into routine immunization in October 2023 through a single
dose approach®, establishment of the National Taskforce on Cervical Cancer Elimination
(NTF-CCE) in August 2024 and enactment of Tobacco Control Regulations with provisions on
tobacco packaging and advertising especially among minors. The country has also introduced
HBV birth-dose vaccination into Nigerian childhood immunization services®.

In order to strengthen surveillance of cancer and NCD-related risk factors, there is a need to
finalize the 2024 STEPS survey data analysis and use its findings to inform targeted
preventive interventions. Additionally, consideration should be given to enhanced enforcement
of the tobacco control regulations coupled with an increase in the tobacco excise duty from
the current 28% to the WHO-recommended standard of 70%. There is also a need to explore
additional opportunities to strengthen the uptake of both the HBV birth-dose and HPV vaccines
including community health structures, school outreaches and fixed health posts towards
attainment of the country’s targets for the Global Cancer Elimination Initiative.

3 Multi-age cohort coverage of 80% in 21 States (Phase 1) and 96% coverage in 16 States (Phase 2)

® National coverage estimated at 67% in 2023
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Cancer early detection

Successive cancer-related policy frameworks in Nigeria have prioritized interventions aimed
at expanding access to screening and early diagnosis for the most common cancers including
breast, cervical and prostate cancers. Both the NSCCP 2023-2027 and the National Strategic
Plan for the Prevention and Control of Cancer of the Cervix in Nigeria 2023-2027 have
prioritized expansion of screening services with a focus on scaling up population screening
rates (50% of women aged 25-49 targeted for cervical cancer screening by 2027 using HPV
DNA testing) and provision of adequate and effective treatment for pre-cancerous lesions.

National programs for breast, cervical, prostate, and colorectal cancer screening have
however not been fully established. There are ongoing pilot projects (donor-supported
programs for HPV self-sampling) and state-level initiatives (visual inspection under acetic acid
[VIA] screening and treatment of precancerous lesions). Screening coverage remains
significantly short of national target (less than 10% for cervical screening). Clinical breast
examination (CBE) has been integrated at primary care levels and mammography introduced
at secondary and tertiary hospitals as part of an opportunistic screening strategy. Training
programs for health workers on cervical cancer screening have made some progress, notably
in developing standardized curricula and creating a network of master trainers, but challenges
persist (funding constraints, high staff turnover and uneven geographic distribution).

It will be important for Nigeria to strengthen cancer early detection through a phased,
coordinated and accelerated adaptation and implementation of national guidelines aligned
with the WHO Global Breast Cancer Initiative and the WHO Global strategy to accelerate the
elimination of cervical cancer. Initiatives aimed at strengthening early diagnosis, enhanced
community engagement on the importance of early detection, and establishment of well-
defined referral pathways would also be beneficial.

Diagnostic imaging and nuclear medicine

The availability of diagnostic equipment varies across the country’s geo-political zones;
facilities in the southwestern region (Lagos) and Federal Capital Territory, Abuja recorded the
highest availability. Based on data collected during the desk review, the machine per
population ratios for various imaging modalities” were lower than the expected levels within
the sub-Saharan Africa region. There are an estimated 300 radiologists within the country
translating to less than 0.1 per million population (against the sub-Saharan Africa average of
2 radiologists per million). The availability of Picture Archiving and Communication Systems
(PACS) is limited to public teaching hospitals and some large specialized private hospitals.
The cost of essential radiology services is partly covered (estimated at 30-40%) by the
National Health Insurance Scheme.

The country has a long-standing collaboration with IAEA that has facilitated establishment of
nuclear medicine services within the public sector at the National Hospital Abuja and
University College Hospital, Ibadan. Additionally, two private centres in Lagos provide nuclear
imaging services. The country’s infrastructure for nuclear medicine includes one cyclotron (9.4
Mev located in a private facility), one PET CT scanner and four SPECT CT machines with an

7 Equipment per 1 million population vs expected for sub-Saharan region: CT (0.89 vs 1.036); MRI (0.26 vs 0.67);
Mammograms (0.18 vs 1.48); Xray (22 vs 20)
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available staff complement comprising six nuclear medicine physicians, 10 nuclear medicine
technologists and four radio pharmacists.

Nigeria has well established training programs in radiology, radiography, biomedical
engineering and medical physics. Available radiology sub-speciality training includes
neuroradiology, paediatric radiology, breast imaging and interventional radiology. Radiologists
are an integral part of the MDT meetings in majority of the teaching hospitals. Access to
imaging services is however hampered by lack of sustained power supply leading to frequent
equipment breakdown, lack of service contracts and preventive maintenance of equipment,
weak systems for quality assurance and insufficient numbers of radiology personnel. An
approach that enhances regular preventive maintenance, promotes retention of trained staff
and strengthens national and hospital-based radiation safety and protection programmes
would be beneficial.

Pathology and laboratory medicine

Pathology services are provided in secondary and tertiary healthcare centres across the
country’s six geopolitical regions. The majority provide essential cancer diagnosis services
such as histopathology and immunology; molecular biology and genetic marker testing are not
readily available, requiring specimens to be sent abroad or to specialized local private centres.
Out-of-pocket payment is the primary method for accessing laboratory and pathology services,
with limited coverage by health insurance and funding from NGOs or philanthropists.

Human resources for clinical pathology are mainly concentrated in urban areas. There are
well-established training programs for pathologists, medical laboratory scientists, and
technicians. Continuing professional development (CPD) is a requirement for licensure and
is managed by various councils, such as the Medical and Dental Council of Nigeria (MDCN)
and the Medical Laboratory Scientists Council of Nigeria (MLSCN). However, challenges such
as low salaries, weak infrastructure, and migration of health workers hinder the availability of
specialized workforce to provide cancer diagnostic services.

Efforts to enhance access to pathology and laboratory services should focus on establishment
of regional centres of excellence equipped with appropriate diagnostic equipment, including
molecular and genetic testing, in line with WHO guidelines. There is also need to develop and
implement a comprehensive national plan to enhance recruitment and retention of skilled
pathology and laboratory health professionals.

Medical oncology

Approximately 30 out of 36 states provide some form of systemic cancer therapy; mainly
through major teaching hospitals and some private institutions in urban settings. Whereas
medical oncology services are largely provided by clinical oncologists with dual specialization
in radiation and systemic therapy management, surgeons with limited oncology training also
prescribe chemotherapy. Dedicated oncology beds and chemotherapy chairs are available in
more than 80% of institutions providing medical oncology services. A ChemoSafe framework
has been introduced in partnership with the American Cancer Society with an accompanying
policy document and piloted in six institutions in Abuja, Enugu, Ife, Lagos, Zaria and Gombe
Use of personal safety equipment is limited to pharmacists in the majority of the hospitals.

The government has instituted several programs to enhance access to cancer drugs including
the Nigeria Cancer Access Partnership (NCAP)? in collaboration with the Clinton Health

8 The program provides specific originator drugs direct from pharmaceutical manufactures at drastically reduced
rates of 50-60% to the patient
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Access Initiative (CHAI). Additionally, the NCHF?® provides free systemic therapy for indigent
patients, while the National Health Insurance Authority (NHIA) provides cover to federal
government workers in all states. Some states have their own contributory schemes. A
recently launched vulnerable people's package for those over age 65 will also include systemic
therapy.

Disparities exist among regional hospitals, due to variable staffing levels with limited oncology
services outside of urban centres. Availability of skilled oncology staff (medical oncologists,
oncology nurses and pharmacists) remains a key challenge to the provision of quality medical
oncology services. Though majority of the hospitals have established multi-disciplinary tumour
(MDT) boards, meetings are reported as either infrequent or un-structured. There is limited
access to diagnostic tests, including hormone receptor status for breast cancer, leading to
delays in treatment initiation. The NCAP would also benefit from expanded disease coverage
(inclusion of additional paediatric and haematological cancers), an expanded scope to cover
more facilities, and establishment of clear guidelines on eligibility. Private hospitals report
higher availability of cancer drugs but are not included in government funding programs. High
out-of-pocket payments are a significant barrier for many patients.

There is a need to reduce the reliance on non-oncologists such as general surgeons for the
management of cancer cases, which limits the implementation of evidence-based cancer care.
Additionally, addressing the identified gaps in drug delivery, availability of skilled personnel
and access to affordable cancer-specific diagnostics would be beneficial in sustaining high
quality of care.

Surgical oncology

The majority of cancer surgeries are performed at University Teaching Hospitals. Data
obtained through the desk review revealed uneven distribution in the case workload with
Lagos University Teaching Hospital and University of Nigeria Teaching Hospital recording the
highest numbers of cancer-related surgeries. Most hospitals have no dedicated surgical time
for oncology cases often leading to delays in treatment initiation. Ongoing efforts to
decentralize cancer care through establishment of comprehensive centres across all geo-
political zones provide an opportunity to strengthen surgical oncology services through
additional infrastructure and deployment of relevant staff.

Surgical oncology care is often not performed in a multidisciplinary setting (MDT). The country
is yet to establish any subspecialty training for surgical oncology with a reported limited
exposure during medical education. Infrastructure such as operating theatres are insufficient,
particularly in rural regions. There is a lack of detailed data on the distribution of surgical
oncological services, surgical procedures, and outcomes.

There is a need to implement specialized surgical oncology training programs in collaboration
with international bodies and academic institutions to enhance the country’s surgical oncology
capacity. Collaborations with non-governmental organizations (NGOs) and international
partners such as the Global Surgery Foundation and the Society of Surgical Oncology can
provide opportunities for fellowships, mentorship, and continuous professional development.

Radiation oncology

Nigeria has a total of 15 functional external beam machines (13 linear accelerators and 2
cobalts), distributed across 8 states (Lagos, Enugu, Ebonyi, Cross River, Bono, Abuja, Kano

9 Provides free care for breast, cervix and prostate cancers across the 6 geopolitical regions

10



and Sokoto) to serve a population of 223 million. Three centres (Ibadan, Maiduguri and Zaria)
that previously had radiotherapy were not functional at the time of the in-country mission.
Additionally, there are 7 brachytherapy after-loaders across the country. Estimating that over
50% of cancer patients require radiation during their cancer treatment, the country would
require over 120 radiation machines to adequately treat all cancer patients.

The country has a total of 74 practicing clinical oncologists who are also trained in radiation
therapy. There are 6 training programs across the country with 70 registrars (junior and senior)
in training as of 2024. Additionally, there are 62 trained medical physicists against an
estimated requirement of 150.

Notable efforts to increase access to radiotherapy include establishment of public-private
partnership arrangements within cancer centres in Enugu, Sokoto, Ebonyi and Lagos. Under
these arrangements, clear operational processes to reduce delays have been established and
appropriate service contracts in place to ensure maximum machine uptime The partnerships
have increased the radiotherapy machine uptime (more than 95% in all 4 sites) contributing to
reduced waiting times for treatment initiation (estimated as less than one month), improved
processes for quality planning and ongoing training programs.

Key challenges to continuous availability of radiotherapy services include disruptions in
electricity supply and lack of maintenance contracts particularly in facilities outside the PPP
framework. Radiotherapy training programs in place are also hampered by lack of functional
radiation therapy equipment while quality management systems such as planning peer
reviews or chart rounds are yet to be established. There is a need to strengthen the existing
cancer centres through increasing the number of functional machines along with deploying
additional staff with an elaborate staff retention strategy in place.

Paediatric oncology

According to Globocan estimates, approximately 6000 new cases of childhood cancer were
diagnosed in 2022. Access to specialized childhood cancer care remains a challenge with
approximately 95% of cases presenting in late stages. Nigeria is however advancing efforts to
strengthen childhood cancer care including an application to join the WHO’s Global Initiative
for Childhood Cancer (GICC) currently under review. Other notable partnerships include a
collaboration with St. Jude Global to assess capacities to provide paediatric oncology care
across 13 institutions. There are ongoing awareness creation initiatives in partnership with
civil society groups.

A total of 38 institutions spread across 24 states offer some form of paediatric oncology
services, out of whom 4 have dedicated paediatric oncology wards. The country has not yet
established a formal training program for paediatric oncologists. There are 8 paediatric
oncologists who have received specialized training in oncology; general paediatricians are
responsible for treating children with cancer in majority of the centres. Paediatric oncology
nursing is also not recognised as a standalone specialty within the country. There are four
centres equipped with radiotherapy facilities that treat childhood cancer cases. While basic
services such as X-ray and CSF (cerebral-spinal fluid) cytology are universally available for
childhood cancer diagnosis, access to advanced diagnostics such as CT scans and MRI and
haematology tests (bone marrow biopsies and flow cytometry) is limited.

Approximately half of hospitals providing paediatric oncology services currently have
functional multidisciplinary tumour boards with participation of paediatric oncologists.
Treatment protocols are in existence adapted from international bodies such as the
International Society of Paediatric Oncology, Children’s Oncology Group, Berlin-Frankfurt-
Minster, the United Kingdom UKALL, and the French protocol for Burkitt Lymphoma and

11
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aligned to the Essential Medicines List. The Nigerian Society of Paediatric Oncology (NISPO)
provides a platform for paediatric oncologists to meet annually to discuss and review protocols
and practice guidelines. There is, however, a need to establish structured Continuous
Professional Development (CPD) requirements to strengthen paediatric oncology care.

Palliative care

Nigeria launched the National Hospice and Palliative Care Policy in December 2021 providing
a framework for enhancing the coverage and quality of palliative care in the country.
Implementation of the policy could however benefit from the development of an action plan
and an accompanying budget, clear delineation of responsibilities among all stakeholders and
establishment of a monitoring and evaluation framework.

A model palliative care programme, staffed with a dedicated team of 12 trained providers and
offering holistic care, has been established at University College Hospital (UCH) Ibadan. This
programme, already fully integrated into the broader Oyo State health system and providing
services across multiple disease areas, has the potential of scaleup to other centres across
the country. Multiple civil society organizations (CSOs) that are active in cancer care are also
involved in psychosocial support and advocacy for palliative care. There is limited coverage
for palliative care under the National Health Insurance Scheme (NHIS) with reimbursement
rates falling short of actual care costs. Nigeria needs approximately 1,026 kilograms of
morphine per year to meet its population palliative care needs. Palliative care coverage
however remains low, estimated at less than 1%.

Key challenges facing palliative care include limited availability of hospital-based services,
absence of paediatric palliative care, significant shortage of trained professionals, lack of
appropriate infrastructure and absence of community and home-based palliative care
services. A system to ensure competencies, standards, or quality control across services is
also lacking.

Radiation safety

The legislative framework for radiation safety in Nigeria is based on the “Nuclear Safety and
Radiation Protection Act” No. 19 (the Act) promulgated in 1995. The Act establishes the
Nigerian Nuclear Regulatory Authority (NNRA) as the designated regulatory body and assigns
to it specific functions including issuance of authorizations, verifying compliance through
inspections, and applying sanctions in cases of non-compliances. The current budgetary
allocations for the NNRA are not commensurate with the radiation risks associated with the
existing or planned facilities and activities in the country. NNRA has also not established and
implemented a management system aligned with its safety goals.

There is a national policy and strategy for safety. The document however needs to be aligned
with key provisions of the IAEA GSR Part 1 such as conventions and other relevant
international instruments, expanded scope of the governmental, legal and regulatory
framework, ensuring adequate human and financial resources, and promoting leadership and
management for safety.

There is limited availability of both extremity and internal dosimetry services; where available,
non-systematic use of dosimeters was observed. Additionally, despite widespread availability
of radiation warning signs, control and supervised zones were not adequately identified and
signalized. The country has also not developed diagnostic reference levels.
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Radioactive Material Security

Nigeria prioritizes the security of radioactive materials in healthcare through its nuclear
regulatory framework, led by the NNRA. The country collaborates with the IAEA, adopting the
Integrated Nuclear Security Sustainability Plan (INSSP). Nigeria is a party to key IAEA
conventions and actively works on improving regulatory infrastructure through benefiting from
projects like the Regulatory Infrastructure Development Project (RIDP). Having hosted its first
International Physical Protection Advisory Service (IPPAS) mission in 2023, Nigeria continues
to strengthen its nuclear security regime through international cooperation and expertise-
sharing.

PRIORITY RECOMMENDATIONS
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National Cancer Control Planning and Governance [WHO should be approached for assistance in this area]

1.

Appoint a mandated, inclusive and multi-sectoral Steering Committee (SC) under NICRAT to oversee the implementation of the
National Strategic Cancer Control Plan 2023 — 2027 (NSCCP). The SC should have clearly defined Terms of Reference and a
membership that includes representatives from NICRAT, FMoH&SW, State Departments of Health, Federal agencies, civil society,
academia, research institutions and persons living with cancer.

Organise a national dissemination and consultative meeting on the findings of the imPACT review and on the NSCCP, to be cascaded
across the country and involve key stakeholders, including health professionals, policymakers, and community representatives.

Identify and leverage lessons in existing health programs (Including HIV and AIDS and National Malaria Elimination) and National
initiatives (including National Routine Immunization Group and the Community Health Influencers, Promoters Service Program
(CHIPS) to align with NSCCP goals and strengthen outcomes.

Establish a task force to develop innovative, sustainable funding models for cancer control, to include revenue-generating strategies,
such as taxation of tobacco, sugar-sweetened beverages (SSB) and alcohol among other approaches. This will contribute to the
health budget and accelerate the country’s response toward achieving universal health coverage (UHC) through the National Health
Insurance and other related Cancer Funds

Cancer Registry and Surveillance [IARC should be approached for assistance in this area]

1.

Conduct national-wide disseminations on the provisions of the National Cancer Registry (NCR) 2024 regulations to States’ Health
Departments and other relevant stakeholders, enforcing cancer as a reportable disease.

NICRAT to develop and implement a comprehensive enforcement framework for the NCR Regulations.

Submit a formal request for technical support to IARC (Global Initiative for Cancer Registry Development (GICR) African Cancer
Registry Network (AFCRN), International Association of Cancer Registries and other partners to strengthen registries data quality for
possible inclusion in Cancer Incidence in 5 Continents and other publications.

Prevention [WHO should be approached for assistance in this area]

1.

Earmark funding and strengthen coordinated dissemination and integrated multisectoral implementation of the existing policies and
strategies for cancer prevention in Tobacco Control, Cervical Cancer Control, Non-Communicable Diseases and Cancer Control.


https://ci5.iarc.fr/

Develop and implement a national, costed cancer prevention communication strategy and toolkit that can provide guidance for
contextualized multisectoral capacity building and community engagement on cancer risk factors and prevention.

Develop a standard comprehensive cancer prevention service package including secondary prevention for primary healthcare facility
level and district facility level.

Early Detection [For matters related to diagnostic imaging, IAEA should be approached; for others, IARC, WHO should be
approached for assistance]

1.

3.

Develop and disseminate national guidelines on cancer screening for cervical cancer; early diagnosis for breast and colorectal cancers
and include clear guidance against routine prostate-specific antigen (PSA) screening for prostate cancer.

Integrate “screen-and-treat” services for cervical cancer into primary healthcare platforms (e.g. antenatal care, family planning, and
HIV clinics).

Launch a public awareness campaign on cervical and breast cancer early detection for women in the target age group.

Diagnosis (Pathology and Laboratory Services) [WHO should be approached for assistance in this area]

1.

Establish regional centres of excellence: Implement 6 regional centres equipped with state-of-the-art clinical laboratory and
pathology diagnosis, including molecular and genetic testing, according to WHO guidelines
(Reference: WHO list of priority medical devices for cancer management).

Enhance workforce development and retention: Develop and execute a comprehensive plan to improve working conditions
(infrastructure, equipment, competitive salaries, and continuous professional training), in order to attract and retain skilled pathology
and lab health professionals.

Increase the proportion of health insurance funding allocated for laboratory and pathology investigations to enhance affordability of
cancer diagnostic tests.

Diagnosis (Diagnostic Imaging) [IAEA should be approached for assistance in this area]

1.

Increase equipment uptime through institutionalizing service level contract agreements with vendors or equipment manufacturers
and ensuring regular preventive maintenance with an enhanced role for local biomedical engineers.
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2. Increase basic breast imaging access (both mammography and ultrasound) including image-guided breast biopsy capacity to
enhance breast cancer early detection and diagnosis.

3. Ensure radiological services are fully covered under the National Health Insurance Scheme (NHIS) especially mammography, CT
and MRI examinations

Diagnosis (Nuclear Medicine) [IAEA should be approached for assistance in this area]

1. Establish a national master plan for the expansion of nuclear medicine services in the public sector.

2. Strengthen the capacity of the two existing centres of excellence for nuclear medicine in the National Hospital of Abuja (NHA) and
Lagos University Teaching Hospital (LUTH) with a focus on pooling and training human resources.

3. Consider investing in the procurement of a cyclotron in the public sector to support the planned expansion of PET/CT centres
Treatment (Medical Oncology) [WHO should be approached for assistance in this area]

1. Partner with local/regional institutions to establish comprehensive clinical training for oncology nurses, pharmacists and medical
oncologists.

2. Update national essential medicines list to align with prevailing disease burden, as guided by the WHO essential medicines list.

3. Strengthen national forecasting and quantification processes for the oncology medicines access programs to minimize stock-outs and
optimize resource utilization.

Treatment (Radiation Oncology) [IAEA should be approached for assistance in this area]

1. Enhance the capacity and quality of care at existing centres, that already have adequate staffing and supporting infrastructure, prior
to expanding to new centres, to be able to treat patients more effectively and efficiently

2. Consider expanding the existing PPP models to support new centres through well-defined maintenance contracts and additional
staffing.

3. . Develop a quality management system in all centres including guidelines, SOPs, peer review and MDTs

Treatment (Surgical Oncology) [WHO should be approached for assistance in this area]
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1.

Expand existing infrastructure to strengthen the capacities to conduct oncologic surgeries and increase the proportion of cancer-
related surgeries

Establish and implement accredited residency programs in surgical oncology and collaborate with advanced cancer centres for
fellowships following the West African College of Surgeons, AORTIC (African Organization for Research and Training in Cancer),
American Society of Clinical Oncology, and European Society of Surgical Oncology (ESSO).

Invest in the oncology workforce by retaining surgeons and mitigating workforce migration (strategies include increasing salaries,
career development, providing optimal and safe working environments, paying overtime and during public holidays, providing health
insurance coverage).'®"

Paediatric Oncology [WHO should be approached for assistance in this area]

1.
2.

4.

Strengthen the data collection system for childhood cancers to promote evidence-based decision making.

Establish and implement a sustainable funding mechanism for Paediatric Oncology to support access to timely diagnosis and
treatment.

Create a structured, multidisciplinary paediatric oncology network focusing on infrastructure development, enhanced diagnostics, and
standardized treatment regimens.

Strengthen capacity building efforts through specialized paediatric oncology training programs for health care providers.

Palliative Care [For palliative RT and for image—guided palliative procedures (e.g., image—guided biopsies of suspected metastases;
image—guided placement of central venous catheters for certain essential medicines) IAEA should be approached; for other areas,
WHO should be approached]

1.

Adopt the UCH Ibadan palliative care model as a national standard for best practices in palliative care, which will serve as a guide for
other facilities and accelerate the implementation of the national policy.

10 Nair, Satish Chandrasekhar, Karthyayani Priya Satish, and Halah Ibrahim. “Critical Factors Favoring Outward Physician Migration from an Affluent Gulf Country.” Risk
Management and Healthcare Policy Volume 14 (September 2021): 3721-27. https://doi.org/10.2147/rmhp.s328939.

! Norehan Jinah et al., “Overview of Retention Strategies for Medical Doctors in Low- and Middle-Income Countries and Their Effectiveness: Protocol for a Scoping Review,”
JMIR Research Protocols 13 (January 8, 2024), https://doi.org/10.2196/52938.
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2.
3.

Improve availability and accessibility of opioids (morphine syrup) to manage cancer patients’ pain.

Establish a national training program for healthcare professionals to enhance palliative care integration into quality health services

Radiation Safety Considerations

1.

Ensure the availability of technical services of extremity and internal dosimetry to occupationally exposed workers that handle unsealed
radioactive sources.
Basis: GSR Part 1 (Rev. 1), Requirement 13.

The NNRA should ensure that all occupationally exposed workers are provided with a service of monitoring of external exposure, and
that personal dosimeters are used adequately in accordance with national regulations.
Basis: GSR Part 3, Requirement 20.

The NNRA should ensure that, together with radiation warning signs in areas where radiation is in use, control and supervised zones
are adequately identified and signalized.
Basis: GSR Part 3, Requirement 24.

Ensure that diagnostic reference levels, adequate to national situation of services and equipment, are developed and implemented.
Basis: GSR Part 3, Requirement 34, para.3.148.
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1. THE REVIEW

1.1. PURPOSE

The specific scope and objectives are agreed and tailored based on the national context,
priorities and needs, under the following general framework:

e Assess national capacities and needs in cancer control planning, cancer registration,
prevention, early detection, diagnosis and treatment, and palliative care.

o Assess the national situation related to radiation safety and security of radioactive
material, as relevant to the application of ionising radiation in health care settings.

¢ Identify opportunities for partnerships and resource mobilization in cancer control.

1.2. REVIEW TEAM COMPOSITION
International Atomic Energy Agency

e Ms Laura Haskins - Review Coordinator
Dr Karagu Alfred — Review Coordinator

Mr Mickel Edwerd — Programme Management Officer and Section Head, Division for
Africa

Dr Miriam Mikhail, Technical Officer, Diagnostic Imaging and Nuclear Medicine
Dr Soha Salem, Technical Officer, Radiation Oncology

Mr. Muhammad Waseem, Nuclear Security Officer, IAEA

Dr Juan Tomas Zerquera, Consultant, Radiation Safety

World Health Organization Regional Office for Africa

e Dr Issimouha Dille — Technical Officer, NCDs and Cancer Control

World Health Organization Headquarters (HQ)

e Dr Mary Nyangasi — Technical Officer, Cancer Control and focal point, Global Breast
Cancer Initiative (GBCI)

World Health Organization Nigeria Country Office

o Dr Walter Kazadi Mulombo — WHO Representative, Nigeria
e Dr Kelias Msyamboza — NCD focal point
e Dr Mary Dewan — Technical Officer, NCDs

International Agency for Research on Cancer
e Dr Andre Carvalho — Scientist, Early Detection
e Mr Les Mery — Scientist, Cancer Registry

External Experts

e Ms Sandhya Singh, Cancer Control Planning and Governance, nominated by WHO
e Dr Eric Chokunonga, Cancer Registration and Surveillance, nominated by IARC
e Ms Venus Mushininga, Prevention, nominated by WHO



e Dr Mulindi Mwanahamuntu, Early Detection, nominated by IARC

¢ Dr Rose Nyabanda, Cancer Diagnosis/Diagnostic Imaging, nominated by IAEA

e Dr Salah Bouyoucef, Cancer Diagnosis/Nuclear Medicine, nominated by IAEA

e Dr Mohenou Isidore Jean-Marie Diomande, Cancer Diagnosis/Laboratory and
Pathology, nhominated by WHO

e Dr Surbhi Grover, Cancer Treatment/Radiation Oncology, nominated by IAEA

o Dr Verna Vanderpuye, Cancer Treatment/Medical Oncology, nominated by WHO

o Dr Ambroise Ntama, Cancer Treatment/Surgical Oncology, nominated by WHO

e Dr Laila Hessissen, Paediatric Oncology, nominated by WHO

o Dr Christian Ntizimira, Palliative Care, nominated by WHO

o Dr Josep Borras, Facility-level data analysis, nominated by IAEA [virtual participation]

Federal Ministry of Health and Social Welfare

e Prof Usman Malami Aliyu, Director General of the National Institute for Cancer
Research and Treatment (NICRAT), Focal Point for the imPACT Review

National Team of Experts

Dr Mayowa Alade, Federal Ministry of Health and Social Welfare

Dr Lolade Adeyemi, Federal Ministry of Health and Social Welfare

Dr Usman M. Waziri, Prevention and Control, NICRAT

Dr Amaka Lasebikan, Association of Radiation Oncologists in Nigeria (ARCON)

Prof Sani A Malami, Cancer surveillance and monitoring, NICRAT

Prof Rachel A. Akinola, Lagos State University Teaching Hospital (LASUTH)

Prof Imaobong Ekanem, University Calabar Teaching Hospital (UCTH)

Prof Musa Ali-Gombe, Clinical Services, NICRAT

Prof Adeniyi A Adenipekun, Palliative care, University College Hospital (UCH) Ibadan
Mr Awwal Bisallah, National Atomic Energy Commission, National Liaison Assistant
Dr Alhassan Umar Adamu, President, Nigerian Cancer Society

Prof Emmanuel R Ezeome, University of Nigeria Teaching Hospital (UNTH); surgical
oncology

o Dr Modupe Elebute-Odunsi, CEO Marcelle RUTH Cancer Centre, Lagos

IAEA National Liaison Office
e Mr Anthony Ekedegwa, National Liaison Officer, acting Chairman/CEO of Nigeria
Atomic Energy Commission (NAEC)

1.3 PHASES AND METHODS

The imPACT Review was conducted in phases, namely:

(a) desk review,self—assessment and pre-mission (January — September 2024);
(b) in—country mission (14-24 October 2024); and
(c) report development (November 2024 — March 2025).

The desk review was led by the IAEA, in collaboration with partners, through literature review,
including key IAEA, WHO and IARC publications and Government of Nigeria policy and
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technical documents. Throughout the phases, the national focal point and team, designated
by the National Institute for Cancer Research and Treatment (NICRAT) and the Federal
Ministry of Health and Social Welfare (FMoH&SW), was responsible for the self-assessment
data collection, preparation of country presentations, coordination of semi—structured

interviews with in—country stakeholders, and guidance on the agenda and scheduling of
meetings.
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2. REVIEW FINDINGS AND RECOMMENDATIONS

2.1. HEALTH SYSTEM OVERVIEW

Nigeria is a Federation of 36 states, and the Federal Capital Territory (FCT), Abuja. It is divided
into 774 Local Government Areas (LGAs), of which 6 are Area Councils of the FCT. It is a
heterogeneous country made up of about 380 ethnic groups. The three main spoken
languages are Hausa, Igbo, and Yoruba, while English is the official language.

The country’s population was projected as 216,783,381 in 2022, of which 108,432,971 were
females and 108,350,971 were males."'? The life expectancy in 2022 for males was 55.1 years
and 57.2 years for females. It is inferred from the Nigerian Population Pyramid (2022) that
85% of the total population is under 44 years of age.

Leadership, Organization and Governance

Nigeria is dedicated to ensuring the right to health for all its citizens, as outlined in the Nigerian
Constitution of 1999 (as amended) and the National Health Act (NHAct).">'* The Constitution
assigns responsibility for healthcare delivery and its management to the three tiers of
government: Federal, State, and Local Government Areas (LGAs). The NHAct further defines
the organisation of the healthcare system, outlines the roles of service providers, establishes
the relationships between the various tiers of government, and provides a framework for the
standards and regulation of health services. The central aim to translate the NHAct's
provisions toward Universal Health Coverage (UHC) was initially reflected in the National
Health Policy (2016). This policy seeks to strengthen Nigeria’s health system, particularly the
Primary Health Care (PHC) sub-system, to provide quality, effective, efficient, equitable,
accessible, affordable, and comprehensive healthcare services to all Nigerians.

The NHAct stipulates that the tertiary level of care is the federal government's responsibility;
states should manage secondary healthcare; and the primary level, including PHC centres,
should be managed by LGAs. In this regard, the federal government provides a regulatory
advisory function alongside the centralized provision of some services, including tertiary health
facilities, and finances infrastructural improvements through relevant agencies. Additional
reforms encompassed in the National Development Plan (NDP) 2021 — 2025 and the Second
National Strategic Health Development Plan (NSDHP II) provide for strengthening of PHC, a
critical level of care, to promote wellbeing and to offer the first point of care for patients and
the population.

According to the NDP, Nigeria is experiencing rapid urbanization driven by rural-to-urban
migration, particularly among the youth and the unemployed.'®'® The rate of urbanization is
estimated to be between 4% and 10% nationally, and this demographic shift is accompanied
by an increase in risk factors for non-communicable diseases (NCDs). Approximately half of
Nigeria's population lives in rural areas, with 52% classified as poor, compared to 18% of the
urban population and 40% of the total population. The NDP also highlights the inequities
created by the urban-rural divide, as illustrated by the unemployment rates: 34.5% in rural
areas versus 31.3% in urban areas. The Poverty Headcount Rate is 52.1% in rural areas
compared to 44.5% in urban areas. The combination of poverty and inequities experienced in

12 Nigerian National Bureau of Statistics, Demographic Statistics Bulletin, 2022, Abuja

13 Federal Government of Nigeria, Nigerian Constitution, 1999

14 Federal Government of Nigeria, National Health Act

15 Buhari, Mohammadu. 2021. “National Development Plan (NDP).” Federal Ministry of Finance, Budget and
National Planning

16 Federal Ministry of Finance, Budget and National Planning, National Development Plan, 2021
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accessing health care is exacerbated by the significant out-of-pocket (OOP) expenses
incurred by patients and their families.

According to the 2018 National Demographic and Health Survey (NDHS), literacy levels have
improved, with males showing higher rates (72%) compared to females (53%). Additionally,
literacy levels are higher in urban areas, where 86.5% of males and 74% of females are
literate, compared to rural areas, where literacy is significantly lower, with 59.4% of males and
35.3% of females reading and writing."’

The country's demographics are foundational to developing the NDP 2021 -2025, which aims
to address shortcomings by building on the Economic Recovery and Growth Plan (ERGP)
2017- 2020 and the Second National Strategic Health Development Plan 2018-2022.81°
These shortcomings impact health outcomes, including the country’s capacity to respond to
national cancer control.

e Partial revitalization of the primary healthcare system: the ERGP aimed to revitalize
10,000 primary healthcare centres (PHCs) nationwide to improve access to
healthcare. However, this target was not fully achieved by the end of 2020.

o Limited expansion of Universal Health Coverage: As of December 2020, the National
Health Insurance Scheme (NHIS) strategic plan indicated that only 4.8 percent of
Nigerians were enrolled in a health insurance policy.

¢ Insufficient progress in health workforce registry: Only 19 out of 36 states and the FCT
had a health workforce registry in place by the end of 2020. This registry is meant to
identify and fill gaps to optimize the health worker-to-population ratio by recruiting and
training more health workers and attracting talent from abroad.

o Insufficient progress in strengthening healthcare delivery beyond primary care: Many
states have yet to enhance their primary response centres and ambulance services.
Additionally, projects to connect general hospitals to rural referral points are still
pending.

The Second National Strategic Health Development Plan (NSHDP II) for 2018-2022 aimed to
strengthen the country’s response to improving the availability, accessibility, affordability, and
quality of health services, expanding healthcare coverage to all Local Governments, providing
sustainable financing for the healthcare sector, and reducing infant and maternal mortality
rates.

The Nigerian government recognises the need to strengthen oversight and effectively
implement the National Health Act, establishing appropriate governance arrangements
through a framework for Nigeria’s Health Sector Renewal Compact to improve population-
wide access at scale using a Sector-wide Approach.?° Principles of equity, accountability, and
joint government and citizen-led health service delivery underpin these commitments. This
shift focuses on the country’s obligations toward achieving Universal Health Coverage. It
encompasses redesigning funding mechanisms, including the Basic Health Care Provision
Fund (BHCPF), the Cancer Health Fund (CHF), and the Vulnerable Group Fund (VGF). The
shift prioritizes reducing health risk factors, namely obesity and physical inactivity, both of
which are common risk factors for cancer, and reducing the prevalence of communicable and
non-communicable diseases, including cancer.

In its regulatory advisory function, the FMoH&SW promotes coordination between health
programs, levels of service delivery, and between the government and the Agencies, including
the National Primary Health Care Development Agency (NPHCDA), the National Institute for

17 Federal Ministry of Health Nigeria, National Demographic and Health Survey, 2018

18 Federal Government of Nigeria, Economic Recovery and Growth Plan 2017 - 2020

19 Federal Government of Nigeria, Second National Strategic Health Development Plan 2018 - 2022

20 Federal Ministry of Health Nigeria, Health Sector Renewal Compact using a Sector Wide Approach, 2023
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Cancer Research and Treatment (NICRAT) and the National Agency for Food and Drug
Administration and Control (NAFDAC) through its structure comprising political heads of the
Ministry, the strategic head and relevant departments including, Public Health, Hospital
Services Planning and Research, and Statistics.

The country has made significant progress in attainment of positive health outcomes through
effective coordination between national initiatives and local implementations. This success is
reflected in the reduction of the infant mortality rate, which decreased from 91.67 in 2013 to
81.09 in 2022. Similarly, the Under-5 Mortality Rate fell from 148.70 in 2013 to 129.45 in 2022.
Additionally, life expectancy at birth has shown a steady increase: for males, it rose from 53.2
years in 2015 to 55.1 years in 2022, while for females, it increased from 55.3 years in 2015 to
57.2 years in 2022. These improvements indicate a better quality of life for both women and
children and advancements in Nigeria’s healthcare system, which can serve as a model for
implementing other programs.?!

Similarly, the Non-Communicable Diseases (NCDs) Program, located in the Department of
Public Health, is nationally led through its National Health Council-approved National Policy
for the Prevention and Control of Non-Communicable Diseases (2022) and locally
implemented.?? The Program includes various Units, including Cancer Prevention and Control,
and those that address the common risk factors for NCDs, including tobacco control and
physical inactivity. While coordination across the levels of care was observed in managing
hypertension and diabetes, especially at the PHC level, cancer awareness, prevention, early
detection, and screening occur to a lesser extent in the public sector. However, lessons may
be leveraged from existing coordination mechanisms to establish and enhance cancer control.

Recognizing the need for an urgent, appropriate response and leadership on cancer control
in the country, the Federal Government established the National Institute for Cancer Research
and Treatment (NICRAT), whose functioning is empowered through the NICRAT
Establishment Act 2017.2 Regarding governance arrangements, NICRAT has been
designated to lead cancer control in the country through its mission to reduce the cancer
burden through regulations and policies that ensure high-quality research, evidence-based
treatment, prevention, and control strategies driven by highly competent personnel. The
establishment of NICRAT is a significant milestone since the 2011 imPACT review. At that
time, the country had no Agency in charge of cancer, nor was there a dedicated budget line
for cancer control.

A National Cancer Control Strategic Plan 2023-2027 was developed to guide the country's
national cancer control response. It is presently observed that the national cancer control
response requires strengthening in defining roles and responsibilities between the levels of
government (Federal, State, and Local) and NICRAT, establishing accountability
mechanisms, promoting awareness of the Plan, and buy-in from all levels of government, and
agreeing on coordination mechanisms and platforms between the public health sector, the
private sector, civil society and patient organisations, and other stakeholders. Within this
context of strengthening and developing the country's response, cancer control within States
will benefit from strengthened and dedicated stewardship.

2 Nigeria National Bureau of Statistics, Demographic Statistics Bulletin, 2022

22 Nigeria Federal Ministry of Health, National Policy on the Prevention and Control of Non-Communicable
Diseases, 2022

23 Nigeria Federal Government, National Institute for Cancer Research and Treatment (NICRAT) Establishment
Act, 2017
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Health financing and healthcare coverage

The National Health Insurance Scheme (NHIS) was established in 1999 under decree 35 of
the Constitution of Nigeria and became operational in 2005. The NHIS operates as a tripartite
public-private arrangement among three leading stakeholder operators: the NHIS, the health
maintenance organisations (HMOs), and the healthcare providers. Low national coverage,
dissatisfaction with services by enrolees, and problems with remuneration of health care
providers, among other challenges, led to the advent of the National Health Insurance
Authority (NHIA) following the enactment of the National Health Insurance Authority Act 2022
(the ‘Act’) in May 2022.%

This Act seeks to provide, promote, and integrate health insurance schemes in Nigeria, cater
to the unemployed and informal sector, reduce the financial burden of seeking health care,
and strive towards accomplishing the UHC. The Act also established the Vulnerable Group
Fund (VGF) and implemented strengthening and increased coverage of the Basic Health Care
Provision Fund (BHCPF).

The NHIA, in collaboration with the state health schemes, are responsible for implementing
the BHCPF, and the Act further makes provision for revenue mobilization sources for the VGF,
which include the BHCPF, health insurance levy, special funds allocated from the government,
NHIA council investment, grants, donations as well as gifts. The VGF targets 83 million
vulnerable and indigent Nigerians, which is about 38% of the population based on the 2022
population estimates.?

High costs have been documented as a major prohibitive factor in seeking healthcare,?® with
77% of healthcare spending estimated as out of pocket.?” In 2022, 4.2% of the budget was
allocated to healthcare against the 5% recommendation by the United Nations for developing
countries and significantly lower than the 15% that was recommended in the Abuja
Declaration.?® There are however notable efforts to accelerate Universal Health Coverage
(UHC) through the NHIS. Table 1 below details the main funding sources for public sector
health care, including cancer control.

Table 1: Main Sources of health funding in the public sector including cancer
control

Source of | Description

Funding

National Insurance coverage for cancer care is skewed towards diagnosis and
Health treatment, necessitating out of pocket expenditure by patients in order
Insurance to benefit from the full range of services offered. There are ongoing

efforts by the NHIA to enhance NHI coverage based on an essential
package of care at all levels of care. The NHIA is also encouraging the
establishment of State-based Health Insurance schemes.

24 Nigeria Federal Government, National Health Insurance Authority Act, 2022

25 Ipinnimo, Tope, Kabir Durowade, Christiana Afolayan, and Paul Ajayi. “The Nigeria National Health Insurance
Authority Act and its Implications towards Achieving Universal Health Coverage.” Nigeria Postgraduate Medical
Journal 29 (2022).

26 Buhari, Mohammadu. 2021. “National Development Plan (NDP).” Federal Ministry of Finance, Budget and
National Planning . 15 01. Accessed 11 25, 2024.

27 Fapohunda, Abimbola, Adeola Fakolade, Jesutofunmi Omiye, Oluwasegun Afolaranmi,, Oreoluwa Arowojolu,,
Tunde Oyebamiji, and Chukwumere Nwogu. “Cancer presentation patterns in Lagos, Nigeria: Experience from a
private cancer center.” PMC PubMed Central 11 (2020). doi:10.4081/jphia.2020.1138.

28 Organization of Islamic Cooperation (OIC), Abuja Declaration, 1989
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Basic Health | BHCPF is a federal government initiative to fund the basic health needs
Care of all Nigerians. It is based on the National Health Act and comprises 1
Provision percent of Nigeria’'s consolidated annual revenue and contributions from
Fund donor grants. The defined package of care presently includes self-breast
(BHCPF) examination as the only component of cancer care. This is a significant
gap in coverage across the cancer continuum as it precludes access to
key interventions related to awareness, early detection, and referral.
National Created in 2020 through a Roche-led private-sector coalition with the
Cancer support of the World Bank’s International Finance Corporation (IFC), this
Health Fund | Fund aims to provide standard-of-care cancer ftreatment to
(NCHF) underprivileged populations. Further, in November 2021, the National
Health Insurance Scheme and Roche signed a Memorandum of
Understanding to improve patients’ access to innovative cancer
medicines.?® The partnership is being piloted in designated centres
across the country. The Fund provides access to funding of up to 2
million naira (approximately $1250 using the UN May 2025 exchange
rate)) for medication, chemotherapy, and radiation therapy services per
patient with breast, cervical, and prostate cancers in six public health
institutions, one in each geo-political zone of the country. A review of the
NCHF was undertaken in 2023, and recommendations included
expanding access to additional health facilities, expanding the scope in
terms of the eligible cancers and the inclusion of childhood cancer as
part of the eligibility criteria.
The Nigeria | A partnership between the Ministry of Health and the Clinton Health
Cancer Initiative (CHAI) supporting access to drugs for cancer patients. By the
Access end of 2022, 2000 patients were enrolled in 17 hospitals. Drugs on
Partnership | access programs are centrally procured for cost efficiency. A key
Program challenge in implementing the NCAP is out of stock medication largely
(NCAP) due to fluctuation of the exchange rate
Bio Ventures | Partnered with the FMoH&SW to enhance sustainable access to quality,
for  Global | affordable cancer drugs through a demand-driven access approach to
Health forecasting, budgeting, procurement and payment models.reducing
(BVGH) stock-out of essential drugs

2 Guardian Nigeria, “NHIS, Roche Sign Mou on Cancer Care Reimbursement Initiative,” The Guardian Nigeria
News - Nigeria and World News, November 23, 2021, https://guardian.ng/news/nhis-roche-sign-mou-on-cancer-
care-reimbursement-initiative/.
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Table 2: Health financing indicators in Nigeria compared with sub-Saharan
region averages

Indicator Nigeria Sub-Saharan Africa
Current health expenditure (% GDP) (2021) 4.08% 511%
Domestic general government health 13.27% 40.32%

expenditure (% of current health
expenditure)

(2021)

Domestic general government health 4.06% n.a.
expenditure (% of general government
expenditure)

(2021)

External health expenditure (% of current 7.86% 13.49%
health expenditure)
(2021)
Out-of-pocket expenditure (% of current 76.24% 30.02%
health expenditure)
(2021)

Health Information System

The Department of Health Planning, Research and Statistics (DHPRS) at FMoH&SW,
oversees the National Health Management Information Systems (NHMIS) which provides
information on health service delivery and its supporting health system in a timely and reliable
manner. In fulfilling its mandate for the “Provision of quality stewardship and services for the
health of all Nigerians,” the FMoH&SW relies on the NHMIS to provide it with evidence for
decision-making and is directly aligned with the implementation of the National Strategic
Health Development Plan (NSHDP).

In 2013, the District Health Information System 2 (DHIS2), an open software package, was
introduced in Nigeria as the NHMIS's data management tool for monthly aggregating service
statistics from health facilities. This report summarizes routine data reported by health facilities
on the DHIS2 platform. The 2019 NHMIS Monthly Summary Form, comprising 19 thematic
areas, included “Referrals Non-Communicable Diseases.” A planned revision will incorporate
reporting on selected NSCCP indicators on cancer. Notably, the HPV vaccine rate is captured
and reported by the National Primary Health Care Development Agency (NPHCDA) through
the National Routine Immunization Group.

The NICRAT goal “Conduct and support integrated programs that provide high-quality
population and facility-based cancer data for dissemination, research, and planning,”
envisages strengthening the monthly aggregation of cancer-related service statistics from all
health facilities.® This goal, through its monitoring platforms, also contributes toward
accountability at the levels of care. Achieving this goal will require coordination between the
(FMoH&SW), the states, and NICRAT to enhance access to routine data. Further, it is
proposed that NICRAT ensures the articulation of data collection and effective communication

30 NICRAT. 2023. National Strategic Cancer Control Plan. 2. Abuja: National Institute for Cancer Research and
Treatment. https://www.iccp-
portal.org/system/files/plans/National%20strategic%20cancer%20control%20%20plan-Nigeria_.pdf.
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between different sectors involved in data collection and reporting, including the private sector
and, if applicable, civil society and patient organisations.

The opportunity to strengthen monitoring, reporting, accountability, and course correction lies
in the country’s commitment to the sector-wide approach. This approach includes ensuring
the presentation and consideration of routine data on health outputs and intermediate
outcomes every quarter in State executive councils, Nigeria Governors’ Forum, and relevant
National Economic Council meetings, as well as a joint coordination and monitoring
mechanism that establishes a common database of all health development partner
engagements with the Federal Government and all 36 States and the FCT.

Service Delivery (Public and Private)

The healthcare system in Nigeria is pluralistic, incorporating both public and private providers,
as well as modern and traditional systems of care. According to the NSDHP Il , approximately
60% of healthcare services are provided privately including for-profit and non-profit
organisations. Approximately 30% of care is delivered by conventional health facilities.

Healthcare services in Nigeria are organized into three levels of care, aligned with the
country's federal structure, as illustrated in Figure 1. Tertiary care is the federal government's
responsibility and may include some private service providers. The states provide secondary
care and consist of public and private providers. Primary care is delivered primarily through
the National Primary Health Care Development Agency (NPHCDA), with additional services
offered by private health clinics.

Tertiary Level
Federal Government-run
Teaching and Specialist Hospitals, Federal
Medical Centres, Private ciinics and hospitals

Level 5: The medical officer of health (MOH) is a
medical doctor who supervises a group if prmary
health care centres (PHC) in each LGA

Y >
~\
( Level 4: A nurse/midwife heads a PHC and consults
Secondary Level with the supervisory MOH in difficult cases In LGAs
State Government-run where there are no medical officers, the most senior
L General Hospitals, Private clinics and hospitals nurse deputises as supenvisor ’
X N
F Level 3: Community Health Officers (CHOs) are next
P"'L“G“'\Y Level in rank to the Nurses and they head the PHC in the
-run

absence of a Nurse. CHOSs initially train as CHEWs but
they have received an additional year of training in a
Teaching Hospital

Communitybased care, Primary and
Comprehensive Health Centres (PHC & CHC)

Private clhinics o
~
Level 2: Community Health Extension Workers
(CHEWS) who hold a 3 year diploma in community
healthcare from Schools of Health Technology
J
~

Level 1: Volunteer Health Workers (VHWSs) and
birth are inf ly trained and

ad-hoc staff to help the PHC with case finding and
community engagement

Figure 1: Organization of Nigeria's healthcare system?!

There is an Essential Package of Health Care Services (EPHS) funded through the Basic
Health Care Provision Fund, with an approved set of preventive, protective, promotive,
curative, and rehabilitative health services. The package of cancer care at tertiary level

31 Meribole, Emmanuel. 2018. “Second National Strategic Health Development Plan 2018-2022.” Federal
Government of Nigeria. 12 03. Accessed 11 25, 2024. chrome-
extension://efaidnbmnnnibpcajpcglclefindmkaj/https://extranet.who.int/countryplanningcycles/sites/default/files
/public_file rep/NGA Nigeria_Second-National-Strategic-Health-Development-Plan 2018-2022.pdf.
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hospitals is dependent on the available workforce, functional equipment, and available
medication, and includes screening, diagnosis, and treatment services. In most cases,
screening is based on the referral of symptomatic patients from lower levels of care. At a
primary health care level, breast self-examination is the only intervention offered in the
package of care. The package of basic services at PHC clinics excludes routine screening
among adults or Early Warning Signs for children with cancer. Such missed opportunities in
screening and early detection have been shown to contribute to reduced access to cancer
essential services and high rates of loss to follow-up with patients resorting to cheaper,
traditional medicines.32%3

Generally, public sector services are accessible at the community level, including PHC
facilities, state hospitals, and tertiary and teaching facilities. Cancer services are at varying
degrees of development and include screening, early detection, diagnosis, treatment, and
palliative care, mainly located at the secondary and tertiary levels. The organizational
arrangements with tertiary facilities falling outside the control of states and public education,
awareness, and early detection of cancer not being included in packages of cancer care at
the PHC level, may further impede linkages between levels of care.

Private facilities present opportunities for collaboration with the government to establish
Public-Private Partnerships (PPPs) and to support research and ongoing professional
development in the public sector. Some private facilities are stand-alone, comprehensive
cancer centres including the Lakeshore Cancer Centre, Asi-Ukpo Cancer Centre and the
Marcelle Ruth Cancer Centre. Such dedicated facilities provide the full cancer continuum,
including cancer education and screening through to palliative care, enjoy academic,
research, and service support from global institutions such as the Roswell Park Cancer
Institute in New York, USA, and provide a high standard of diagnosis and treatment.

Reported challenges to provision of well-coordinated care include health facilities often
struggling to function at the same capacity, and patients bypassing the PHC level when it is
not available, trusted, affordable, or of sufficient quality.®* As an illustration, a 2019 survey of
all federal government-owned tertiary care hospitals and five state-owned tertiary institutions
across Nigeria recorded a national monthly average of about 42,000 patient visits per facility.
Only 3% of these visits were due to referrals from other facilities, while less than 45% of these
visits led to specialist referrals within the surveyed facilities, suggesting that these tertiary
institutions served as PHC facilities for some patients.

The NSCCP defines 8 facilities to provide multidisciplinary care, including diagnostic and
therapeutic options.3® Although this is not fully implemented, it is relevant to point out that in a
study on access to these facilities by all the population in the catchment area, it was estimated
that 68.9% of the inhabitants have access to the facility at 4 hours of continuous travel with a
vehicle. This varied across the geopolitical regions, with the northeast having only 31.4% of
the inhabitants within the 4-hour drive compared with 85% in the southeast.

Challenges in service coordination are likely to contribute to the late-stage presentation of
cancer. Routine screening protocols for cancer at the PHC level are not implemented. If, for
example, a woman presents to a clinic with symptoms linked to cervical cancer, she is

32 Lombe, Dorothy, Monde Mwamba, Susan Msadabwe, Virginia Bond, Musonda Simwinga, Andrew Ssemata,
and Richard Muhumuza. “Delays in seeking, reaching and access to quality cancer care in sub-Saharan Africa: a
systematic review.” BM.J Open 22-29 (2023).

33 Ayandipo, Omobolaji, Issa Wome, Ernest Kenu, and Yewande Ayoola. “Cancer ecosystem assessment in West
Africa: health systems gaps to prevent and control cancers in three countries: Ghana, Nigeria and Senegal .”
PanAfrican Medical Journal 31 (2020).

34 Abubakar, Ibrahim, Sarah Dalglish, Olutobi Sanuade, and Iruka Okeke. “The Lancet Nigeria Commission:
investing in health and the future of the nation.” The Lancet Commissions 1-46 (2022).

35 NICRAT. 2023. National Strategic Cancer Control Plan. 2. Abuja: National Institute for Cancer Research and
Treatment. https://www.iccp-portal.org
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automatically referred to a secondary level of care for further investigation. This approach is
not ideal. By not implementing evidence-based screening or early identification protocols, pre-
cancerous lesions or early-stage cancer that may be successfully treated are overlooked,
contributing to late-stage presentation with a poor prognosis. Additionally, patients avoid high
OOP expenses incurred when seeking care at a higher level and are lost to follow-up.

Patient presentation patterns in the private sector have many commonalities with those in the
public sector®® with 75% estimated to present in Stages 3 and 4. Additionally, there are low
rates of cancer treatment completion attributed to out-of-pocket (OOP) costs, as well as limited
or no coverage by medical insurance or related funds.

Human Resources/Health Workforce

There is a National Human Resources for Health Information System (NHRHIS), that is
established alongside the Nigeria Health Workforce Registry (NHWR) project to enhance
human resources management for health and facilitate the tracking and accountability of
health workers. This is aligned to the strategic objectives of the NSHDP Il of ensuring
adequate health workers with the appropriate skill mix who are competent, motivated,
productive, and distributed fairly to deliver optimal and high-quality healthcare services. By the
end of 2020, 19 out of 36 states and the FCT had established a registry

Key gaps in implementing the NHRHIS include inequities in the distribution of health resources
between urban and rural areas; a lack of qualified personnel and equipment necessary for
delivering quality health services; and a brain drain of medical professionals seeking better
working conditions and remuneration. A mismatch between the supply and demand for the
country's health workforce such as an overproduction of Community Health Extension
Workers (CHEWS) alongside a shortage of trained midwives has been documented.®”

The workforce required to deliver on the cancer care continuum is located at all levels of care,
from the community to tertiary levels. Skills gaps however remain highlighting the need for
recruiting and training more health workers and efforts to attract talent from abroad.
Implementation of the recently launched national policy on Health Workforce Migration will
enhance the development, retention, and recruitment of Human Resources for Health (HRH).

The country's capacity to produce Institutional Human Resources for Health is outlined in the
NSHDP Il 2018-2022, illustrated in Table 4.

Table 3: Institutional HRH production capacity

Type of institution Category of health professional Accredited
institutions
Medical schools Medical doctors and dentists 27
Nursing/midwifery schools Nurses and midwives 89
Colleges of health technology | Community health extension workers and | 56
technicians

3 Fapohunda, Abimbola, Adeola Fakolade, Jesutofunmi Omiye,, Oluwasegun Afolaranmi, Oreoluwa
Arowojolu,, Tunde Oyebamiji, and Chukwumere Nwogu. “Cancer presentation patterns in Lagos, Nigeria:
Experience from a private cancer center.” PMC PubMed Central 11 (2020). doi:10.4081/jphia.2020.1138.

37 Meribole, Emmanuel. 2018. “Second National Strategic Health Development Plan 2018-2022.” Federal

Government of Nigeria
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Pharmacy schools Pharmacists 35

Nigerian universities, faculties | Medical laboratory scientists, >50
of health technology and physiotherapists, radiographers,

faculties of health nutritionists, health managers

management

Regulatory bodies Regulation of the practice of health 14

professionals in Nigeria

Access to Essential Medicines and Technology

The National Agency for Food and Drug Administration and Control (NAFDAC), has the
mandate to regulate drug approvals, registration, and certification. Access to essential
medicines remains an OOP expense for most patients. Limited funding may be available
through support from partners including Roche Pharmaceuticals and CHAI. Available funds
for access to medicines include the NCHF, NHIS, Vulnerable People Package for persons
over 65 years and the NCAP.

The NCAP program is considered one of the Federal Ministry of Health's flagship programs.
and is being implemented in 24 cancer treatment centres. This program comprises many
desired supply-chain features, including data-driven quantification and forecasting that will
improve supply-chain management practices, coordinated procurement, and the introduction
of high-quality medicines into the healthcare system.

According to NICRAT, 90% of Essential Medicines for oncology are available. However, less
than 60% of the WHO Essential Medicines List (EML) is on Nigeria's 2020 EML list. Generally,
only drugs included in the country EML are prescribed, and stock out of drugs is associated
with currency fluctuations, making them unaffordable. Off-label drugs may be considered
within randomized trials that are funded and appear not to have a follow-up plan to take such
drugs to scale or sustainability. The availability of drugs on the EML varies, and this difference
is more significant between government and private facilities; for example, 10% availability in
Lagos Hospital was reported compared to 95% in the private Lakeshore Hospital. Expanding
the scope and scale-up of the NCAP program is expected to address many challenges
presently experienced.

Education and Training

Various University Teaching Hospitals (public or private) are involved in education and training
of medical students, specialists and health professionals. Undergraduate medical education
in Nigeria started in 1948 at the University College Hospital (UCH), Ibadan (Southwestern
Nigeria). The management of undergraduate medical education is under the oversight of the
National Universities Commission (NUC) and the Medical and Dental Council of Nigeria
(MDCN).

The MDCN “approves the institutions of training for the Medical and Dental professions as
well as the courses of instruction prescribed and the qualifications to be granted by such
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institutions.®® It also has the responsibility for supervising the nature of the instructions and
the examinations leading to the qualifications to be granted in these cases.” It also sends
visitation panels from time to time to inspect newly established medical schools with a view
to formally approving their training programmes.

The National Universities Commission is a federal institution with the mission to lay down
minimum standards for all universities and other institutions of higher learning in the
Federation and the accreditation of their degrees and other academic awards in formal
consultation with the universities for that purpose, after obtaining prior approval through the
Minister, from the President. It has recently developed the Core Curriculum and Minimum
Academic Standards (CCMAS) that are to be used for the undergraduate training in medicine
and dentistry programmes in Nigeria.

The National Postgraduate Medical College (NPMC) of Nigeria and the West African College
of Surgeons (WACS) provide training and accreditation for postgraduate specialties and,
according to the NSCCP 2023 — 2027, will be engaged to introduce new training, including for
nuclear physicists and medical oncologists.

More than half of health workers in Nigeria have not received any oncology-related pre- or
post-professional training.>® There are also limited opportunities for cancer-related training
outside the institutional setting. Lack of a structured curriculum in the primary disciplines of
clinical oncology, oncology nursing, and oncology pharmacy has also been documented.

The Nursing and Midwifery Council of Nigeria is committed to promoting and maintaining
excellence in nursing education and practice in Nigeria. Other multidisciplinary team members
for cancer care who receive undergraduate training at universities in Nigeria include
rehabilitation professionals, social workers, and nutritionists. Whether these workforce cadres
receive further oncology training as in-service, continued development, or accredited
programs is unknown. Community Health Extension Workers (CHEWS), once trained, will play
an important role in undertaking routine screening for cancer, early detection, and appropriate
referral.

Table 4: Overview of cancer-specific training and university education

Cadre Description
Radiation/clinical To be certified a radio-oncologist in Nigeria, intending physicians
oncologist must sit for fellowship examinations of either or both the NPMC

and the WACS and pass these entrance examinations after 4-6
years of training including defence of a dissertation.

Surgical oncologist No local training available. Short courses, observational
fellowships and preferred areas of surgical practice and
experiences are acknowledged.

Medical oncologist No local training available. The NSCCP includes a strategy to
establish Medical Oncology specialities in the post graduate
medical colleges viz the West African College of Physicians
(WACP) and the NPMC.

3 Medical and Dental Council of Nigeria. The red book: medical and dental council of Nigeria guidelines on
minimum standards of medical and dental education in Nigeria. (2006).
39 Prisca Olabisi Adejumo, PhD1 et al. “Oncology Training Needs Assessment among Health Care Professionals

in Nigeria”. American Society of Clinical Oncology (2022).
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Nuclear physician No local training available. The NSCCP includes a strategy to
establish Nuclear Medicine specialties in postgraduate medical
colleges, viz., the WACP and the NPMC.

Medical physicists Local training available

Radiation therapist Local training available

Palliative care No local training

specialists

Generalist and Local training by colleges and surgeon training occurs in many
speciality surgeons hospitals.

Gynaecology Local training is unavailable; however, the international gynae-
oncologist oncology fellowship programs enroll Nigerians.

Oncology nurses 1-year diploma national certificate at a single institution in Abuja.

Oncology pharmacist | Local on-the-job training and continuous medical education
training with stakeholders (i.e. NGOs). Oncology pharmacy
training was recently accredited by the West African Post
Graduate College of Pharmacists.

Haematologist 4 years in the West African College of Physicians and the Nigerian
national postgraduate program.

Paediatric oncologists | No local training, short term international attachments available.

Cancer registry staff Formal training at IARC and in-service programs are run locally.

Conclusion

Nigeria’'s health system governance and policies demonstrate commitment to achieving
equitable access to health and the well-being of its population in its endeavours to achieve
Universal Health Coverage (UHC). Health systems strengthening underpins these
commitments, reflected in its key guiding documents, including the NDP 2021 — 2025, the
NSHDP I, and, more recently, the Health Sector Renewal Compact (2023). Within this context
of health reform and renewal in the country, sustainable and health systems-based strides in
strengthening the country’s response to cancer control are envisaged.
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2.2. BURDEN OF DISEASE

It is estimated that by 2030, cancer incidence and mortality in Nigeria will face an increase,
resulting in 166,379 new cancer cases and 104,709 cancer deaths. According to IARC’s
GLOBOCAN, in 2022 there were approximately 127,763 new cancer cases (48,096 in men
and 79,667 in women) and 79,542 cancer deaths (32,905 in men and 46,637 in women).*°

The top three cancers among men were prostate, colorectum and liver while breast, cervix
and colorectum rank as the top three cancers among women. In terms of cancer-related
deaths breast, prostate and cervical cancers are the three leading causes accounting for more
than 40% of all deaths.

In 2020, the WHO adopted the strategic elimination of cervical cancer. Cervical cancer, which
is largely preventable, remains the world fourth commonest cancer affecting 660,000 women
and accounting for 350,000 deaths annually, In Nigeria, cervical cancer is the third commonest
cancer with an incidence of 12,000 and was responsible for 8000 recorded deaths in 2022.

The incidence of breast cancer ranks Nigeria as one of the highest in the world and the region.
In 2022, the incidence of breast cancer in Nigeria was reported to 32,278 and set to keep
rising (IARC). The mortality rate in Nigeria was equally the highest in sub-Saharan Africa
according to one regional comparative analysis.*'

Table 5: Estimated number of new cancer cases in Nigeria from 2022 to 2030

Top 5 cancers 2022 2030
Prostate 18 019 24 680
Cervix uteri 13 676 17 977
Colorectum 8114 10 659
Non-Hodgkin lymphoma 5194 6 609

Table 6: Estimated number of cancer deaths in Nigeria from 2022 to 2030

Top 5 cancers 2022 2030
Breast 16 332 20 867
Prostate 11 443 15 967
Cervix uteri 7 093 9435
Colorectum 5912 7 824
Liver and intrahepatic bile ducts 4 252 5637

40 TARC, “Nigeria Fact Sheet” (2022), https://gco.iarc.who.int/media/globocan/factsheets/populations/566-
nigeria-fact-sheet.pdf

4! Kenechukwu Kizito Igbokwe, “Comparative Examination of Breast Cancer Burden in Sub-Saharan Africa,
1990-2019: Estimates from Global Burden of Disease 2019 Study,” BMJ Open 14, no. 3 (March 2024),
https://doi.org/10.1136/bmjopen-2023-082492.
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2.3. NATIONAL CANCER CONTROL PLANNING AND GOVERNANCE

Development, Review and Implementation of a National Cancer Control Programme

The National Cancer Control Programme (NCCP) in Nigeria evolved from the National Cancer
Control Plan for 2018 —2022 and is currently guided by the National Strategic Cancer Control
Plan for 2023 — 2027 (NSCCP). The NSCCP operates under the leadership of the National
Institute for Cancer Research and Treatment (NICRAT). Established by the Federal
Government of Nigeria through the NICRAT Establishment Act 2017, the Institute provides
leadership in cancer research, treatment, and control. Establishing a dedicated institution to
oversee cancer control in Nigeria is well aligned with the Call for Action by Member States in
the World Health Resolution WHA 70.12: Cancer Prevention and Control.*?

The NSCCP, developed via an inclusive process involving the FMoH&SW and multisectoral
stakeholders, aims to provide a national roadmap to reduce the incidence and prevalence of
cancer in the country. The duration of the NSCCP is over a 5-year period to be implemented
in 2 Phases. The first phase covers short-term, feasible activities from 2023 — 2024 while
Phase Il is envisaged to cover long-term actions from 2025 — 2027. The NSCCP has 8
Strategic Goals with priority areas of action, including Prevention, Diagnosis and Treatment,
Supply Chain Management, Hospice and Palliative Care, Advocacy and Social Mobilization,
Data management and Research, Governance and Finance, and Survivorship Care. The
priority areas integrate components of the continuum of cancer and health systems building
blocks.

The contents of the NSCCP, including the envisaged outcomes, respond to the realities
experienced from both supply and demand perspectives as documented in the existing
literature*3444546 and highlighted in Table 8 below:

Table 7: Linking NSCCP outcomes to evidence-based patient realities

NSCCP outcome Evidence-based patient realities
Reduced incidence of e The public, patients, and families lack awareness of
cancers in Nigeria cancer, causes, and where to seek information or

exploratory investigation

e Routine screening protocols are not implemented at a
PHC level

e Preventative interventions except  “self-breast
examination” are excluded from the essential package
of basic services at the PHC level

e Health insurance rarely covers prevention

42 WHA70.12. “Cancer prevention and control in the context of an integrated approach.” The Seventieth World
Health Assembly. Geneva: World Health Organisation . 1-6 (2017).

4 Fapohunda, Abimbola, Adeola Fakolade, Jesutofunmi Omiye,, Oluwasegun Afolaranmi, Oreoluwa
Arowojolu,, Tunde Oyebamiji, and Chukwumere Nwogu,. “Cancer presentation patterns in Lagos, Nigeria:
Experience from a private cancer center.” PMC PubMed Central 11 (2020). doi:10.4081/jphia.2020.1138.

4 Lombe, Dorothy, Monde Mwamba, Susan Msadabwe, Virginia Bond, Musonda Simwinga, Andrew Ssemata,
and Richard Muhumuza. “Delays in seeking, reaching and access to quality cancer care in sub-Saharan Africa: a
systematic review.” BMJ Open 22-29 (2023). doi:http://orcid.org/0000-0002-5083-1801.

4 Abubakar, Ibrahim, Sarah Dalglish, Olutobi Sanuade, and Iruka Okeke. “The Lancet Nigeria Commission:
investing in health and the future of the nation.” The Lancet Commissions 1-46 (2022).

46 Ayandipo, Omobolaji, Issa Wome, Ernest Kenu, and Yewande Ayoola. “Cancer ecosystem assessment in West
Africa: health systems gaps to prevent and control cancers in three countries: Ghana, Nigeria and Senegal.”
PanAfrican Medical Journal 31 (2020).
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Improved financing from
the government, private
sector, and NGOs/CSOs
for cancer prevention,
early detection and care

Patients, families, and communities incur large OOP
expenses, resulting in cycles of poverty, disadvantage,
and poor health

Costs incurred are associated with delays in accessing
care, influencing the intervals between the stages in the
cancer continuum and resultant poor cancer outcomes
Patients and families have limited access to financial
support for health care, including the National Health
Insurance, which is a prohibitive barrier to health access

Reduced morbidity and
mortality through early
detection methods and
improved access to high-
quality  research-driven
cancer treatment

The public sector does not implement routine screening
through standardized protocols or guidelines on cancers
for which screening is recommended, including breast,
cervical, and prostate cancers, which are among the
high-burden cancers in the country.

The ongoing late-stage presentation by patients and
inability to afford diagnosis and treatment increases the
risk for morbidity and mortality and reduces rates of
survivorship and quality of survivorship.

High rates of loss to follow-up are observed when
patients cannot afford to seek treatment at a higher level
of care. In this case, they may seek alternative,
traditional medicine or receive no care.

The high cost of treatment, even in the private sector,
perpetuates inequities as only patients who can afford
treatment are more likely to experience extended and
high-quality survivorship.

Limited healthcare financing impacts health systems'
responsiveness throughout the cancer continuum and at
the relevant level of care.

Current governance and organization of health services
at Federal, State, and Local levels result in poor
coordination between levels of care and navigation of
services by patients and their families. The seamless
access of patients' access to the cancer continuum is
likely to be compromised as interventions occur in silos
across specific cancer types, which are prioritized
across prevention, treatment, and palliation, and
primary, secondary, and tertiary levels of care.

Incremental improvement
in  childhood cancer
survival, including
retinoblastoma, by 15%
every year to 90% by 5
years.

The public, families, and communities lack awareness
of childhood cancer and the Early Warning Signs.
Few facilities provide care for children with cancer
Parents and families incur large OOP expenses as
children are not covered by any insurance or fund.

The development of the NSCCP included a review of the previous NCCP (2018 — 2022)
identifying and prioritizing key outstanding interventions, including integration of primary
prevention/cancer screening within the PHC system, introduction of HPV vaccine, and
integration of childhood cancer financing into the NCHF. The review further highlighted the
need to strengthen cancer awareness programs, advocacy, meaningful engagement with
patients and civil society organisations, cancer registration, coordination of services, and the
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development of care pathways between different levels of care, all of which are included in
the NSCCP.

The NSCCP's performance evaluation is aligned with the comprehensive Implementation
Framework, with clear indicators for each priority area of action. However, the alignment
between the government’s data collection and management platform, DHIS2, and the NICRAT
Framework may require further clarification and strengthening.

With reference to governance mechanisms previously clarified, the scope of the NSCCP must
be understood within a context of the roles and responsibilities of the FMoH&SW, NICRAT
and that of the States. While the FMoH&SW is responsible for policy development, the States
exercise concurrent obligations of approving the policy through the National Council on Health
(NCH). Policy implementation is then undertaken by the states and the tertiary level facilities.

Within the legal prescripts afforded NICRAT, the scope and coverage of the NSCCP is
currently limited to federal-level activities, such as managing the NCHF and the operations of
federally managed tertiary and teaching institutions. There appears to be little awareness of
the NSCCP or its impact on the cancer care continuum at the state level including primary
health care services, state hospitals, and community-level interventions, such as education
and awareness activities. In view of the country's present governance structure and
constitutional arrangements on concurrent functions, there would be need for greater
engagement by NICRAT with the health leadership structures at the state level. Challenges
may be overcome by adopting a coordinated approach and consensus-building on roles and
responsibilities to guide development and implementation of state-level Operational Plans. If
there is no NICRAT focal person.to oversee and steer the implementation of the NSCCP at a
State level, the country could consider strengthening the roles of the NCD focal persons to
coordinate cancer control activities at the State level without necessarily duplicating the roles
of the FMoH&SW and NICRAT.

The strength of the NSCCP is that it is overseen by NICRAT, a dedicated, legally mandated
agency, and its content aims to respond to the burden of cancer and the realities of the people
in the country. There is however an opportunity to strengthen NICRAT’s role in the
implementation of the NSCCP, through the establishment of a multi-sectoral national steering
sommittee comprising the FMoH&SW, NICRAT, representatives of the States or the
geopolitical areas, and key stakeholders including the private sector and civil society and
patient organisations.

In the event of a review and update of the NSCCP, the country may consider separating the
components of the continuum of care from the underlying health systems building blocks.
These building blocks underpin all the components of the cancer continuum and possible
separation will prevent fragmentation in planning and encourage optimal use of limited
resources. As an illustration, under priority area 3.7 Governance and Finance, “Goal 7: To
ensure effective coordination and adequate resources for cancer control in Nigeria”, one of
the objectives aims to increase the number of skilled healthcare practitioners in cancer care
by 15% annually. Reference to health care providers is not a focused priority area, yet it is
repeated under different priority areas, including diagnosis and treatment, advocacy, and
social mobilization. In this regard, a separate health systems component, such as workforce
planning, development, recruitment, and retention, will underpin all continuum components
and align to other building blocks in an integrated manner.

Additionally, the NSCCP would benefit from:

e Enhanced complementarities with high-level Federal Government documents
including the NDP 2021 — 2025 and related health programs, such as Non-
Communicable Diseases, HIV and AIDS, Women’s Health, and Child Health.
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Notably, the National Policy on the Prevention and Control of NCDs refers to cancer
as a priority disease.

¢ A well-defined and integrated cancer prevention and control service packages across
all levels of care allowing providers to unpack the health systems required to deliver
the service at the respective level. Interventions may be further strengthened by
incorporating messaging on the common risk behaviour for NCDs as part of
comprehensive campaigns and encourage cancer screening or early detection signs
to be integrated into NCD screening packages at PHC level. Similarly, the Early
Warning Signs for Childhood Cancer may be integrated into existing IMCI programs
and guidance on HIV and AlDs may include routine screening protocols for cervical
cancer among women who are positive.

o Alignment of cancer control activities when developing new related health policies.

e Documentation of lessons learnt and best practices particularly regarding the
integration of cancer control with other health programmes (e.g., early detection for
breast and cervical cancer into Women’s Health programme).

e Development of strategies, guidelines and protocols for all the priority areas of action.

o Well defined baselines

e Learning from best practices observed in other health programmes (e.g., initiatives
related to HIV and AIDS, Sexual and Reproductive Health, and Women and Child
Health.)

o Facilitated review of the implementation of Phase 1 (2023-2024), including
development of an Action Plan that builds on achievements and responds to gaps in
service delivery.

National Cancer Control Coordination

The responsibility for health service delivery is divided between the federal government,
states, and agencies, including the NPHCDA, the private sector, civil society, and other service
providers. Noting significant developments following the 2011 imPACT review, treatment is
provided by 11 public and 4 private centres, and 6 new centres are expected to be completed
in 2024.

NICRAT, headed by the Director-General, comprises 6 directors and a staff complement of
114 members, including doctors, nurses, medical physicists, lab scientists, scientific officers,
biomedical engineers, statisticians, ICT, admin, finance and accounts, program managers and
other supportive staff. Coordination and collaboration are observed between NICRAT and the
tertiary and teaching facilities, agencies of the Ministry of Health, and nationally located
stakeholders, including CSOs, the private sector, and some government departments. There
is however no structure or counterpart with a similar role at the state level.

In understanding their Terms of Reference and evaluating performance, these structures may
offer valuable lessons on optimising coordination and collaboration required for cancer control.
Coordination in cancer control is exemplified by the inclusive, multi-sectoral National Cancer
Control Technical Working Group, which conducted the review of the National Cancer Control
Plan for 2018-2022 and contributed to the development of the NSCCP. Additionally, the
National Routine Immunization Group's oversight of the HPV vaccination program highlights
the collaboration between the program, the NPHCDA, and the FMoH&SW.

Presently, the engagement between NICRAT and the FMoH&SW and the Offices of the
Permanent Secretaries in the states is enacted via information sharing and related processes
in the development and finalisation of the NSCCP. Less evidence is available on the
introduction of the NSCCP to the states and the integration of the objectives and strategies
into the operational plans of the states, for example on prevention and social mobilisation.
However, with the present communication arrangements between NICRAT, the FMoH&SW
and the states, coordination and collaboration on cancer control between these levels have
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room to be strengthened to optimize constrained resources and avoid duplication and
fragmentation of services for a common purpose.

At a general health services level, within states, coordination and collaboration between
government departments, PHC facilities, state hospitals, and other stakeholders, including
CSOs, is observed and contributes to positive outcomes. For example, operational plans
(2025/2026) were jointly developed by health and finance in Oyo State. These lessons may
be leveraged in developing cancer control implementation plans in the states.

Various interventions proposed in the NSCCP offer the opportunity to strengthen coordination
efforts at clinical and governance levels including:

Establishment of care pathways at all levels

o Capacity-building of the healthcare workforce on cancer control either at an
undergraduate or in-service level

e Provision of a minimum resource packages at each level that responds to patients’
needs

o Establishment of local, multi-sectoral coordinating structures at community and PHC
levels

e Strengthening reporting platforms to measure performance of Operational Plans with
linkages to accountability structures.

Civil society and patient organizations (CSOs) are considered key stakeholders in co-creating
policies, plans, and strategies for developing implementation plans and monitoring and
evaluating implementation. Currently, CSOs are represented by the Nigerian Cancer Society,
an umbrella body for all cancer NGOs in the country. CSOs were represented on the technical
working group (TWG) that reviewed the NCCP 2018 — 2022 and were consulted on the
development of the present NSCCP. Key civil society organisations and non-governmental
organisations (NGOs) that have contributed significantly to cancer control activities, include
but are not limited to: Nigerian Cancer Society, Medicaid Cancer Foundation, Project pink-
blue, 3AM Foundation, Nest of Hope Community, Okapi Children Foundation, Partnership for
Eradication of Cancer in Nigeria, End Cervical Cancer Nigeria Initiative, Leukemia plus
initiative, Civil Society for Cancer Eradication in Nigeria, Patella Care Cancer Foundation,
African Health Budget Network, Sebeccly Cancer Foundation, the Dorcas Foundation, Call off
Cancer Foundation, Nest of Hope, and the Network of People Impacted by Cancer in Nigeria.

These organizations are present in various geographic areas and are actively engaged in
cancer control activities including awareness creation, supporting patients and families and
overcoming stigma, advocacy to promote UHC and overcome the burden of OOP expenses
as well as equitable access to cancer prevention and control services, building capacity among
health workers. The role of non-governmental organizations in providing PHC services in
areas with limited clinics and advocating for increased health care funding and pro-health
multisectoral policies has been well documented.*

As guided by WHO (2023) on the importance of community engagement and co-creation key
considerations to strengthen meaningful engagement (ME) with civil society (CS) and patient
organisations may include:*®

47 Abubakar, Ibrahim, Sarah Dalglish, Olutobi Sanuade, and Iruka Okeke. “The Lancet Nigeria Commission:
investing in health and the future of the nation.” The Lancet Commissions 1-46 (2022).

48 Fisher, Jack, and Yvonne Arivalagan. WHO framework for meaningful engagement of people living with
noncommunicable diseases and mental health and neurological conditions. 1. Geneva: World Health Organization
(2023). https://www.who.int/publications/i/item/9789240073074.
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¢ Institutionalizing and domesticating the CS and patient voice in all participatory
processes
Exercising caution in the language used during ME

¢ Inclusion within the policy and decision-making processes through involvement in
Steering and other Committees

e Ensuring that the voices of patients, their families, and communities not associated
with better-known organizations are heard

e Strengthening ME through financial and other support, noting the severe financial
constraints experienced by such organizations

e Recognizing that CS and patient organizations contribute toward advocacy and
collaborative service delivery, especially in public education, awareness, and
overcoming stigma

Financing National Cancer Control Programme

NICRAT’s financial responsibilities include overseeing a dedicated budget for cancer research
and providing financial assistance from funds appropriated by the National Assembly for
research and treatment, as well as for implementing policies and programs. Additionally,
information gathered from NICRAT during the desk review revealed that only 4.12% of the
current NSCCP is fully financed. Information related to trends in the allocations for federal
government-run tertiary and teaching hospitals, along with their actual spending, was
unavailable.

High treatment costs have been documented to contribute to delays in accessing cancer care
in Nigeria.*® It is estimated that 70% of total health expenditures in Nigeria are covered by
OOP payments, with patients requiring funds for transport, accommodation, diagnostic tests,
and medicines.%° The population covered by health insurance is estimated as less than 5%.
However, the Health Sector Renewal Compact commits to redesigning existing funds,
including the BHCPF, the NCHF, and the VGF, as well as to optimize the pooling of funds to
accelerate the country’s response toward achieving UHC.

NICRAT reports the following cost assessment of the NSCCP:

Prevention: $132,403,481.06

Diagnosis and Treatment: $130,215,890.59

Hospice and Palliative Care: $585,257.11

Advocacy and Social Mobilization: $914,997.49

Data Management and Research: $918,572.46
Supply Chain Management (Logistics): $477,793,847
Governance and Finance: $201,452.00

Available funding for service delivery appears to be primarily directed toward the diagnosis
and treatment of cancer, with limited allocation for palliative care. Notably, the two most
common cancers—breast and cervical cancer—are preventable through the HPV vaccine (for
cervical cancer) and early detection interventions. These cancers would benefit significantly
from investments in preventive measures that can reduce their incidence. While the exact
spending on primary and secondary preventive strategies is unknown, the service delivery
platform to deliver related interventions requires finance-dependent overall health systems
strengthening. Guided by the updated WHO Appendix 3 on Best Buys on implementing the

4 Lombe, Dorothy, Monde Mwamba, Susan Msadabwe, Virginia Bond, Musonda Simwinga, Andrew Ssemata,
and Richard Muhumuza. “Delays in seeking, reaching and access to quality cancer care in sub-Saharan Africa: a
systematic review.” BMJ Open 22-29 (2023). doi:http://orcid.org/0000-0002-5083-1801.

30 Fapohunda, Abimbola, Adeola Fakolade, Jesutofunmi Omiye,, Oluwasegun Afolaranmi, Oreoluwa
Arowojolu,, Tunde Oyebamiji, and Chukwumere Nwogu. “Cancer presentation patterns in Lagos, Nigeria:
Experience from a private cancer center.” PMC PubMed Central 11 (2020). doi:10.4081/jphia.2020.1138.
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Global Action Plan for the prevention and control of Non-Communicable Diseases 2013 —
2030; interventions including raising public and political awareness, integrating NCDs into
social and developmental agendas, vaccination, screening and early detection as well as
community mobilization are already reflected in the NSCCP.>":2

The major donors and supporters providing cash and in-kind donations are identified as the
Federal Government of Nigeria, the Union for International Cancer Control (UICC), and the
Clinton Health Access Initiative (CHAI). NICRAT also reports that the FMoH&SW is partnering
with the Nigerian Sovereign Investment Authority (NSIA) to procure oncology therapy
equipment. Despite these ongoing efforts, Nigeria, like many other low and middle-income
countries, is grappling with limited health infrastructure and funding to deal with the rapidly
escalating burden of cancer, thereby making a strong case for public-private partnerships
(PPPs).5? Delays in receiving quality care, have been associated with a lack of limited or non-
functioning diagnostic or treatment equipment or infrastructure and a lack of or limited number
of appropriately trained human resources.® There is notable private sector investment in
cancer care through comprehensive cancer centres such as Lakeshore and Marcelle Ruth
Cancer Centres in Lagos. Additionally, interventions to enhance cancer care financing would
benefit from a Resource Development Mobilization Strategy that is inclusive of PPPs with clear
definitions of the roles of various stakeholders aligned to the country needs and context.

Additionally, and noting the need for sustainability, it is proposed that the country consider
innovative but sustainable funding models, including using revenue from taxation on sugar-
sweetened beverages (SSBs), alcohol, and tobacco. The process of optimizing innovative
funding through taxation may be lengthy. Still, evidence demonstrates that the process leads
to desired behaviour change. Research in Sub-Saharan Africa has shown that increased
tobacco taxation is linked to the reduction of NCD mortality rates.>®*® The World Bank also
recognises that health taxes are one of the cost-effective ways to curb unhealthy behaviour
and save lives while raising much needed revenue, recommending multi-sectoral
commitment, governance, monitoring and evaluation frameworks and provisions to channel
excise revenue to fund interventions for the prevention and control of NCDs.%

Summary of major findings

The NSCCP in Nigeria is well aligned with the provisions of WHA Resolution 70.12.2017 and
related UN directives on establishing and sustaining Cancer Control in the country.%® The

SI NICRAT. National Strategic Cancer Control Plan. Abuja: National Institute for Cancer Research and Treatment
(2023).

32 World Health Organization. Tackling NCDs: ‘Best buys’ and other recommended interventions for

the prevention and control of noncommunicable diseases. World Health Organization (2017).

>3 Fapohunda, Abimbola, Adeola Fakolade, Jesutofunmi Omiye,, Oluwasegun Afolaranmi,, Oreoluwa
Arowojolu,, Tunde Oyebamiji, and Chukwumere Nwogu. “Cancer presentation patterns in Lagos, Nigeria:
Experience from a private cancer center.” PMC PubMed Central 11 (2020). doi:10.4081/jphia.2020.1138.

3 Lombe, Dorothy, Monde Mwamba, Susan Msadabwe, Virginia Bond, Musonda Simwinga, Andrew Ssemata,
and Richard Muhumuza. “Delays in seeking, reaching and access to quality cancer care in sub-Saharan Africa: a
systematic review.” BMJ Open 22-29 (2023). doi:http://orcid.org/0000-0002-5083-1801.
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current National Cancer Control Programme (NCCP) evolved from the National Cancer
Control Programme 2018 — 2022 and recommendations of the 2011 imPACT reviewand is
presently informed by the National Strategic Cancer Control Plan 2023 — 2027 (NSCCP). The
NCCP, implemented through the NSCCP, falls under the National Institute for Cancer
Research and Treatment (NICRAT) leadership. NICRAT, established by the Federal
Government of Nigeria to provide leadership in cancer research, treatment, and control, is
empowered to fulfil its functions to strengthen the country’s response to the escalating burden
of cancer through the NICRAT Establishment Act 2017. The establishment of NICRAT is a
significant development in the country’s response to cancer prevention and control since the
2011 imPACT Review. Further, it is commendable that the content of the NSCCP responds to
the realities of the people of Nigeria and the status of the development of health services.
Implementation of the NSCCP remains significantly challenged by constitutional, legislative,
governance, and coordinating arrangements between the Federal Government and the
States; health systems for cancer care that are in various stages of development but are
mainly poor; and limited programs on awareness, early detection and screening; all of which
are exacerbated by the impact of social, economic and commercial determinants of health.
Hence, delays in the cancer care pathway, including delays in seeking care, reaching care,
and receiving quality care, continue to contribute to high mortality rates and pain and suffering
among patients throughout the country.

Recommendations
National Cancer Control Coordination
Short term (6 to 12 months)

1. The Minister of Health to appoint a mandated, inclusive, and multi-sectoral Steering
Committee (SC) to oversee the implementation of the NSCCP, building on the existing
National Cancer Control Technical Working Group (TWG), The SC should have clearly
defined Terms of Reference and a membership that includes representatives from
NICRAT, FMoH&SW, State Departments of Health, Federal agencies, civil society,
academia, research institutions and persons living with cancer.

2. The SC to organize a national dissemination and consultative workshop on the
findings of the imPACT review and on the NSCCP, to be cascaded to at least 70%
of States within 6 months of the appointment of the SC

3. The SC to audit the dissemination rate of and orientation to the NSCCP among all
Agencies, in States, health facilities, and CS and patient organisations, and compile
reports to identify gaps, opportunities, and respond to matters raised during
dissemination within 6 months of dissemination.

Medium term (12 to 36 months)

1. Provide support to State governments to develop comprehensive, inclusive
implementation plans within 3 months of dissemination to ensure seamless care
pathways throughout the continuum of care.

2. Establish and institutionalize a platform to meaningfully engage CS and patient
organizations nationally within 12 months and, in 50 % of States, and in the FCT within
24 months

Long term (36 months and above)

1. Review performance on implementation plans and prepare an analytical report for
approval at the appropriate level within 3 months of the review.
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Development, Review and Implementation of a National Cancer Control Programme
through the NSCCP

Short term (6 to 12 months)

1. NICRAT, supported by the SC, to conduct a Phase 1 Performance Review to
determine if baselines were established; report on the performance status for Year 1
(2023) of the NSCCP; and compile a Performance Report with an Action Plan within
the first 6 months of 2025.

2. lIdentify policies and strategies of complementary health programs, agencies,
packages of care, and work programs of CS and patient organisations to integrate
with or align with the objectives of the NSCCP within 6 months.

3. Establish an M&E mechanism to track performance of complementary policies and
strategies and prepare reports every 6 months.

4. |dentify best practice in other health programs and national initiatives to supplement
the objectives and deliverables of the NSCCP within 6 months.

Medium term (12 to 36 months)

1. Finalize the NSP Indicator set and enable reporting mechanisms from all levels of
care to be integrated into the National Information Data System and obtain approval
of the indicator set within 18 — 24 months.

2. NICRAT supported by the SC to:
¢ Analyze the response to Phase | performance of the NSCCP, identify gaps as
well as the underlying causes thereof requiring further action to be addressed
within 6 months of remedial action.
e Prepare for Phase Il evaluation within 36 months.

3. NICRAT supported by the SC to identify specific supportive strategies, standardized
protocols and guidelines, to be developed by appointed, inclusive task teams within
12 — 18 months.

Long term (36 months and above)

1. Recommend adjusted targets and/or indicators of the NSCCP based on the
evaluation of performance at all levels of care within 24 months.

2. NICRAT, supported by the SC, to undertake Phase Il evaluation after Target year 5
to be completed and a report compiled within 6 months of the evaluation.

Financing National Cancer Control Programme
Short term (6 to 12 months)

1. Establish a task force to develop innovative, sustainable funding models for cancer
control, to include revenue-generating strategies within 6 months.
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Me
1.

. Analyse the costing of the NSCCP to inform the development and approval of a
Resource Development Mobilization Strategy for investment in the identified priority
areas using a phased approach within the first 6 months of 2025.

NICRAT supported by the SC to prioritize and accelerate the development of the
NCHF Framework and monitor, evaluate and report on the existing distribution of the
fund within 12 months.

dium term (12 to 36 months)

Monitor and evaluate trends on OOP expenses incurred by patients and their families
and the impact of financial support from the CHF, NHIS, and other funding
mechanisms on OOPs expenses incurred within 12- 18 months.

Engage the private sector to finalize and agree on a MOU and a comprehensive plan
to implement, monitor and evaluate PPPs within 12 —24 months.

The Federal Ministry of Trade and Investment to identify and analyse
regulations/policies on excise taxes, levies, and other incidental costs associated with
procuring equipment/medicines/consumables and present a Plan of Action within 18
months.

Long term (36 months and above)

1.

The Federal Government to support NICRAT and the SC to compile a plan of action
on the implementation of innovative funding models including targets and indicators
within 36 months.

NICRAT, supported by the SC to monitor, evaluate and report on the
implementation of the Resource Development Mobilization Strategy and PPPs after
their implementation within 36 months and thereafter, annually.

Relevant tools, guidelines and reference materials on cancer control planning

1.

WHO guide for effective cancer control programmes
https://www.ncbi.nIm.nih.gov/books/NBK195465/

WHO comprehensive cervical cancer control
http://apps.who.int/iris/bitstream/10665/144785/1/9789241548953 eng.pdf

WHO Global Action Plan on NCDs (2013-2020)
https://www.who.int/nmh/events/ncd action plan/en/

Cancer. Disease Control Priorities, third edition, volume 3. (World Bank) http://dcp-
3.org/cancer

From Burden to “Best Buys” (2011): Reducing the Economic Impact of NCDs in LMICs:
https://ncdalliance.org/sites/default/files/resource files/\WWHO%20From%20Burden%2
0t0%20Best%20Buys.pdf

Quality NCCP programmes (CANCON)
http://www.cancercontrol.eu/cancercontrol.eu/qguide-landing-
page/?gclid=CjOKEQIAOL FBRDMmaCTw5nxm-ABEiIQABN-
VqaiCD5UHAGZzTjgmpGFgj1BwOL7glLed1s2iblGYmfiJMaAh9g8P8HAQ

44


https://www.who.int/publications/i/item/9789241565462
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://www.who.int/nmh/events/ncd_action_plan/en/
https://www-pub.iaea.org/MTCD/Publications/PDF/pub1296_web.pdf
https://www-pub.iaea.org/MTCD/Publications/PDF/pub1296_web.pdf
http://apps.who.int/iris/bitstream/10665/250584/1/9789241565417-eng.pdf
http://apps.who.int/iris/bitstream/10665/250584/1/9789241565417-eng.pdf
https://www.who.int/publications/i/item/who-position-paper-on-mammography-screening?gclid=Cj0KEQiA0L_FBRDMmaCTw5nxm-ABEiQABn-VqaiCD5UHA6zTjgmpGFqj1BwOL7qLeJ1s2jblGYmfiJMaAh9g8P8HAQ
https://www.who.int/publications/i/item/who-position-paper-on-mammography-screening?gclid=Cj0KEQiA0L_FBRDMmaCTw5nxm-ABEiQABn-VqaiCD5UHA6zTjgmpGFqj1BwOL7qLeJ1s2jblGYmfiJMaAh9g8P8HAQ
https://www.who.int/publications/i/item/who-position-paper-on-mammography-screening?gclid=Cj0KEQiA0L_FBRDMmaCTw5nxm-ABEiQABn-VqaiCD5UHA6zTjgmpGFqj1BwOL7qLeJ1s2jblGYmfiJMaAh9g8P8HAQ

7. Cost-effectiveness and strategic planning (WHO) http://www.who.int/choice/en/

8. WHO NCD costing tools https://www.who.int/tools/onehealth

9. Supporting national cancer control planning: a toolkit for Civil Society Organisations
(CSO0s), UICC
https://www.uicc.org/sites/main/files/atoms/files/eNCCPTOOLK FA.pdf

10. WHO-IAEA National Cancer Control Programmes Core Capacity Self-Assessment
Tool
https://iris.who.int/bitstream/handle/10665/44729/9789241502382 eng.pdf?sequenc
e=1
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https://www.who.int/publications/i/item/9789240009226
https://www.who.int/tools/onehealth
https://www.ncbi.nlm.nih.gov/books/NBK195465/
https://www.who.int/news/item/27-08-2019-who-revision-of-pain-management-guidelines?sequence=1
https://www.who.int/news/item/27-08-2019-who-revision-of-pain-management-guidelines?sequence=1

2.4. REGISTRATION AND SURVEILLANCE

Nigeria has a long history of cancer registration dating back to the 1960’s. Although it is
estimated that there are close to 40 cancer registries at various levels of development in the
country, only 26 of them are listed as components of the National Cancer Registry of Nigeria
(NCR) according to the National Cancer Registry Regulations of 2024. These consist of
population-based registries (PBCR’s) and hospital-based registries (HBCR’s). The only
Paediatric Cancer Registry mentioned in desk review materials did not submit a self-
assessment questionnaire during the imPACT review assessment. It was not visited during
the in-country mission.

At present, Nigeria is placed by the IARC/WHO in the category of 19 countries in SSA with
population-based cancer registries. For various reasons, none of the registries have
contributed data to the IARC/IACR (International Association of Cancer Registries) “Cancer
Incidence in 5 Continents” monographs in recent years. Incidence, mortality and prevalence
data for the country are currently based on GLOBOCAN estimates produced by IARC. It is
however important to note that GLOBOCAN estimates for the country are based on data
generated by some of the functional PBCR’s in the country. These include among others,
Abuja Cancer Registry, Calabar Cancer Registry, Ekiti Cancer Registry, Enugu Cancer
Registry and Ibadan Cancer Registry. These registries also participate actively in the activities
of the regional African Cancer Registry Network (AFCRN) and have contributed significantly
towards the understanding of the incidence and pattern of cancer occurrence in the country.
These registries should be resourced adequately to enable them to produce good quality data
that can be accepted for publication in the CI5 monographs.

A total of 11 registries submitted their self-assessment questionnaires for the imPACT review
mission. These are: Abuja Cancer Registry (PBCR), Ibadan Cancer Registry (PBCR), Calabar
Cancer Registry (PBCR), UDUTH Cancer Registry (PBCR), Jos Cancer Registry (HBCR),
llorin Cancer Registry (HBCR), Gwagwalada Cancer Registry (PBCR), Gombe Cancer
Registry (PBCR), Enugu Cancer Registry (PBCR), Ekiti Cancer Registry (PBCR) and Ekiti
Cancer Registry (HBCR). Of these, 5 were visited during the in-country mission (Abuja Cancer
Registry, LUTH Cancer Registry, UBTH Cancer Registry, UDUTH Cancer Registry and Ibadan
Cancer Registry.

Until the establishment of NICRAT in 2017, cancer registration and surveillance were
coordinated centrally by the Abuja-based Nigerian National System of Cancer Registries
(NSCR). Reports and publications on the activities of the NSCR are available®®. i

% Nigerian National System of Cancer Registries (NSCR). https://nigeriancancerregistries.net
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for which there may not yet be full agreement. © WHO 2019. All rights reserved

Figure 2: Status of Cancer Registration and Surveillance in SSA, 20196°
National Cancer Registry Regulations (2024)

Cancer is now a notifiable disease following the introduction of the National Cancer Registry
Regulations of Nigeria by the FMoH&SW in June 2024. Implementation and enforcement of
the regulations is the responsibility of NICRAT.

The regulations were developed in collaboration with IARC and AFCRN. The regulations:

o Established the population-based National Cancer Registry (NCR) under the
management of NICRAT, the implementing agency of the FMoH&SW

¢ Made cancer a reportable disease — compelling every healthcare worker (in both public
and private sectors) to report confirmed cancers to the National Cancer Registry

e Contains the rules for collection, recording, storage, management, analysis, reporting
and dissemination of data on all persons with cancer in Nigeria
Contains rules concerning confidentiality of patient information

o Lists the 26 component registries of the NCR

Summary of Findings

Most of the Nigerian Registries are hosted by University Teaching Hospitals (UTH) which
provide accommodation, staff, equipment and other needs. Most of the registries are located
in Pathology Departments and are directed by the Heads of Department. Many of the directors
are pathologists. In a few cases, the registries are located in Radiotherapy and Oncology
Departments and are directed by Oncologists.

0 GICR Map production. IARC. World Health Organisation. 2019
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Support from the universities/hospitals is usually inadequate, with registry directors using
personal resources to fund registry operations. Some of the registries have advisory
committees which give oversight to registry operations. However, in many cases, the
committees are not functional.

The major sources of information of the registries include pathology reports, hospital medical
records (public and private), records of radiotherapy and oncology departments, records of
cancer centres, hospices and death certificates.

Many of the registries are still paper based although EHR systems are widely used in both
public and private facilities.

A standard cancer notification form (CNF) is used to abstract information from source
documents and to report cancer (Form attached in Annex 9). The CNF was developed by the
AFCRN and is customised to Nigeria. The information collected includes patient
demographics (names, age/date of birth, sex etc); tumour information (diagnosis date, basis
of diagnosis, topography, morphology, behaviour, stage and treatment); source and follow-up
information (vital status at last contact, date of last contact and cause of death).

The International Classification of Diseases for Oncology 3™ Revision (ICD-O-3) is used for
coding.

The CanReg cancer registration software provided by IARC is used for data processing. Most
of the registries are using the current version 5 while a few are still using version 4. Most of
the registries use the analysis module of CanReg5 and other software including STATA and
Microsoft EXCEL. Some of the PBCRs publish periodic reports and have published their
results in peer-reviewed journals.

Registries visited during the in-country mission:

Abuja Cancer Registry (ABCR)

The registry was established in 2006 as hospital-based and became population-based in
2009. Although it falls under the Oncology Department, the Medical Records Department is
an important stakeholder. It is one of the Nigerian registries doing well by regional standards.
It is an active member of the AFCRN and has contributed to its publications.

The ABCR has an advisory committee which is not yet fully functional. The registry director is
an Oncologist. The registry has a staff complement of 3 comprising 1 Chief Records Officer
and 2 Principal Records Officers. The Chief Records Officer is very experienced and well
trained. She is currently providing support to NICRAT as a resource person.

Funding of registry operations is a challenge. Although staff salaries and benefits are paid by
the hospital, there is no budget line for the registry in the hospital funding structure. Sometimes
staff use personal resources for data collection.

The registry has recently moved into the Radiotherapy Centre of National Hospital Abuja
(NHA) where it occupies one spacious room. However, registry materials and records are still
in the old office.

It has recently received an assortment of brand-new equipment and office furniture from
NICRAT as part of the Institute’s support to cancer registries under the NCR project. The
equipment comprises: 1 desktop computer, 1 laptop, 1 printer, desks, chairs and filing
cabinets. The new registry office is comfortable and pleasant.

The ABCR targets the populations of AMAC, KUJE-AC and BWARI within the Federal Capital
FCT. The target population according to 2022 projections is 2,405,600 inhabitants.
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Registry operations are guided by the SOP developed by the AFCRN for network members
and guidelines developed by the IARC/IACR. The official standard cancer notification form
developed by NICRAT is used for data collection. The ABCR uses a combination of active and
passive case finding.

Sources of information include public and private hospital records, radiotherapy records,
oncology department out-patient records, pathology laboratories, mortality database and
death certificates.

Variables collected include patient demographic data (names, date of birth/age, sex, place of
usual domicile and telephone numbers, occupation, religion etc.); tumour information
(incidence date, basis of diagnosis, topography, morphology, laterality, treatment and HIV
status); source of information (institution/hospital); follow-up information (date of last contact,
status at last contact and cause of death). Data are coded according to ICD-O-3.

Although the CanReg5 software has been installed on the new desktop computer and laptop,
the database has not yet been transferred from the old computers in the old office. CanReg5
is used alongside the EMR. Data analysis is done using the analysis modules of CanReg5.

Registry data are disseminated through periodic reports.
Lagos University Teaching Hospital Registry (LUTH)

The Registry did not submit the self-assessment questionnaire for the mission and limited time
was available for the site visit.

The LUTH Cancer Registry was established in 1998. It is located in the Oncology Department
of the Nigeria Sovereign Investment Authority (NSIA) Luth Cancer Centre within the Lagos
University Teaching Hospital complex. It occupies a section of a large room which also houses
another unit.

The registry is directed by a Pathologist and has a staff complement of 3, comprising 1 Senior
Data Processing Officer, 1 Medical Records Officer and a Clerical Officer). They are
responsible for data collection within LUTH and other facilities within Lagos.

They do both active and passive case-finding. Active data collection outside LUTH is very
challenging due to lack of resources. Sometimes staff use their own resources to collect data,
which is not sustainable.

The registry equipment is very old and urgently needs replacement. The equipment consists
of 2 desktop computers, a laptop and a printer. The offices space for the registry is inadequate
and insecure. (To note: It was reported after the in-country mission that the registry had
received new equipment and furniture in December 2024 from NICRAT. The registry has also
been provided with adequate and secure office space.)

The CNF developed by the AFCRN and customised to Nigeria is used for data collection. The
registry is expected to adopt the new national cancer notification form developed by NICRAT.

Standard variables defined by NICRAT are collected. These includes patient demographics,
tumour data, treatment and follow-up information. Medical data are coded according to the
ICD-0-3 system developed by the WHO.

The CanReg5 software developed by IARC is used for data processing. It was noted that the
databases on the 2 computers are different. Migration from CanReg4 to CanReg5 may not
have been done properly. The databases should be harmonised as a matter of urgency and
a decision must be made on which computer should be used for data processing since the 2
machines are not networked. Data analysis is done using the analysis module of the CanReg5
software.
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Ibadan Cancer Registry (ICR)

The first population-based registry in Nigeria was established in 1960 at the University College
Hospital (UCH), Ibadan. It based in the Department of Pathology. Current office space is
inadequate. The ICR is the only registry in Nigeria to have contributed data to Cancer
Incidence in 5 Continents (Volumes I-lll). It is currently one of the active PBCRs in Nigeria
providing data to IARC for the GLOBOCAN project. It is also an active member of the AFCRN
and has participated in the CONCORD studies.

The registry has a functional Advisory Committee and is directed by a pathologist. It has a
staff establishment of 5 comprising 1 registrar, 1 system analyst, 1 health information officer,
2 registry clerks and a part-time driver. The Registrar is well experienced and well trained,
having participated in IARC and AFCRN training courses.

The ICR targets the population of Ibadan and its environs. The estimated population in 2024
was 4,004,318 inhabitants.

The registry observes cancer registration practices recommended by the IARC/IACR and the
AFCRN. The AFCRN SOP and the IACR manual for Cancer Registry Personnel are the main
reference documents for registry.

Registry sources of information include records of public and private hospitals, radiotherapy
departments, oncology departments, out-patient departments, pathology laboratories,
haematology laboratories and death certificates. Standard data variables are collected: patient
demographics, tumour information, treatment information and follow-up information. Non-
malignant tumours of the brain, ovary, cervix (CIN) and Myeloproliferative disorders are also
recorded.

Data are coded according to the WHO ICD-0O-3 classification. For staging, the TNM/eTNM
systems are used.

Version 5 of the CanReg software provided by IARC is used for data processing and analysis.
Registry information is disseminated through periodic reports IARC and AFCRN publications
and conference and presentations.

The major challenges identified include inadequate office space, poor funding, irregular power
supply and lack of adequate population data.

The ICR has the potential to contribute data to CI5 if adequate resources are provided.
Usmanu Danfodiyo University Teaching Hospital Cancer Registry (UDUTH)
The self-assessment questionnaire submitted lacked some essential information.

The UDUTH Cancer Registry was established in 2013 in Sokoto. It is located in the medical
library complex of UDUTH teaching hospital. It occupies 2 rooms in the complex.

It targets the populations of Wamako, Sokoto North and South. The estimated population in
2024 was 1,052,800 inhabitants.

The registry does not have an advisory committee. The registry director is a pathologist. It has
a staff compliment of 2 registrars devoting 50% of their time to registry work.

The registry is inadequately resourced in terms of personnel and finance. The director uses
personal resources to fund registry operations.

Staff need urgent training in basic cancer registration methods.

University of Benin Teaching Hospital Cancer Registry (UBTH)
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The registry did not submit the self-assessment questionnaire for review. The registry director
who is knowledgeable about the operations of the registry was not available during the visit.

The UBTH Registry was established in 2008. It is population-based for the City of Benin. The
target population according to 2024 estimates is about 3 million people.

The registry needs better office space. The only registry computer crashed 2 weeks before
the visit and was taken away for repairs.

The registry has a staff complement of 5, comprising 1 coordinator, 1 programme analyst, 1
information officer, 1 data processing officer and 1 medical records officer. 3 of the staff are
employed on a full-time basis.

Data collection is active with staff visiting facilities within the catchment area on a quarterly
basis. Data collection seems not frequent due to inadequate resources.

There is urgent need to provide adequate secure office space and equipment to the registry.
Staff needs urgent training in basic cancer registry methods.

The last comprehensive publication was in 2015 titled ‘Cancer Trends in Benin-City Nigeria:
A six-year report on the Benin Cancer Registry. A population-based analysis (2009-2014).

National Institute for Cancer Research and Treatment (NICRAT) Role in Cancer
Registry

The Agency which was established in 2017 is mandated to establish and maintain a cancer
registry. It is therefore responsible for implementing and enforcing the 2024 NCR Regulations.
NICRAT was visited to understand how it is implementing the regulations.

e It developed the standard national Cancer Notification Form which is used by cancer
registries and other stakeholders to notify cancer

¢ It maintains the national database of cancer

e |tis capacitating cancer registries by providing equipment including desktop computers,
printers and other accessories. The PBCR in Abuja has recently received this equipment.
The LUTH PBCR is also expected to receive similar equipment. NICRAT will also be
offering training courses for registry personnel in collaboration with IARC, the AFCRN
and other partners.

Summary of major conclusions

Population-based cancer registration is challenging in countries with large populations like
Nigeria. The introduction in 2024 of the National Cancer Registry Regulations establishing the
Population-based National Cancer Registry and making cancer a reportable disease has
clearly set the way forward for cancer registration and surveillance in the country. Despite its
large population, if the regulations are implemented and enforced, Nigeria will have a sound
national cancer registration and surveillance system. The unavailability of up-to-date
population census data is also a challenge; the last national census was conducted in 2006.
Valid estimation of incidence rates requires that accurate population denominators are
available. This is especially important for PBCRs.
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Recommendations
Short term (6 to 12 months)

1. Registries to urgently submit self-assessment questionnaires if not done so already,
so that NICRAT can determine their status.

2. Disseminate information on the NCR regulations (2024) through stakeholder
meetings, FMoH&SW structures, social, print and electronic media.

3. NICRAT to implement and enforce the NCR Regulations.

4. Request technical support from IARC (GICR and other cancer initiatives) through the
regional hub and AFCRN.

5. Conduct training courses (virtual/in-person) on cancer registration for registry staff
with emphasis on how to complete the new Cancer Notification Form.

6. PBCRs to constitute multi-disciplinary advisory committees to provide oversight.
Medium term (12 to 36 months)

1. Provide adequate and secure accommodation for the registries.

2. Provide adequate full-time staff for the registries.

3. Capacitate existing PBCR’s by providing them with basic equipment such as
computers, printers, filing cabinets and consumables.

4. Ensure that registries are using the latest version of the CanReg5 software and the
new standard Cancer Notification Form.

Long term (36 months and above)

1. Provide financial support to the registries to cater for active data collection and
operating costs

2. Analyse and disseminate results on cancer incidence.

3. PBCRs to prepare good quality data for submission to the next edition of CI5.

Relevant tools, guidelines and reference materials on cancer registry and surveillance.

1. Nigerian National System of Cancer Registries (NSCR).
https://nigeriancancerregistries.net

2. GICR Map production. IARC. World Health Organisation. 2019
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3. Global Cancer Observatory (GCO) — access to various estimates on cancer
incidence, mortality and  survival  worldwide, including GLOBOCAN:
https://gco.iarc.fr/en

4. Cancer Incidence in Five Continents (CI5) — access to observed cancer registry data
and analysis options throughout the XI CI5 volumes: https://ci5.iarc.fr/Default.aspx

5. Global Initiative for Cancer Registry Development (GICR): http://gicr.iarc.fr/

6. African Cancer Registry Network (AFCRN): https://afcrn.org

7. International Association of Cancer Registries: http://www.iacr.com.fr/

8. National |Institute for Cancer Research and Treatment (NICRAT):
https://www.nicrat.gov.ng

9. National Cancer Registry Regulations (2024)
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2.5. PREVENTION

Cancer prevention is recognised as one of the priority areas of action for comprehensive
cancer control in the National Strategic Cancer Control Plan 2023-2027 (NSCCP). About 62%
of the total national cancer control budget, as costed in NSCCP, was allocated to prevention
interventions. The top five cancers in males are prostate, colorectum, non-Hodgkin’s
lymphoma, liver and stomach cancer. In females the common cancers are breast, cervical
cancer, colorectum, ovary and non-Hodgkin’s lymphoma. For both sexes breast, cervical
cancer, prostate, and non-Hodgkin’s lymphoma. These cancers can be prevented through
interventions that reduce modifiable risk factors as part of primary prevention and/or
secondary prevention which aims for screening and early detection.

Primary and secondary prevention programs prioritised in the NSCCP focus on Human
Papilloma Virus vaccination, Hepatitis B Virus vaccination, exposure to tobacco, consumption
and usage of carcinogenic substances and screening for breast, prostate, cervical, colon and
childhood cancers.®' Cancer prevention activities are coordinated by the Cancer Control desk
at the FMoH&SW which is charged with the responsibility of policy development in
collaboration with NICRAT, which oversees its implementation. Additionally, NICRAT and the
FMoH&SW work closely with the NPHCDA to leverage on the existing primary health care
infrastructure to implement cancer prevention programs. Nigeria conducted its last STEPS
survey to assess the status of risk of factors of NCDs and cancer in 2003.%2 It is recommended
to conduct a STEPS survey every 5 years to monitor trends in NCD risk factors effectively.

Tobacco

Tobacco use is a significant public health issue in Nigeria, with recent data revealing that 10%
of Nigerians are current smokers and 18% have ever smoked.®® The 2012 Global Adult
Tobacco Survey (GATS) show that over 20 billion sticks of cigarettes are consumed in Nigeria
annually, and 5.6% of adults (4.5 million) currently use tobacco products. The prevalence is
notably higher among males (10%) compared to females (1%).%* Alarmingly, among
adolescents aged 13-15, 19% of males and 11% of females are current tobacco users.®® This
highlights a concerning trend in youth smoking, exacerbated by aggressive marketing
strategies targeting young people, increasing the risk of early addiction and long-term health
problems.

Second-hand smoke (SHS) exposure is a critical concern, with the GATS indicating exposure
to second-hand smoke during visit to various public places is high with 82% in bars/nightclubs;
36.3% in coffee shops; and 29.3% in restaurants. Over one-third of adolescents reported
exposure in their homes.®® SHS exposure is linked to severe health issues, including

I NICRAT. National Strategic Cancer Control Plan 2023-2027 (2023).

92 Akinkugbe, O. O. Health behavior monitoring among Nigerian adult population: a collaborative work of
Nigerian Heart Foundation and Federal Ministry of Health and Social Services, Abuja supported by World Health
Organization, Geneva (2003). http://www.who.int/publications/m/item/2003-steps-country-report-nigeria

8 Adeloye, D., et al. “Prevalence of Tobacco Use in Nigeria: A Systematic Review and Meta-Analysis.” Tobacco
Control 28, no. 6 (2019): 694-701. https://doi.org/10.1136/tobaccocontrol-2019-055162.

% Global Adult Tobacco Survey (GATS). Nigeria GATS 2017 Fact Sheet (2018).
https://www.who.int/tobacco/surveillance/gats/en/.

% World Health Organization (WHO). WHO Report on the Global Tobacco Epidemic (2015).
https://www.who.int/tobacco/global report/2015/en/.

%  Global Adult Tobacco Survey (GATS). Nigeria GATS 2017 Fact Sheet (2017).
https://www.who.int/tobacco/surveillance/gats/en/.
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respiratory diseases and heart conditions, underscoring the urgent need for more robust public
smoking bans and effective enforcement of existing laws.

According to the Tobacco Atlas, the health consequences of tobacco use are substantial, with
tobacco-related diseases responsible for approximately 17,296 deaths per year in Nigeria.®’
Furthermore, the country sees around 127,763 new cancer diagnoses annually, many linked
to tobacco.® Economically, the costs associated with tobacco-related diseases, were
estimated at USD$141 million annually, placing a heavy burden on Nigeria's healthcare
system.®°

Youth smoking remains a persistent issue despite efforts to mitigate it. The 2020 Global Youth
Tobacco Survey (GYTS) found that 7% of students smoke cigarettes, and 14% use other
forms of tobacco. Tobacco advertising plays a significant role in this, with many students
exposed to pro-cigarette ads despite seeing anti-smoking messages.”® Strengthening
regulations to limit youth exposure to tobacco advertising is critical, especially since Nigeria
has ratified the WHO Framework Convention on Tobacco Control (FCTC) in August 2005,
which mandates comprehensive bans on tobacco advertising.

Shisha use is increasing in Nigeria with an estimated mean age at initiation of shisha use of
22.6 years and 9 out of every 10 current shisha users (87.6%) having initiated shisha smoking
when they were below 30 years old. The majority of shisha smokers (62.6%) agreed/fully
agreed that Shisha smoking is extremely dangerous. However, the growing trend in the use
of shisha remains due to factors such as ease of access, social reasons for use of Shisha and
the gaps in regulations which focus more on cigarettes and do not specifically address
shisha.”!

Anecdotal evidence suggests a growing prevalence of e-cigarette use among Nigerian youths,
with concerns about nicotine addiction and long-term health implications. There are indications
of a lifetime prevalence of e-cigarette use (or vaping) ranging from 5.8% to 19.8%, with a
current e-cigarette use prevalence of 11.8%, among different population groups in Nigeria.
The major determinants of e-cigarette use include being a youth, having a health condition,
severe anxiety, tobacco use, peer influence, and current alcohol use.

The use of e-cigarettes in Nigeria has been fuelled by numerous factors including aggressive
marketing strategies, accessibility, and the allure of trendy vaping culture. The limited tobacco
control policies and enforcement mechanisms have created favourable environment for the
vaping industry to expand rapidly, with a plethora of brands and flavours flooding the market.
Inadequate enforcement of regulation has also facilitated the proliferation of substandard
products and counterfeit imitations, aggravating health risks. There is need to strengthen
governmental commitment towards robust policy formulation and funding of evidence-based
prevention programs to address the burden of e-cigarette use in Nigeria.”

Tobacco Control Programs are coordinated through the National Tobacco Unit (TCU) in the
Non-Communicable Diseases unit under the Public Health Department in the Federal Ministry

67 “Nigeria.” Tobacco Atlas. Accessed February 6, 2025. https://tobaccoatlas.org/factsheets/nigeria/.

% International Agency for Research on Cancer. 2020. “Nigeria: Fact Sheet.” GLOBOCAN. Accessed February
6, 2025. https://gco.iarc.who.int/media/globocan/factsheets/populations/566-nigeria-fact-sheet.pdf.

% Tobacco Atlas. Tobacco Atlas, 7th Edition (2024). https://tobaccoatlas.org/.

7 Global Youth Tobacco Survey (GYTS). 2020. Nigeria GYTS 2020 Fact Sheet.
https://www.who.int/tobacco/surveillance/gyts/en/.

"I R-DATS Consulting. Shisha Use in Nigeria: A Primary Quantitative Research Report (2022).

2 Adegbile, Oluwatobi E., Oluwatomilayo D. Adeniji, Jimoh Amzat, and Kehinde K. Kanmodi. “E-Cigarettes in
Nigeria: A Scoping Review of Evidence.” Health Science Reports 7, no. 4 (2024): e2074.
https://doi.org/10.1002/hsr2.2074.
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of Health and Social Welfare. There is evidence of some implementation of measures to
reduce tobacco use through no smoking signs in public places, images and messaging on
cigarette packs warning on dangers of smoking. However, establishments that offer Shisha
prominently advertise. There was no evidence of dissemination of warnings about dangers of
tobacco use or the offering of tobacco cessation programs as part of preventive health
services.

Tobacco taxation is recognised as an effective strategy to reduce consumption. Although
Nigeria has implemented a tobacco tax policy, the current tax rate of 28% falls short of the
WHO-recommended 70%.”® This inadequacy hinders efforts to decrease smoking rates and
fund tobacco control initiatives. From 2009 to 2019, Nigeria saw a slight reduction in smoking
rates from 11% to 10%, attributed to better public awareness and smoking cessation
strategies.’™

Nigeria's tobacco control policies have evolved, especially since the National Tobacco Control
Act (NTCA) was passed in 2015 following the ratification of the WHO Framework Convention
on Tobacco Control in 2006. The NTCA establishes a comprehensive framework, addressing
critical aspects of tobacco control, including public smoking bans and regulation of tobacco
advertising.” The National Tobacco Regulations of 2019 provide a legal framework to achieve
the goals of the Act. Nigeria is making strides to address gaps in tobacco control as evidenced
through the recent development of the National Tobacco Control Strategic Plan of Action
(2024-2028);® National Tobacco Enforcement Plan (2024)"” and the National Tobacco
Control Communication Strategy (2024-2028)"® which are in alignment with the NTCA and the
National Tobacco Regulations. The National Strategic Cancer Control Plan (2023-2027) has
prioritised to stop the smoking of tobacco in public places as part of prevention of cancer; and
increase awareness on the dangers of tobacco as part of its advocacy priorities.”® The National
Multisectoral Action Plan for the Prevention and Control of Non-Communicable Diseases
(2019-2025) is clear on the interventions that needs to be put in place to reduce the use of
tobacco in Nigeria.® It will be critical to continuously assess the alignment of the tobacco
policies and frameworks with the WHO MPOWER technical package which provides guidance
on implementation of the WHO Framework Convention on Tobacco Control.

However, further progress is hampered by gaps in policy implementation, including the
National Tobacco Control Committee’s lack of regulatory autonomy, outdated health warnings
on cigarette packages, and insufficient attention to smokeless tobacco products.®? The

73 Wisdom, Jennifer P., Pamela Juma, Beatrice Mwagomba, Catherine Ndinda, Clarisse Mapa-Tassou, Felix
Assah, Misheck Nkhata et al. "Influence of the WHO framework convention on tobacco control on tobacco
legislation and policies in sub-Saharan Africa." BMC Public Health 18 (2018): 1-10.

7 Adeloye, D., et al. “Prevalence of Tobacco Use in Nigeria: A Systematic Review and Meta-Analysis.” Tobacco
Control 28, no. 6 (2019): 694-701. https://doi.org/10.1136/tobaccocontrol-2019-055162.

i Federal Government of Nigeria. National Tobacco Control Act. 2016.
https://www.health.gov.ng/doc/National%20Tobacc0%20Control%20Act.pdf.

76 Federal Ministry of Health and Social Welfare. The National Tobacco Control Strategic Plan of Action (2024-
2028). 2024.

77 Federal Ministry of Health and Social Welfare. The National Tobacco Enforcement Plan. 2024.

78 Federal Ministry of Health and Social Welfare. The National Tobacco Control Communication Strategy. 2024.
7 NICRAT. National Strategic Cancer Control Plan 2023-2027.

8 Federal Ministry of Health. Nigeria Multi-sectorial Action Plan for the Prevention and Control of Non-
Communicable Diseases (2019-2025). 2019.

81 World Health Organization. WHO report on the global tobacco epidemic, 2023: protect people from tobacco
smoke. World Health Organization, 2023.https://www.who.int/initiatives/mpower

82 Ukwueze, S. E., et al. “Challenges in the Implementation of the National Tobacco Control Act in Nigeria: A
Policy Analysis.” Tobacco Control 27, no. 2 (2018): 221-228. https://doi.org/10.1136/tobaccocontrol-2016-
053052.
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National Tobacco Control Commission (NTCC) is a committee in Nigeria that regulates
smoking, tobacco advertising, and tobacco product packaging. The NTCC is established by
the National Tobacco Control Act (NTCA) of 2015. The NTCA also establishes a Tobacco
Control Unit at the Federal Ministry of Health (FMOH).

While Nigeria has made progress in tobacco control, significant challenges remain.
Addressing these challenges through strategic recommendations is essential to reduce
tobacco use, protect public health, and alleviate the economic burden of tobacco-related
diseases in Nigeria.

Alcohol

Alcohol consumption in Nigeria presents significant public health concerns, particularly with
the target of achieving a 10% relative reduction in harmful alcohol use by 2025 as outlined in
the National Multisectoral Action Plan for the Prevention and Control of Non-Communicable
Diseases (NCDs) (2019-2025). According to the WHO Global Information System on Alcohol
and Health (GISAH), the estimated alcohol per capita consumption (APC) for Nigeria is 3.8
litres of pure alcohol per year for individuals aged 15 years and older. Male consumption
averages 6.8 litres, while female consumption is much lower at 1.2 litres.®84

Trends indicate a shift in alcohol consumption patterns, particularly among youth. Alcohol is
increasingly consumed outside traditional contexts, with young people drinking as a means of
social validation. The marketing of alcoholic beverages often glamorizes consumption, leading
to increased accessibility, particularly for children and adolescents.?> Additionally, there is a
rising trend of alcohol consumption among females, who were previously less likely to engage
in heavy drinking.

A systematic review covering data from 1990 to 2018 found that the pooled crude prevalence
of harmful alcohol use in Nigeria stands at 34.3%. The prevalence is significantly higher
among men (43.9%) compared to women (23.9%) and is also more common in rural areas
(40.1%) than in urban settings (31.2%).8% Despite the overall decrease in the age-adjusted
prevalence of harmful use from 38.5% to 32.6%, the total number of harmful drinkers
continues to rise, emphasizing the need for more effective public health policies.

The regulatory landscape for alcohol in Nigeria is marked by fragmented policies and a lack
of comprehensive measures to manage its consumption. Existing regulations, such as those
from the National Agency for Food and Drug Administration and Control (NAFDAC), have
certain restrictions but do not effectively address sales to minors or the advertising of alcoholic
beverages to vulnerable populations.®” The lack of a holistic, health-sector-led policy hampers
the effectiveness of interventions aimed at reducing harmful alcohol use. A critical gap in
Nigeria's alcohol-related policies is the absence of a comprehensive document regulating
marketing, promotion, and accessibility.

8 World Health Organization. 2024. Total Alcohol per Capita (> 15 Years of Age) Consumption (Litres of Pure
Alcohol) [Indicator]. https://data.who.int/indicators/i/EF38E6A/EE6F72A (accessed September 26, 2024).

8 World Health Organization. 2024. Alcohol Fact Sheet. Available online: https://www.who.int/news-room/fact-
sheets/detail/alcohol.

85 Obot, I. S. “The Role of the Alcohol Industry in the Prevention and Control of Alcohol Use in Nigeria.” Journal
of Substance Use 12, no. 3 (2007): 153-162.

8 Akinyemi, O. O., et al. “Epidemiology of Harmful Use of Alcohol in Nigeria: A Systematic Review and Meta-
Analysis.” Public Health Reviews 41, no. 1 (2020). https://doi.org/10.1186/s40985-020-00116-3.

87 National Agency for Food and Drug Administration and Control (NAFDAC). Spirits-Drink Regulations. 2021.
https://www.nafdac.gov.ng.
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The 2007 Federal Road Safety Act, along with the NCD Prevention and Control Policy, has
proposed limited actions. For instance, restricting access to alcohol is one of the few best-buy
interventions identified. In the past, the absence of multi-sectoral collaboration in policy
formulation has meant that several relevant sectors were excluded from decision-making
processes, leading to ineffective implementation of existing policies. Funding constraints
further exacerbated these challenges, as low government budgetary allocations impeded the
enforcement of alcohol control measures.® The development of the National Multisectoral
Action Plan for the Prevention and Control of Non-Communicable Diseases (2019-2025),%°
sought to address these challenges. However, interventions were not costed, and
implementation continues to be hampered by lack of resources. In addition, initiatives such as
SAFER Alcohol Initiative,®® Global Strategy to Reduce the Harmful Use of Alcohol®' and the
Global Alcohol action Plan (2022-2030)% are still to be adopted and contextualised for Nigeria.

Alcohol consumption in Nigeria poses significant public health risks, particularly among youth
and vulnerable populations. To address these challenges effectively, there is an urgent need
for comprehensive policy frameworks, improved enforcement mechanisms, and community-
focused educational initiatives. By taking a multi-sectoral approach, Nigeria can better
regulate alcohol use and work towards achieving the target reduction in harmful consumption
as outlined in its National Multisectoral Action Plan for the Prevention and Control on Non-
Communicable Diseases. Sustainable implementation of school-based awareness programs
such as the European Union Unplugged project for prevention of substance abuse may assist
in reducing harmful use of alcohol among youth.%

Diet

Several studies globally have demonstrated that diet is a critical risk factor for various types
of cancer, including breast, bladder, lung, and colorectal cancer.’*%%?9 |n Nigeria, the
National Multisectoral Action Plan for the Prevention and Control of Non-Communicable
Diseases (2019-2025) emphasizes the importance of promoting healthy lifestyles and
implementing interventions to reduce modifiable risk factors for NCDs, including dietary
practices. Key objectives include promoting healthy diets, developing regulations to reduce

8 Akinyemi, O. O., et al. “Epidemiology of Harmful Use of Alcohol in Nigeria: A Systematic Review and Meta-
Analysis.” Public Health Reviews 41, no. 1 (2020). https://doi.org/10.1186/s40985-020-00116-3.

% Federal Ministry of Health. Nigeria Multi-sectorial Action Plan for the Prevention and Control of Non-
Communicable Diseases (2019-2025). 2019.

% World Health Organisation, 2019. The SAFER Technical Package, World Health Organisation.
https://iris.who.int/bitstream/handle/10665/330053/9789241516419-eng.pdf?sequence=1

9" World Health Organisation. 2010, Global Strategy to Reduce the Harmful Use of Alcohol. World Health
Organisation. https://iris.who.int/bitstream/handle/10665/44395/9789241599931_eng.pdf?sequence=1

%2 World Health Organisation, 2024. Global Alcohol Action Plan 2022-2030.World Health Organisation.
https://iris.who.int/bitstream/handle/10665/376939/9789240090101 -eng.pdf?sequence=1

% European Union. Unplugged: A School-Based Program for Substance Use Prevention in Nigeria. 2015.
https://www.europa.eu.

% Khan, A., et al. “The Relationship between Diet and Cancer Risk: A Global Perspective.” International Journal
of Cancer 146, no. 9 (2020): 2489-2499.

% Omer, O., et al. “The Role of Diet in the Prevention of Breast Cancer: A Review of the Literature.” Breast
Cancer Research and Treatment 173, no. 2 (2019): 321-335.

% Sharma, M., et al. “Dietary Patterns and Their Relationship with Cancer Risk: A Systematic Review.” Nutrients
13, no. 8 (2021): 2720.

97 Wang, Y., et al. “Nutritional Epidemiology of Lung Cancer: A Comprehensive Review.” Lung Cancer 125
(2018): 75-82.
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salt and trans fats in industrially produced foods, and enhancing nutritional education in
schools.%

A family history of cancer, high consumption of red and processed meats, alcohol use,
smoking, and physical inactivity significantly contribute to the risk of colorectal cancer in
African countries, including Nigeria.*® However, there is a critical need for high-quality studies
on dietary intake and cancer risk to inform prevention initiatives across the continent. A review
of dietary intake and cancer risk studies in Sub-Saharan Africa emphasizes the necessity of
large cohort studies and comprehensive datasets that account for various confounding factors,
including BMI, smoking, and family history of cancer.'®

A cross-sectional study conducted in 2024 at the Federal University of Oye revealed low levels
of awareness regarding nutrition-related breast cancer risk factors among females.'' These
findings indicate a concerning link between inadequate knowledge of breast cancer prevention
and poor dietary habits, underscoring the urgent need for targeted health education
interventions.

In Nigeria, integrated education on healthy diets and nutrition is largely provided by nursing
staff at Primary Healthcare Centres as part of the Maternal, Newborn and Child Health
Services with a focus on educating mothers bringing in children for immunisation on healthy
diets for the under 5-year cohort. There is no structured program that provides guidelines on
messaging on healthy diet in relation to cancer prevention. Information, Education and
Communication Materials are available and displayed in health facilities with messaging in
English.

There is an opportunity to leverage on the Community Health Worker Program, digital
platforms and media; and health promotion cadres’ presence at facilities to increase
awareness of the importance of health diets for prevention of cancer and other non-
communicable diseases. These interventions can be coordinated better at state level with
guidance from the national level as this will allow for contextualisation and adaption to local
nutrition and sociocultural practises.

The National Agency for Food and Drug Administration and Control (NAFDAC) has
implemented regulations focusing on food quality, labelling, and advertising. However, existing
policies have shown weak multi-sectoral action.'®? Additionally, funding constraints hinder the
implementation and enforcement of these policies.'®

The rising incidence of NCDs, particularly cancer, in Nigeria necessitates urgent action to
address dietary risk factors as a component of the WHO Best buys as outlined in the WHO
Global Action Plan on NCDs, and the National Multisectoral Action Plan for the Prevention
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and Control of Non-Communicable Diseases (2019-2025).'* Efforts should focus on
enhancing public awareness, improving nutritional education, and implementing robust
regulations to promote healthy dietary practices. By doing so, it may be possible to mitigate
the impact of modifiable risk factors and improve the overall health of the population.

Physical Activity

The Nigeria Multi-sectorial Action Plan for the Prevention and Control of Non-Communicable
Diseases (2019-2025) aims for a 10% relative reduction in the prevalence of insufficient
physical activity.'® Recent years have seen significant advancements in physical activity
research in Nigeria, with the total number of articles increasing from seven in 2015 to 85 in
2020, largely due to collaborations with the International Physical Activity and Environment
Network (IPEN).'° This increase reflects a growing interest in physical activity's role in
mitigating the impact of NCDs, emphasizing its importance as a public health priority.

Despite these advances in research, Nigeria has made limited progress in physical activity
surveillance and policy development. Currently, there is no standalone national physical
activity policy, nor is there an established national or subnational surveillance system. This
lack of infrastructure hinders the effective promotion of physical activity. Moreover, Nigeria’'s
health budget primarily focuses on infectious diseases like HIV/AIDS and tuberculosis, leaving
insufficient resources for interventions aimed at promoting physical activity.'”” The current
national physical activity plan is embedded within the broader NCD plan, which limits its
visibility and effectiveness.

Children and youth represent a significant portion of Nigeria's population, with a median age
of 17.9 years.'® Promoting an active lifestyle among this demographic is critical to preventing
NCDs later in life. According to the World Health Organization, two-thirds of premature deaths
in adults are linked to conditions and behaviours established during childhood, such as
physical inactivity, smoking, and heavy drinking.'® Recent reports indicate that physical
activity levels among children and youth in Nigeria have improved slightly, with 30% to 52%
of this population now classified as physically active, marking an improvement from earlier
assessments."'? However, there is still a significant gap in engagement, highlighting the urgent
need for structured physical activity programs supported by governmental initiatives.

Research has shown a strong link between physical activity and reduced cancer risk. A study
conducted in Nigeria revealed that leisure-time physical activity (LTPA) was associated with a
51% reduction in the odds of hormone receptor-positive breast cancer and a 65% reduction
for triple-negative breast cancer. A significant dose-response relationship was observed,
indicating that higher levels of LTPA correlate with lower odds of overall breast cancer.'"!
Furthermore, a study focusing on middle-aged individuals in Ibadan found that only 50% had
fair knowledge and a positive attitude towards physical activity in cancer prevention, with the
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majority being physically inactive. This underscores the need for public awareness campaigns
highlighting the role of physical activity in reducing cancer risk.""2

The growing prevalence of non-communicable diseases, particularly cancer, necessitates
urgent action to address physical inactivity in Nigeria. While progress has been made in
research and awareness, significant gaps remain in policy, surveillance, and public
engagement. A concerted effort is needed to promote physical activity, especially among
children and youth, to foster a healthier population and reduce cancer incidence. Implementing
effective policies, enhancing public awareness, and fostering multi-sectoral collaboration are
critical steps toward achieving these goals. There is an opportunity to integrate implementation
of the WHO Global Action Plan on Physical Activity 2018-2030 through leveraging on
community structures and the school-based health systems and collaboration with the
education and sporting fraternities.'"3

Nutrition

While several policies and regulations have been enacted to address health issues in Nigeria,
specific programs targeting nutrition in the context of cancer prevention remain largely absent.
The National Agency for Food and Drug Administration and Control (NAFDAC) has
established guidelines for food manufacturing and importation to ensure quality. However, the
information available to the public regarding nutrition, particularly concerning breast milk
substitutes, is not directly accessible.'"* Furthermore, various regulations have been gazetted
concerning food quality, labelling, and advertising, with provisions for penalizing those found
in breach of these regulations.

The National Multi-Sectoral Plan of Action for Food and Nutrition (NMPFAN) 2021-2025,
published by the Ministry of Finance outlines Nigeria's objectives for addressing nutrition. Two
critical objectives relevant to cancer prevention include Objective 6, aimed at preventing and
controlling chronic nutrition-related non-communicable diseases, and Objective 4, which
seeks to incorporate nutrition education into formal and informal training. Key targets include
Target 10, which aims to reduce the prevalence of diet-related non-communicable diseases
by 25% by 2025, and Target 18, which seeks to address the emerging increase in obesity
prevalence in adolescents and adults. The Ministry of Finance coordinates the implementation
of the action plan and is secretariat of the State Committees on Food and Nutrition (SCFN).
They work closely with the National Committee on Food and Nutrition which is made up of
representatives of relevant MDAs, professional bodies, development partners, civil society
organisations, tertiary institutions and research institutes. Activities are coordinated at the
State and LGA levels by the State Committee on Food and Nutrition and Local Government
Committee on Food and Nutrition respectively. It is expected that the Ward Committee on
Food and Nutrition will also be formed to coordinate the implementation of nutrition activities
and programmes at the ward level."®

The Nutrition Department of the FMoH&SW can strengthen nutrition programs for cancer
prevention through implementation of its mandate. The department has the mandate to
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formulate policies, guidelines, strategies, protocols, training and data management tools and
systems on optimal nutrition programmes in Nigeria; advocate for required resources for
Health Sector Nutrition programmes at all levels in Nigeria; coordinate the development of
Human Resource Competency for provision of Optimal Nutrition Services and Information in
Nigeria; coordinate the provision of optimal Nutrition programmes at all settings in Nigeria;
Institutionalize appropriate Mechanisms for Research, Knowledge Management, Monitoring,
Evaluation and Learning of Nutrition programmes at all levels; coordinate Stakeholders
Engagement in Health Sector Nutrition programmes; Coordinate Media Engagement to
promote behavioural change on Healthy Feeding Practices; Coordinate Nutritional Support
aimed at Empowering the populace for Nutrition Security.''® They can leverage on the
strategies already outlined in the National Multi-sectorial Action Plan for the Prevention and
Control of Non-Communicable Diseases (2019-2025).""” However, all this needs to be done
in collaboration with other ministries such as the Ministry of Agriculture, Ministry of Finance,
and Ministry of Education.

Several studies have investigated the knowledge of nutrition's role in cancer prevention among
various populations. For example, a study conducted at Obafemi Awolowo University
assessed the nutrition knowledge and practices of undergraduates. It found that while half of
the participants had good knowledge of foods protective against cancer, consumption patterns
revealed concerning trends: 61% to 81% consumed whole grains and animal-origin foods
thrice or more per week, whereas fruits, vegetables, legumes, and nuts were consumed less
frequently (25%-34%). The waist-hip ratio indicated that 51% of participants were at risk of
malnutrition. Statistically significant relationships were found between nutrition knowledge and
the intake of protective foods and physical exercise.'”® These findings highlight the average
level of nutrition-related cancer prevention knowledge among participants, suggesting a need
for public health interventions that promote healthy nutritional practices.

There is need for a holistic well-coordinated multisectoral effort to implement a whole of
government, whole of society program to raise awareness and implement integrated nutrition
programs focused on nutrition as a critical component of preventive health.

HIV/AIDS

According to the National HIV and AIDS Strategic Plan 2023-2027, of the 1.98 million People
Living with HIV (PLHIV) in Nigeria, approximately 1.16 million (58.7%) are adult females,
660,000 (33.2%) are adult males, and 160,000 (8.1%) are children aged 0-14 years. The
statistics reveal that 95% of PLHIV know their status, 95% are on antiretroviral therapy (ART),
and 95% have achieved viral suppression. '"°Despite these advancements, PLHIV are at an
elevated risk for various cancers, particularly cervical cancer, breast cancer, Kaposi sarcoma,
and non-Hodgkin lymphoma. Moreover, research indicates that mortality rates among PLHIV
diagnosed with cancer are higher than those among HIV-negative individuals, emphasizing
the need for integrated care strategies.
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Efforts to integrate HIV services with cancer screening, particularly for cervical cancer, are
gaining traction in Nigeria. This integration is crucial given that cervical cancer is a significant
health issue among HIV-positive women. Some of the initiatives include:

e Cervical Cancer Screening in HIV Clinics: HIV clinics increasingly offer cervical
cancer screening, utilizing methods such as visual inspection with acetic acid (VIA) or
Pap smears, especially in facilities funded by organisations like PEPFAR and the
Global Fund.'?°

e HPV Vaccination Programs: Initiatives to improve HPV vaccination coverage among
PLHIV have been launched to mitigate cervical cancer risk. Vaccination is a critical
prevention strategy for women living with HIV. However, studies have shown there is
lack of knowledge and low willingness to pay for the HPV vaccine among women living
with HIV(WLHIV) in Nigeria.'

For AIDS-defining cancers like Kaposi sarcoma and certain types of non-Hodgkin lymphoma,
specialized treatment centres that offer both oncology and HIV care are necessary. Tertiary
hospitals in Nigeria, such as the NSIA-LUTH Cancer Centre in Lagos, have established
services that cater to PLHIV needing cancer treatment.

There are projects that are ongoing to address challenges associated with HPV vaccination
and cervical Cancer screening among PLHIV and the general population. These include the
Actions for Collaborative Community Engaged Strategies for Human Papilloma Virus
(ACCESS-HPV) Project being led by the Nigerian Institute of Medical Research(NIMR); and
the Community Based Education and Screening Services(CHESS) Project.'??> The UNICEF
supported HPV+ project is working towards integrating the HPV vaccine with HIV prevention
and response services for adolescents and utilises the available structures of community
health workers, volunteers and mobilisers for community engagement.'?®

The National HIV/AIDS Strategic Plan (2023-2027) lacks specificities on interventions to
address HIV and cancer but refers to provision of integrated services to address non
communicable diseases under result area 4.1.2.'2* The National Strategic Plan for Prevention
and Control of Cancer of the Cervix 2023-2027 provides strategic guidance that
immunocompromised PLHIV who meet catch up immunisation criteria can receive the HPV
vaccination.'?® However, this population may have to pay out of pocket to receive the vaccine
in private health facilities as the public sector program is only catering for girls aged 9-14
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years. This creates a barrier to access as a study done in Lagos has indicated that 66.8% of
WLHIV are unwilling to pay for the vaccine.'®

For secondary prevention, HPV DNA detection in a screen, triage and treat approach can
begin at the age of 25 years with regular screening every 3 to 5 years. For WLHIV who screen
HPV positive but have a negative triage result, rescreening is recommended after a year.'?’
In several regions, HIV programs funded by PEPFAR and the Clinton Health Access Initiative
(CHAI) have begun experimenting with integrated care models using this approach. These
models combine ART services with cancer prevention strategies, including cervical and breast
cancer screenings. This integrated approach not only streamlines care but also ensures that
PLHIV have access to essential cancer screenings that might otherwise be overlooked.

A study conducted at Maitama District Hospital in Abuja successfully integrated cervical
cancer screening into HIV care services. Through stakeholder engagement and capacity
building for healthcare workers, a bi-directional referral system was created between HIV and
reproductive health services. This initiative demonstrated that integrating VIA screening into
the care provided to HIV-positive women is both feasible and acceptable.'?

Despite these positive developments, challenges remain. Late presentation and diagnosis,
limited access to care, and inadequate resources contribute to high mortality rates for cervical
cancer in Nigeria and other low- and middle-income countries (LMICs). Research indicates
that over 72% of women with cervical cancer in Nigeria are diagnosed at advanced stages,
resulting in a survival rate of only 20% two years post-diagnosis.'?® These findings underscore
the urgency for robust cervical cancer prevention strategies, including HPV vaccination, early
detection, and treatment of precancerous stages.

Similarly, a survey involving 450 women at the Nnamdi Azikiwe University Teaching Hospital
in Nnewi revealed poor cervical cancer awareness and knowledge among attendees of the
HIV clinic, along with a low attitude toward screening practices.'° These findings highlight the
need for enhanced education and outreach efforts to improve awareness and encourage
screening among women living with HIV.

The high prevalence of HIV in Nigeria presents unique challenges, particularly regarding the
increased risk of cancer among PLHIV. While efforts to integrate HIV and cancer care are
underway, significant gaps remain in awareness, access, and timely diagnosis. Strategies that
combine community engagement, healthcare worker training, and comprehensive service
delivery models are essential for improving health outcomes for PLHIV. By prioritizing
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prevention, screening, early detection and effective treatment, Nigeria can make strides
toward reducing the cancer burden among its population.

Human Papilloma Virus (HPV)Vaccination

The Human Papilloma Virus (HPV) is a sexually transmitted virus and a causative agent for
eight cancers including cervical cancer. Most of these cancers have been linked to HPV strains
16 and 18. HPV causes oral cancers (over 90%), cervical cancer (over 90%), oropharyngeal
cancer (70%), penile cancer (63%), vaginal cancer (75%) and vulvar cancer (69%)."®" It is
therefore critical to put measures in place to reduce the impact of HPV infection.

Nigeria introduced the Human Papilloma Virus (HPV) vaccination program as part of the
primary prevention strategies for cervical cancer.’® Findings from the pilot vaccination
program that was conducted in 2020 in schools in Yauri, Kebbi State, Northen Nigeria by the
Kebbi State Ministry of Health in collaboration with the Medicaid Cancer Foundation and Jaiz
Charity and Development Foundation informed roll out of the HPV vaccination program. The
program primarily targets young girls between the ages of 9 and 14, which is considered the
optimal age group for the vaccine before exposure to HPV through sexual activity as guided
by the Global strategy to accelerate the elimination of cervical cancer as a public health
problem.™?® The vaccine was officially launched into the Nigerian Expanded Program on
Immunization schedule on the 24th of October 2023 in sixteen phase 1 states and expanded
to twenty-one phase 2 states on May 27th, 2024. This was in collaboration with global health
partners, including the World Health Organization (WHO), GAVI (the Vaccine Alliance), and
other stakeholders.'3* The vaccine was introduced as a single dose using a phased approach
based on expert’s guidance and vaccine availability of the Quadrivalent HPV vaccine. To date,
36 states including the Federal Capital Territory have introduced the HPV vaccine with an
estimate of more than twelve million (12,000,000) adolescent girls vaccinated during the Multi
Age Cohort (MAC) Campaigns in both phases (See Figure 3 below).®

131 ' World Health Organization. Global strategy to accelerate the elimination of cervical cancer as a public health
problem. World Health Organization, 2020. https://www.who.int/publications/i/item/9789240014107

132 Egbon, Michael, Tolulope Ojo, Aminu Aliyu, and Zainab Shinkafi Bagudu. "Challenges and lessons from a
school-based human papillomavirus (HPV) vaccination program for adolescent girls in a rural Nigerian
community." BMC Public Health 22, no. 1 (2022): 161 1.https://doi.org/10.1186/s12889-022-13975-3

133 Egbon, Michael, Tolulope Ojo, Aminu Aliyu, and Zainab Shinkafi Bagudu. "Challenges and lessons from a
school-based human papillomavirus (HPV) vaccination program for adolescent girls in a rural Nigerian
community." BMC Public Health 22, no. 1 (2022): 161 1.https://doi.org/10.1186/s12889-022-13975-3

134 World Health Organization. Progress Report: HPV Vaccine Introduction into Routine Immunization in
Nigeria. Technical Report, Grant Number: 75272, 2024.

135 National Primary Healthcare Development Agency (NPHCDA) National Routine Immunization Working
Group (RIWGQG). Leveraging on HPV Introduction Successes to Drive the Routinization Agenda. Meeting
Presentation, September 2024.

65



i
A ricd
.‘* Over 12 million girls were vaccinated in Phases | and Il within a 9 -month ‘4_&__7',‘
period

| MAC Campaign Vaccination Performance for the 2 Phases

mphaze 1 Ophase 2

- 9% 00X 00X 100% . apx ATE a9% 1WIE ey oax 99X ey

— uikd Bax % asx arx

TB%
- = & 2 = o 5 s £ E B @ = o wm oW . m o om & o g & @ =
6% 4 8 %P OE 83 % OPzEoiofpEiGoeEopeEIzTsoRiosolRogii:
=8 g & 8 g i & § =" 8 § 3 3 z = 5 & § E 3
= -

Functionality across B0%
% coordinating
L

platforms

80%

o Adolescent o i
girls Q - % of in-school % of outof-
Coverage m girls' ™ % school girls®

vaccinated

96% Adolescent o 1 36 8 6
- % >/ m e 30.0% nm

Functionality across
coordinating
P e

o W

“In-schoal girs: girls vaccinated in schooks

** Out-of-school girk: girk vaccinated autside the schools or in communities

Figure 3: MAC Campaign Vaccination Performance for HPV Vaccination in
Nigeria

Source: NPHCDA at the National Routine Immunization Working Group (RIWG), September 2024

Nigeria is working to improve access to the HPV vaccine, particularly in underserved rural
areas. The government is leveraging existing immunization infrastructure to roll out the
vaccine across the country. Initially, coverage was higher in urban centres, but ongoing efforts
aim to expand coverage nationwide. This is in line with the focus to routinise the HPV vaccine
to optimize coverage as per the National HPV vaccine Routinization strategy illustrated in
Figure 4 below:
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Figure 4: National HPV Vaccine Routinization Strategy

Source: NPHCDA at the National Routine Immunization Working Group (RIWG), September 2024

States are currently leveraging various programs like Measles, Breastfeeding week, MNCHZ2,
Zero Dose Implementation to facilitate HPV Routinization.”® Integrated vaccination
outreaches are also being implemented. As observed during the iImPACT mission, this is being
driven primarily through Primary Health Care Centres such as Akerele Primary Health Care
Centre, Oriyanrin Primary Health Care Centre in Lagos State; Oredo Primary Health Care
Centre in Benin and Mabushi Primary Health Care Centre in Abuja. This is being done through
community-based outreaches, school-based outreach programs and static facility services as
part of routine immunization. Some district health facilities such as those visited during the
imPACT mission, only have capacity to offer static HPV vaccination mainly due to staffing
constraints. It is important to note that, HPV vaccines are accessed free of charge for girls
aged 9-14 years in the public sector.

Various partners are supporting the government to increase uptake of the HPV vaccine.
Pathfinder is working with the Medical Women’s Association of Nigeria, the Nigeria Cancer
Society, and government agencies to launch an advocacy, community outreach, and
communication campaign related to cervical cancer prevention. The campaign seeks to
increase uptake of the HPV vaccine, awareness about cervical cancer, and use of self-care
practices in Nigeria’s Kano, Lagos, and Kaduna states through the: Enhancing Human
Papillomavirus (HPV) Vaccine Awareness and Uptake in Nigeria funded by the Bill & Melinda
Gates Foundation.'®’

The introduction of the HPV vaccine has experienced some challenges which have affected
optimal coverage and progress towards the national target of having at least 50% of girls 9-
14 years vaccinated by 2027 as articulated in both the National Strategic Plan for Prevention
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and Control of Cancer of the Cervix in Nigeria (2023-2027) and the National Strategic Cancer
Control Plan (2023-2027)."*® Challenges have been due to:

e Cultural and Religious Beliefs: There have been some challenges in implementing
the program due to misconceptions, cultural resistance, and religious beliefs. In some
communities, there is skepticism about the vaccine’s safety or a lack of awareness
about its benefits.

e Logistical Issues: Ensuring widespread coverage, particularly in remote areas, poses
logistical challenges, including cold chain management, healthcare worker shortages,
and vaccine availability.

e Education and Awareness: To combat misinformation and improve acceptance,
health officials and NGOs have been conducting awareness campaigns in schools and
communities. These campaigns focus on educating parents and guardians about the
importance of vaccinating their daughters and dispelling myths about the vaccine.

¢ Inadequate funding: This has led to paucity of data, lack of programmatic experience
and implementation of research; and monitoring and evaluation frameworks to enable
the use of lessons learnt to strengthen prevention services.'® This has led to the need
for vulnerable populations such as WLHIV to pay out of pocket to access the HPV
vaccine from private facilities which creates a barrier to access. ™

Despite challenges, there are multiple opportunities to strengthen delivery of the HPV
vaccination through the fixed post, school outreach and community outreach strategies. There
are opportunities to leverage on the Community Health Worker program and community
structures and infrastructure available through the extensive Primary Health Care facility
network to increase vaccination coverage in Nigeria.'’

Hepatis B Virus (HBV) immunisation

Nigeria is estimated to have the largest number of children worldwide living with chronic
hepatitis B virus (HBV) infection, the leading cause of liver cancer'?. Up to 90% of children
infected at birth develop chronic HBV infection. A birth dose of the hepatitis B vaccine (HepB-
BD) followed by at least two additional vaccine doses is recommended for prevention.'*3
Implementation of the Hepatitis B program is guided by the National Strategic Framework for

38 NICRAT. National Strategic Plan for Prevention and Control of Cancer of the Cervix in Nigeria 2023-2027.
2023.
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Dolapo O. Raji, Ifeoma E. Idigbe, Diana W. Njuguna, Abideen Salako, and Oliver C. Ezechi. "Willingness to pay
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https://doi.org/10.3390/vaccines11050928
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the Elimination of Viral Hepatitis 2022-2026 and the Nigeria Strategy for Immunisation and
PHC System Strengthening 2018-2028."%*

HBV vaccine birth-dose vaccination was introduced into Nigerian childhood immunization
services in 2004. As of 2023, the official national HepB, birth dose total coverage (including
those given within and after 24 hours of birth) was sixty-seven percent (67%). The official HepB
3 dose coverage was fifty seven percent (57%).'%5 All primary healthcare facilities visited offer
Hepatitis B vaccination as part of the National Immunization program. This is done through a
facility-based model and as part of integrated vaccination community outreaches. Some
private health care facilities that provide birth-dose vaccination for HBV are supplied with
vaccines from the Primary Health Care facilities. Observations made indicated that this service
is available through Primary Health Care Centres with support infrastructure such as cold
chain equipment, guidelines and Information, Education and Communication (IEC) materials
in place.

A study done in Adamawa and Enugu States identified barriers and facilitators to hepatitis B
birth dose vaccination from the perspective of the HCWs and pregnant women accessing
antenatal care. Barriers among healthcare providers were the lack of hepatitis B knowledge,
limited availability of HepB-BD to vaccination days only, misconceptions about HepB-BD
vaccination, challenges in health facility staffing capacity, costs associated with vaccine
transportation, and concerns related to vaccine wastage. Facilitators included vaccine
availability, storage, and hospital births occurring during immunization days. Barriers among
pregnant women were lack of hepatitis B knowledge, limited understanding of HepB-BD
importance, and limited access to vaccines for births occurring outside of a health facility.
Facilitators were high vaccine acceptance and willingness for their infants to receive HepB-
BD if recommended by providers.'46

There is need to strengthen HepB-BD vaccination training for health care workers (HCWs),
educate pregnant women on HBV and the importance of timely HepB-BD, update policies to
enable HepB-BD administration within 24 hours of birth, expand HepB-BD availability in public
and private hospital maternity wards for all facility births, and outreach activities to reach home
births.

In adults, studies done in Nigeria have shown a high prevalence of HBV among health
workers. A study aimed at determining the burden of HBV infection among HCWs in Ekiti State
University Teaching Hospital (EKSUTH), Ado Ekiti, Nigeria was conducted. In this study, 43
(4.5%) were HBsAg positive, out of which 40 (93%) had HBV infection (HBcAb positive).
Prevalence of HBV infection was significantly higher among males than females. The majority
(60.5%) of infected individuals were 30 to 49 years of age. All infected participants had no

144 Federal Ministry of Health, Nigeria. Nigeria Strategy for Immunisation and PHC System Strengthening
[NSIPSS]I.  Abuja: Federal Ministry of Health, 2018. Accessed December 2, 2024.
https://www.gavi.org/sites/default/files/document/2021/cMY P%20Nigeria%202018-2028.pdf

145 World Health Organisation. "Hepatitis B Vaccination Coverage". Last updated July 2024.Accessed December
2,2024. https://immunizationdata.wh.int/global/wiise-detail-page/hepatitis-b-vaccination-coverage

146 Olakunde, B. O., D. A. Adeyinka, O. A. Olakunde, T. Ogundipe, F. Oladunni, and E. E. Ezeanolue. "The
Coverage of Hepatitis B Birth Dose Vaccination in Nigeria: Does the Place of Delivery Matter?" Transactions of
The Royal Society of Tropical Medicine and Hygiene 116, no. 4 (2022): 359-368. Available online:
https://doi.org/10.1093/trstmh/trab129.
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previous vaccination, but no serologic evidence of previous vaccination was seen among
vaccinated individuals.'#":148

Despite these findings, routine vaccination of HCWs is often not implemented due to cost.
Therapeutic options are also not affordable and available options do not guarantee complete
cure. The high burden of infection with Hepatitis B among health workers shows that there is
need to strengthen Hepatitis B awareness among health workers and the vaccination program
for Hepatitis B for frontline staff at all levels of the healthcare system.

It will be critical to accelerate the implementation of the National Strategic Framework for the
elimination of Hepatitis 2022-2026"° which was developed in alignment with the WHO Global
health sector strategies on, respectively, HIV, viral hepatitis and sexually transmitted infections
for the period 2022-2030 to reduce the impact of Hepatitis B infection.'®®

Recommendations

Short term (6 to 12 months)

1. Launch targeted, culturally sensitive, nationwide public awareness campaigns on
health risks such as tobacco, alcohol, poor diet, and nutrition, while co-creating and
conducting multisectoral cancer prevention campaigns with full community and
People with Lived Experience participation.

2. Cost and implement a consolidated action plan for Non-Communicable Risk Factors
as outlined in the Nigeria Multi-sectorial Action Plan for the Prevention and Control
of Non-Communicable Diseases (2019-2025), Tobacco Policies and Strategies,
Cervical Cancer Control Strategy, and National Strategic Cancer Control Plan.

3. Accelerate dissemination and multistakeholder implementation of the National
Tobacco Control Strategic Plan of Action (2024-2028); National Tobacco
Enforcement Plan (2024) and the National Tobacco Control Communication
Strategy (2024-2028).

4. Strengthen enforcement of alcohol regulations by NAFDAC.

5. Capacitate the National Institute for Cancer Research and Treatment and the
Federal Ministry of Health and Social Welfare to effectively coordinate multisectoral
initiatives for cancer prevention.

47 Issa, A., Y. A. Ayoola, M. B. Abdulkadir, R. O. Ibrahim, T. I. A. Oseni, M. Abdullahi, R. M. Ibraheem, A. F.
Lawal, B. F. Dele-Ojo, B. I. Owolabi, and C. P. Echieh. "Hepatitis B Vaccination Status among Health Workers
in Nigeria: A Nationwide Survey between January to June 2021." Archives of Public Health 81,no. 1 (2023): 123.
Available online: https://doi.org/10.1186/s13690-023-01142-y.

148 Simidele, O. M., A. Oladimeji, A. A. Joseph, V. Aduayi, and N. I. Samuel. "Burden of Hepatitis B Viral
Infection among Workers in a Tertiary Health Institution in Southwestern Nigeria." Open Journal of Medical
Microbiology 8, no. 4 (2018): 85-97. Available online: https://doi.org/10.4236/0jmm.2018.84008.

149 Federal Ministry of Health, Nigeria. National Strategic Framework for the Elimination of Viral Hepatitis 2022~
2026.  Abuja:  Federal  Ministry of  Health, 2022.  Accessed December 2, 2024.
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6. Conduct research to inform community engagement strategies on how to address
HPV vaccination hesitancy.

7. Develop a standard comprehensive cancer prevention service package including
secondary prevention for primary healthcare facility level and district facility level.

8. Provide on-the-job training and job aides for primary health care workers and
community health workers on prevention and early detection of priority cancers
including childhood cancers, cervical, prostate, breast and colorectal cancer

9. Accelerate dissemination and implementation of the National Strategic Framework

for the elimination of Hepatitis 2022-2026.

Medium term (12 to 36 months)

1.

Conduct a STEPS Survey every 3 to 5 years to ensure continued surveillance of
NCD risk factors.

Raise the tobacco tax rate to meet or exceed the WHO recommendation of 70%,
thereby reducing consumption and increasing funding for tobacco control initiatives.

Conduct Tobacco Survey Reports (Global Youth Tobacco Survey and Global Adult
Tobacco Survey) every 4-5 years.

Develop an alcohol control policy that is aligned to the World Health Organisation
coordinated initiatives such as the SAFER Alcohol Initiative, Global Strategy to
Reduce the Harmful Use of Alcohol and the Global Alcohol action Plan (2022-2030).

Conduct rapid assessment for capacity of primary health care facilities and district
health facilities to offer a standard comprehensive cancer prevention service
package including secondary prevention.

Develop a national dashboard to monitor cancer prevention services, leveraging
digital technologies for effective tracking, and creating platforms to share best
practices across states, including virtual communities of practice.

Develop and implement a national, costed cancer prevention communications
strategy and toolkit that can provide guidance for contextualized multisectoral
capacity building and community engagement on cancer risk factors and prevention.

Develop guidelines for Hepatitis B prevention and management for healthcare
workers including post vaccination assessment.

Strengthen research in cancer prevention with a focus on implementation research.

10.

Strengthen coordinated multi-stakeholder collaboration and implementation of
cancer prevention programs including school-based nutrition, diet and physical
activity programs in alignment with national and global policies, strategies and
guidelines.
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11. Strengthen integrated primary healthcare screening programs for cancers linked to
viral infections, such as cervical cancer (HPV), liver cancer (Hepatitis B and C), and
Kaposi’'s sarcoma (KSHV) among both HIV-negative and HIV-positive individuals.

12. Conduct post-introduction research and assessments through Post-Introduction
Spot checks, Post Campaign Coverage Survey (PCCS) and Post Introduction
Evaluation (PIE) for Phases 1 and 2 for HPV Vaccination to inform preservice and
post service training of healthcare professionals on vaccine counseling,
emphasizing the benefits and safety of vaccines, so they can effectively address
patients' concerns and hesitancy.

Long term (36 months and above)

1. Amend the National Tobacco Act to cover gaps in policy.

2. Develop policy for mandatory screening and vaccination of healthcare workers at all
health facilities for Hepatitis B.

3. Develop policy for mandatory HPV vaccination for the target populations.

4. Develop and implement sustainable financing models for cancer prevention
interventions.

5. Develop integrated curricula for all levels of the education system to deliver cancer
prevention education at all levels of the education system.

6. Implement pre-employment screening and free vaccination for Hepatitis B of all staff
in health institutions.

7. Develop and implement a national package of essential cancer prevention services
at primary and district healthcare levels with clearly defined linkages to higher levels
of health care.

8. Establish comprehensive cancer care centres that provide services specifically for
PLHIV, offering screening, early diagnosis, and treatment of HIV-related cancers
alongside ART services.

9. Support the development of local or regional vaccine manufacturing to reduce
dependence on external supply chains.

Relevant tools, guidelines and reference materials on cancer prevention

1.

3.

WHO comprehensive cervical cancer control
http://apps.who.int/iris/bitstream/10665/144785/1/9789241548953 eng.pdf

WHO Global Action Plan on NCDs (2013-2020)
https://www.who.int/nmh/events/ncd action plan/en/

Cancer. Disease Control Priorities, third edition, volume 3. (World Bank) http://dcp-
3.org/cancer

WHO  Cervical Cancer Prevention and Control Costing Tool (C4P)
https://www.who.int/tools/who-cervical-cancer-prevention-and-control-costing-(c4p)-tool

72



https://www.uicc.org/sites/main/files/atoms/files/eNCCPTOOLK_FA.pdf
https://www-pub.iaea.org/MTCD/Publications/PDF/Pub1645web-46536742.pdf
http://dcp-3.org/cancer
http://dcp-3.org/cancer
https://iaeacloud.sharepoint.com/sites/NigeriaimPACTreview2/Shared%20Documents/General/imPACT%20report/Cancer%20Basics%20|%20ONS

5. UNICEF/WHO — immunization costing tool
https://www.who.int/teams/immunization-vaccines-and-biologicals/vaccine-
access/planning-and-financing/cmyp-tools

6. WHO list of priority medical devices for cancer management
https://www.who.int/publications/i/item/978924 1565462

7. Package of essential NCD interventions for PHC in low-resource settings
https://www.who.int/publications/i/item/9789240009226
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2.6. EARLY DETECTION

Successive cancer-related policy frameworks have prioritized interventions aimed at
expanding access to screening and early detection for the most common cancers including
breast, cervical and prostate cancers. The Nigeria National Cancer Control Plan 2018-2022"%"
was designed as an ambitious roadmap to transform cancer early detection across Nigeria,
focusing on integrating routine screening into the national health system. Its primary aim was
to detect cancers early and thereby reducing advanced disease presentations and improving
survival rates by implementing structured screening programs, enhancing outreach efforts,
and strengthening the capacity of health institutions.

Central to the plan was the introduction of routine screening programs for several key cancers.
Cervical cancer was to be tackled through a dual approach of including HPV vaccination in
the national immunization schedule and expanding screening through HPV-DNA tests and
VIA. For breast cancer, the strategy called for clinical breast exams at primary healthcare
centers, supported by mammography at secondary and tertiary facilities. Similarly, for prostate
cancer, the plan advocated the use of digital rectal exams and PSA testing, while colorectal
cancer screening was to rely on stool DNA tests and colonoscopies.

The establishment of NICRAT and subsequent launch of the NSCCP 2023-2027 built on the
foundations of the previous plan, with a clear focus on expanding and decentralizing screening
services and improving workforce training nationwide. Key initiatives in this renewed phase
include:

e The expansion of screening services for high-burden cancers such as breast and
cervical cancer.

e The need for regular and accessible screening programs that are integrated into
primary healthcare.

e Enhanced training programs, including national workshops that have already trained
over 1,000 healthcare professionals in contemporary screening methods and early
detection techniques.

e Advocacy for robust public education campaigns to improve knowledge about cancer
warning signs and the benefits of early detection.

e Plans to establish Comprehensive Cancer Centres in each zone to integrate
screening, diagnostic, and treatment services.

e Ongoing international support from agencies like the IAEA, WHO, and IARC, guiding
the decentralization and integration of screening services into primary care.

The development of a dedicated National Strategic Plan for Prevention and Control of Cervical
Cancer 2023 — 2027 laid further emphasis on the country’s commitment to reduce the
incidence and mortality associated with cervical cancer in line with the global strategy towards
elimination of cervical cancer. The Strategy identifies the following key strategic objectives:

151 Federal Ministry of Health (Nigeria). Nigeria National Cancer Control Plan 2018-2022. Abuja: Federal
Ministry of Health; 2018.
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e Toimmunize 50% of girls aged 9-14 years with HPV vaccine by 2027

e To screen 50% eligible women aged 25-49 years using high-performance test at least
twice in their lifetime by 2027

e To provide adequate and effective treatment for pre-cancerous lesions for 100%
detected cases

e To establish an effective two-way referral pathway across all levels of care

To ensure that all referred cases of suspicious cancer lesions have access to prompt
diagnosis and that management is initiated within one week of presentation

To improve access to palliative care

To ensure availability of quality data

To increase national level research on cervical cancer control
To ensure adequate and sustainable funding for cervical cancer

Yet, by the time of this iImPACT mission, the reality on the ground did not fully match the
strategic vision. While successive NSCCPs had set the stage for a transformative overhaul,
the implementation was fragmented and largely opportunistic rather than systematic. National
programs for breast, cervical, prostate, and colorectal cancer screening had not been fully
established. Instead, pilot projects and state-level initiatives were the norm, with coverage
falling significantly short of the target, as less than 10% for cervical screening and similarly
low rates for other cancers. Training programs for health workers had made some progress,
notably in developing standardized curricula and creating a network of master trainers, but
challenges such as funding constraints, high staff turnover, and uneven geographic
distribution persisted.

Population screening coverage for the four major cancers of public health importance —
cervical, breast, colorectal, and prostate — remain low. Only about 8% of Nigerian women have
ever undergone cervical cancer screening'®?. Similarly, uptake of breast cancer screening by
mammography is less than 10% in surveyed populations', and fewer than 5% of eligible
adults have had any form of colorectal cancer screening'™*. These low screening rates,
combined with poor public awareness, lead to most cancers being diagnosed at advanced
stages in Nigeria.

This section reviews the status of early detection for major cancers in Nigeria and provides
actionable recommendations.

Cervical Cancer Screening

Cervical cancer is largely preventable through early screening and treatment of precancerous
lesions. In Nigeria, there is no organized national cervical screening program; instead,
services are provided ad hoc by hospitals and non-governmental organizations, leading to low

152 Tdowu AJ, Olowookere SA, Fagbemi AT, Ogunlaja OA. Determinants of cervical cancer screening uptake

among women in Ilorin, North Central Nigeria: a community-based study. J Cancer Epidemiol.
2016;2016:6469240

13 Nja GME, Ndoma-Egba NC, Oyo-lta AE, Meremikwu MM. Socio-demographic determinants of
mammography uptake among women of 40 years and above in Calabar, South-South Nigeria: a cross-sectional
study. Pan Afr Med J. 2022;43:76

154 Sharma A, Alatise OI, O’Connell K, Ogunleye SG, Aderounmu AA, Samson ML, et al. Healthcare utilisation,
cancer screening and potential barriers to accessing cancer care in rural South West Nigeria: a cross-sectional
study. BMJ Open. 2021;11(7):e040352
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screening coverage. For example, a community-based study in llorin found that only 8.0% of
women had ever been screened'®—a figure that falls far short of global targets. The World
Health Organization (WHO) now recommends HPV DNA testing over Pap smear cytology or
visual inspection with acetic acid (VIA)'*® and has set a goal of screening 70% of women with
a high-performance test by age 35 (and again by 45) as part of its 2030 cervical cancer
elimination strategy™®’.

The National Cancer Control Plan (2018-2022) acknowledged these gaps and set a target of
screening more than 50% of eligible women by 2022, outlining strategies such as
implementing HPV testing and “see-and-treat” VIA services at primary healthcare levels.
Secondary prevention services are available through a screen-and-treat approach for
precancerous lesions, with trained nurses at facilities like Akerele Primary Health Centre
performing VIA followed by thermal ablation for those with abnormal findings. The target
groups include women attending antenatal services, women living with HIV, and those aged
40-45 years reached through community sensitization. In some primary health centers,
partners collaborate to conduct integrated outreaches that offer both cervical cancer screening
and clinical breast examinations, with equipment and free mammograms provided. However,
routine services still face challenges; for cervical cancer, VIA is offered without thermal
ablation, and patients with abnormal findings are referred to general hospitals. Despite these
efforts, screening uptake remains low.

There are no standardized job aides, guidelines, or Information, Education and
Communication (IEC) materials to support early detection, and data management is
problematic. Many primary healthcare facilities do not offer any cancer screening services,
referring all clients to higher-level facilities unless integrated outreach services are provided
by partners. While private facilities like Marcelle Ruth Cancer Centre offer integrated screening
for prostate, breast, and cervical cancers, there is little coordination with the public sector
regarding patient referrals and data management. During the imPACT mission, few clinical
leaders were aware of NICRAT’s reference to the WHQO’s 90/70/90 targets in the cervical
cancer elimination strategy, a gap evident among nurses, midwives, doctors, and program
leaders.

Recent donor-supported programs for HPV self-sampling and VIA have shown promising early
results, highlighting the potential impact of a well-organized screen-and-treat program.
Expanding access to HPV-based screening and ensuring timely treatment of detected lesions
remain priorities for improving cervical cancer control. Major hospitals, such as University
College Hospital Ibadan in the Southwest and Usmanu Danfodiyo University Teaching
Hospital in the Northwest, have adequately trained manpower to diagnose and treat cervical
precancer, though these efforts are neither routine nor well-organized. At Adeoyo State
Hospital in Ibadan, a population-based screening program was observed with operational VIA
screening and treatment of precancerous lesions aligned with NICRAT’s call for service

155 Idowu AJ, Olowookere SA, Fagbemi AT, Ogunlaja OA. Determinants of cervical cancer screening uptake
among women in Ilorin, North Central Nigeria: a community-based study. J Cancer Epidemiol. 2016;6469240
136 World Health Organization. WHO guideline for screening and treatment of cervical pre-cancer lesions for
cervical cancer prevention. Second edition. Geneva: WHO; 2021

157 World Health Organization. Global strategy to accelerate the elimination of cervical cancer as a public health
problem. Geneva: WHO; 2020
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integration; however, no patient or programmatic database exists to track outcomes. Such a
database would be essential for recalling patients and calculating coverage.

Screening modalities include Pap smear, VIA/VILLI, and HPV DNA testing. There is sufficient
human resource and laboratory capacity for HPV screening, as demonstrated at a primary
health facility in Sokoto where a successful HPV vaccination program is underway. The staff
work closely with the community and have expressed willingness to undertake cervical cancer
screening and pre-cancer treatment, yet a coordinated, systematic screening program
(complete with a registry, recall system, and long-term follow-up) remains absent.
Nevertheless, hospitals and primary healthcare facilities generally have the necessary
equipment for cervical cancer screening, such as examination couches, speculums, and in
some cases, cold cryoguns. A typical VIA screening and treatment clinic could be converted
to an HPV screening facility with minimal additional equipment, but screening is not yet a
routine responsibility unless requested by clients.

Funding for screening services is scarce, with little dedicated budget aside from general
allocations for non-communicable diseases like diabetes and hypertension. This lack of
funding makes the high cost of HPV test kits a significant barrier, compounded by the limited
availability of kits from non-governmental partners. Basic data collection and management
systems are needed to calculate key performance indicators such as screening rates, positivity
rates, and treatment rates, yet the sporadic, opportunistic nature of current screening efforts
prevents reliable monitoring and evaluation.

Overall, staff at Primary Health Care Centres expressed willingness to offer holistic secondary
prevention services provided they are capacitated to do so and there are clear guidelines.
There is a need to have uniform standards and guidelines for offering secondary cancer
prevention services with robust data management to address variations observed across
states. Mechanisms for follow-up and tracking of women across the continuum of care to
improve linkage to triage and onward treatment need to be strengthened. Implementation
research aimed at improving the use of the existing centralized and near point-of-care (POC)
platforms to facilitate same day results can be considered. NICRAT will need to work closely
with the National Primary Health Care Development Agency to guide standard implementation
of secondary cancer prevention interventions at Primary Health Care facilities.

Breast Cancer Early Detection

Breast cancer remains the most common cancer affecting Nigerian women, accounting for an
estimated 22% of new cancer cases nationwide. Nearly half of breast cancer cases in Nigeria
are diagnosed at an advanced stage, underscoring the urgency of early detection'®. In
Nigeria, the prevailing approach has focused on the prompt evaluation of symptomatic cases
rather than implementing routine population screening. In response, the Nigerian National
Cancer Control Plan aimed to integrate clinical breast examinations (CBE) at primary care

158 Jedy-Agba, Elima, Valerie McCormack, Oluwole Olaomi, Wunmi Badejo, Monday Yilkudi, Terna Yawe,
Emmanuel Ezeome, et al. ‘Determinants of Stage at Diagnosis of Breast Cancer in Nigerian Women:
Sociodemographic, Breast Cancer Awareness, Health Care Access and Cli Nical Factors’. Cancer Causes &
Control 28, no. 7 (26 April 2017): 685-97. https://doi.org/10.1007/s10552-017-0894-y
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levels and to introduce mammography at secondary and tertiary hospitals as part of an
opportunistic screening strategy by 2022.

Despite these policy efforts, access to mammography remains largely confined to urban
centers, resulting in very low screening uptake. A study conducted in Calabar in 2022 revealed
that only 9.9% of women over the age of 40 had ever undergone a mammogram, with the vast
majority never having been screened'®®. Both public and private health facilities in Nigeria offer
breast cancer screening, utilizing tools such as mammography, breast ultrasound, and
ultrasound-guided biopsy. However, research in this area has highlighted significant
challenges, including infrastructural gaps, the scarcity of trained personnel, and considerable
distances between patients and health facilities, all of which hinder the development of a
routine, population-based screening program'®. The absence of comprehensive national or
hospital-linked registries further complicates efforts to accurately gauge screening coverage
for both breast and cervical cancers.

The combination of limited access to screening services and low public awareness about
breast cancer warning signs contributes to the frequent presentation of the disease at late
stages. Global guidelines suggest that organized mammography screening for women aged
50-69 can lead to a reduction in mortality, yet they also stress the necessity of robust
infrastructure and stringent quality controls. For Nigeria, enhancing early detection will require
not only the gradual expansion of diagnostic imaging capacity and the establishment of
national registries but also a sustained commitment to public education. In the near term, the
emphasis must remain on educating women about the early warning signs of breast cancer
and ensuring timely referrals, while simultaneously training health workers in the effective use
of CBE.

A planned, coordinated effort in breast cancer screening is revealed in the planned patient
navigation model in which client information and dissemination of IEC materials will be shared
alongside screening based on Clinical Breast examination that will be conducted by trained
caregivers'®’.

While there is capacity for breast cancer screening and early diagnosis, awareness of such
services remains the most common reason for not seeking the service; additionally, only 20%
could afford the service'®. Strengthening early detection of breast cancer in Nigeria is a

15 Nja GME, Ndoma-Egba NC, Oyo-Ita AE, Meremikwu MM. Socio-demographic determinants of
mammography uptake among women of 40 years and above in Calabar, South-South Nigeria: a cross-sectional
study. Pan Afr Med J. 2022;43:76

160 Ogunkorode, Agatha, Lorraine Holtslander, June Anonson, and Johanna Maree. Promoting Early Detection of
Breast Cancer and Care Strate Gies for Nigeria’. African Journal of Reproductive Health 21, no. 2 (30 June 2017):
18-25. https://doi.org/10.29063/ajrh2017/v21i2.3.

161 Adeleye Dorcas Omisore et al., “Improving Access to Breast Cancer Screening and Treatment in Nigeria: The
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multifaceted challenge that calls for improved public awareness, better training for healthcare
providers, and substantial investments in diagnostic services'®.

Colorectal Cancer Early Detection

Colorectal cancer (CRC) incidence is rising in low- and middle-income countries, including
Nigeria, but no population-based CRC screening program is yet in place. Opportunistic
screening (e.g. colonoscopy for high-risk or symptomatic individuals) is done on a limited
basis. The National Cancer Control Plan proposed introducing stool-based tests (such as fecal
occult blood or DNA testing) and colonoscopy for CRC screening nationwide by 2022.

Thus far, implementation of CRC screening has been minimal — in one rural community
survey, only 5% of adults over 50 reported ever undergoing any form of colonoscopy
screening'®*. Globally, guidelines recommend screening initiation at age 50 using methods
like the fecal immunochemical test (FIT) or colonoscopy at regular intervals, which have
proven efficacy in reducing CRC incidence and mortality. However, major barriers prevent the
introduction of CRC screening in Nigeria including the limited availability of endoscopy
services, a shortage of gastroenterologists, and cost constraints. Thus, at this moment, public
health education on symptoms of CRC and the importance of prompt medical evaluation
aligned with a clear referral pathway for symptomatic individuals can lead early diagnosis even
for those who are not in a formal screening program.

Prostate Cancer Early Detection

Prostate cancer is the most common cancer among Nigerian men and a leading cause of
cancer death. Presently, there is no organized screening program for prostate cancer in
Nigeria, and most cases are detected at late stages. The National Cancer Control Plan 2018-
2022 previously recommended implementing digital rectal examination (DRE) and prostate-
specific antigen (PSA) testing for men at all levels of healthcare; however, routine PSA
screening is not supported by international evidence due to the risk of overdiagnosis and
uncertain impact on mortality. A community-based screening in Lagos, for example, found a
prostate cancer prevalence of about 1% among men over 40, but 74% of the screen-detected
cancers were already locally advanced or metastatic'®. This underscores that PSA testing
alone may not catch cancers early enough to improve outcomes in our setting, as many
aggressive cases progress quickly, and indolent cases detected by PSA can result in
unnecessary procedures.

Global guidelines do not endorse population-wide PSA screening. The priority is to promote
early evaluation of symptoms and to improve access to diagnostic services (such as
ultrasound and biopsy) so that those who develop prostate cancer can be detected and treated
earlier. Nigeria should develop clear guidelines on prostate cancer early detection that

163 Ogunkorode, Agatha, Lorraine Holtslander, June Anonson, and Johanna Maree. Promoting Early Detection of
Breast Cancer and Care Strate Gies for Nigeria’. African Journal of Reproductive Health 21, no. 2 (30 June 2017):
18-25. https://doi.org/10.29063/ajrh2017/v21i2.3.

164 Sharma A, Alatise OI, O’Connell K, Ogunleye SG, Aderounmu AA, Samson ML, et al. Healthcare utilisation,
cancer screening and potential barriers to accessing cancer care in rural South West Nigeria: a cross-sectional
study. BMJ Open. 2021;11(7):e040352

165 Ekwere PD, Egbe SN. The changing pattern of prostate cancer in Nigerians: current status in the southeastern
states. J Natl Med Assoc. 2002;94(7):619—627
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discourage population screening while promoting awareness and prompt management of
symptomatic cases. This approach will optimize use of resources and protect men from the
unintended harms of unnecessary screening, aligning with global best practice. In conclusion,
considering Nigeria’s context, introducing mass PSA screening or community screening
campaigns is not advised at this time. The emphasis for prostate cancer control in Nigeria
should therefore be on early diagnosis rather than screening.

Summary of major findings and conclusions

Cervical and breast cancer screening services have remained opportunistic. There is no
coordinated communication to the public regarding cervical and breast cancer awareness.
There is need for further investment in capacity building for the healthcare workforce. Lack of
integration across different levels of healthcare for early detection, and limited coordination
along the referral pathway leads to delays in diagnosis, impacting in late diagnosis of the
disease.

It will be critical for Nigeria to strengthen secondary prevention through a coordinated and
accelerated adaptation, dissemination and implementation of the National Strategic Cancer
Control Plan 2023—-2027 in Nigeria; National Strategic Plan for the Prevention and Control of
Cancer of the Cervix in Nigeria 2023-2027; the WHO Global Breast Cancer Initiative'®® and
the WHO Global strategy to accelerate the elimination of cervical cancer as a public health
problem'®’. This will require building capacity of health care workers, strengthening community
engagement, laboratory services, referral pathways, data management and ensuring
availability of diagnostic and treatment services for those found with cancer that may require
treatment.

To strengthen early detection of cancer in Nigeria, a phased, strategic approach is
recommended. The table below summarizes priority actions in the short, medium, and long
term across cervical, breast, colorectal, and prostate cancer early detection.

Recommendations

Short term (6 to 12 months)

1. Develop and disseminate national guidelines on cancer screening and early detection
for cervical and breast cancers; early diagnosis for colorectal cancers, and clear
guidance against routine PSA screening.

2. Establish a national coordination unit for cancer screening to oversee implementation
and quality assurance.

166 World Health Organization. Global breast cancer initiative implementation framework:
assessing, strengthening and scaling up of services for the early detection and management of
breast cancer. Geneva: WHO; 2023

167 World Health Organization. Global strategy to accelerate the elimination of cervical cancer
as a public health problem. Geneva: WHO; 2020
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8.

Integrate “screen-and-treat” services into primary healthcare platforms (e.g. antenatal
care, family planning, and HIV clinics).

Train nurses and midwives in VIA and cryotherapy/thermal ablation and begin scaling
HPV testing where feasible.

Launch a public awareness campaign on cervical and breast cancer screening for
women in the target age.

Promote early diagnosis by training community health workers in clinical breast
examination (CBE) and raising awareness on breast health.

Focus on raising awareness of colorectal and prostate cancer symptoms through public
education and training primary care providers.

Implement a patient navigation model for cervical and breast cancer screening.

Medium term (12 to 36 months)

1.
2.

4,

Budget for organized cervical and breast cancer screening programs.

Expand HPV-based screening by gradually replacing VIA with HPV DNA testing as
resources allow.

Establish diagnostic centers of excellence for breast cancer where women can receive
CBE, imaging, and biopsy promptly.

Establish a linked database for client registration, treatment and follow up.

Long term (36 months and above)

1.
2.

Implement a cancer screening registry for monitoring coverage and outcomes.
Enforce quality control standards for cancer screening through regulatory bodies.

Continuously improve referral pathways to promote early diagnosis and improved
treatment outcomes.

Create conditions to pilot and scale up CRC screening.

Relevant tools, guidelines and reference materials on cancer early detection

1.

Cancer. Disease Control Priorities, third edition, volume 3. (World Bank) http://dcp-
3.org/cancer

WHO Guide to Cancer Early Diagnosis
https://www.who.int/publications/i/item/9789241511940

WHO position paper on mammography screening
https://www.who.int/publications/i/item/who-position-paper-on-mammography-screening

WHO comprehensive cervical cancer control
http://apps.who.int/iris/bitstream/10665/144785/1/9789241548953 eng.pdf
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https://humanhealth.iaea.org/HHW/index.html
https://humanhealth.iaea.org/HHW/index.html
https://www.ncbi.nlm.nih.gov/books/NBK195248/
https://www.thelancet.com/journals/lanonc/article/PIIS1470-2045(20)30751-8/fulltext
http://apps.who.int/iris/bitstream/10665/144785/1/9789241548953_eng.pdf

Guidelines for screening and treatment of precancerous lesions for cervical cancer
https://www.who.int/publications/i/item/9789240030824

WHO list of priority medical devices for cancer management
https://www.who.int/publications/i/item/9789241565462

PAHO Early detection: Breast physiology and the clinical breast exam (CBE)
https://www.paho.org/en/documents/early-detection-breast-physiology-and-clinical-
breast-exam-cbe

PAHO Early detection: Breast health awareness and early detection strategies
https://www.paho.org/en/documents/early-detection-breast-health-awareness-and-early-
detection-strategies-cancer

Package of essential noncommunicable (PEN) disease interventions for primary health
care in low-resource settings https://www.who.int/publications/i/item/978924 1598996
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http://www-pub.iaea.org/MTCD/Publications/PDF/pub1296_web.pdf
https://www.who.int/publications/i/item/9789240030824
https://www.who.int/publications/i/item/9789240030824
https://www.who.int/publications/i/item/9789241598996

2.7. DIAGNOSIS
2.7.1. Diagnostic imaging

Medical imaging services are available in both public and private facilities in all six geo-political
zones of Nigeria. These services include X-rays, ultrasound, mammography units, CT
scanners, interventional radiology, endoscopy and colonoscopy services.

Equipment

Diagnostic equipment is unevenly distributed in the country. Most of these resources are
situated in the southwestern region of the country, especially in Lagos and surrounding
environs, and in Abuja and major towns. Table 9 gives the equipment availability against the
expected per million distributions in the sub-Saharan Africa region.

Table 8: Availability of diagnostic imaging equipment against the expected per
1 million population

Equipment # Ratio of Expected in sub-
equipment (per1 Saharan Africa (per
million I mil)
population)

CT scan 200 0.89 1.036

MRI 58 0.26 0.67

Mammogram 42 0.18 1.48

Xray 5000 22 20

Ultrasound Readily available - 20

There are approximately 5,000 X-ray machines distributed across the country translating to
22 machines per 1 million population. Ultrasound machines are also reported to be readily
available throughout the country, but with reduced availability in rural and remote areas. WHO
recommends one X-ray unit and one ultrasound machine for every 50,000 people or 20 units
per million people for access in basic imaging at LMIC levels and for optimum UHC.'®8
Mammography machines are estimated at 42 with their availability limited to major urban
centres. Reported mammography workload was less than ten patients per day in many
facilities. Only one private facility offered mammographic stereotactic biopsy. There was no
facility providing mammography tomosynthesis.

There are an estimated 200 CT-Scan machines and 58 MRI machines with reasonable
distribution across the six geo-political zones. Among nine facilities visited, CT scan
procedures were performed in eight with the exception of Usman Danfodiyo University
Teaching Hospital (UDUTH) where there was reported equipment breakdown (Table 10).
Majority of the MRI machines are low strength (less than 1.5 Tesla) with no 3 Tesla machine
available in the country. The limited availability of specialized diagnostic equipment in Nigeria
mirrors the situation in most LMICs that report less than 1 CT scanner per million inhabitants
compared to almost 40 scanners per million inhabitants in high-income countries (HICs). The
gap is even wider for MRI and nuclear medicine equipment.'®®

18 Kiguli-Malwadde, Elsie & Byanyima, Rosemary & Kawooya, Michael & Mubuuke, Aloysius & Basiimwa,
Roy Clark & Pitcher, Richard. (2020). An audit of registered Ugandan radiology equipment resources. Pan
African Medical Journal. 37. 10.11604/pamj.2020.37.295.22046.

169 Frija, G., Blazi¢, 1., Frush, D. P., Hierath, M., Kawooya, M., Donoso-Bach, L., & Brklja¢i¢, B. How to improve
access to medical imaging in low-and middle-income countries?. EClinicalMedicine, 38 (2021).
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Picture Archiving and Communication Systems (PACS) improve radiology workflow leading to
timely diagnosis and efficiency. PACS also help in bridging gaps in human resource by
enabling lower-level facilities and those in remote areas where there are no radiologists to
report on IT platform. In Nigeria, a functional PACS was available in a few public teaching
hospitals and some large multi-specialty private hospitals.

Availability of endoscopy and colonoscopy services is limited to tertiary hospitals and private
facilities in major cities. Four out of the nine facilities visited during the in-country mission
namely National Hospital Abuja(NHA), Federal Medical Centre-Abuja, Lagos State University
Teaching Hospital (LASUTH), and Marcell Ruth Cancer Centre (MRCC) had both services
(Table 10). Additionally, all the facilities perform interventional radiology work, mainly
ultrasound-guided and CT —guided procedures with specific numbers indicated in Table 10.
However, only two facilities namely Lagos University Teaching Hospital (LUTH) and University
of Benin Teaching Hospital (UBTH) had dedicated interventional angiography suites.

Human Resources

The data from the FMoH&SW shows that there are 300 radiologists in the country. These
numbers fluctuate, however, with new trained radiologists joining the market each year while
others leave the country for overseas employment. The number of radiologists is insufficient
for the population, estimated as less than 0.1 per million inhabitants, compared to the standard
in sub-Saharan countries which is 2 radiologists per million.’”® There is also a disparity in the
distribution of radiologists in the country, with the rural areas being disadvantaged.

Radiology residency training is managed by The National Postgraduate Medical College of
Nigeria (NPMCN) and the West African College of Surgeons (WACS). Radiology
subspecialities include neuroradiology, paediatric radiology, breast imaging and interventional
radiology. The training curriculum for post-graduate radiology is available in the respective
colleges. There are currently no sub-speciality training programmes in abdominal, chest, and

cardiac imaging. There is no Nuclear medicine Training programme

Continuous professional development trainings are available through online short courses or
in-person through the professional associations. Hands-on trainings are also done in
interventional radiology for short durations. There are also multidisciplinary team meetings
depending on the kind of MDT. Radiologists plays a critical role in the diagnosis of cases being
discussed.

Radiography is offered in about seven universities in Nigeria as a five-year degree course,
followed by a year internship before license by the Radiographers Registration Board of
Nigeria (RRBN). There are about 2000 registered radiographers in the country.

There are five biomedical engineering training institutions in Lagos, Enugu, Benin, Zaria, and
Maiduguri. There are approximately 20 biomedical engineers in the country.

There were about 70 medical physicists in Nigeria in 2016, however many have been reported
to have left the country. There are three training centres for medical physicists in the country.
There is a Nigerian Association of Medical Physicists (NAMP), however, the medical
physicists' cadre is not yet recognised in the MoH.

MDTs form an integral part of patient care especially in oncology where different disciplines
come together and chart the way forward on patient management. In the tertiary facilities in

170 IMAGINE - IAEA Medical imAGIng and Nuclear mEdicine global resources database 2024
https://humanhealth.iaea.org/HHW/DBStatistics/IMAGINE.html
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Nigeria, MDTs are conducted for specific tumours like breast, colorectal, neurology, and
radiologists are an integral part of the MDT meetings. MDTs also have wider coverage due to
online platforms like Zoom. The Zoom platform has enabled radiologists to remotely share
imaging studies for multidisciplinary case discussions and education.

Challenges

There is lack of sustained power supply in radiological facilities leading to frequent equipment
breakdown and downtime. Lack of service contracts and preventive maintenance of
equipment also leads to prolonged downtime. A quality management programme is not well
established. There is insufficient equipment relative to population size, especially in
mammography and CT. PACS is available in only a few public teaching hospitals and some
large multi-specialty private hospitals.

The cost of radiology services is partly covered by the National Health Insurance Scheme
(NHIS), up to 30-40%. However, this is still out-of-reach for the general population. Referral
from lower-level facilities to higher level facilities is not streamlined, leading to delays in
diagnosis and follow-up of oncology patients. Patients seen in lower facilities are lost to follow-
up when referred for expensive imaging modalities due to cost and accessibility. There is also
lack of integrated ICT with EMR and PACS which poses a challenge in referral of patients
from one level of facility to another because of loss of data, referral notes and previous
diagnostic workup. There is also lack of standardization of protocols for radiological
examinations.
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Table 9: Analysis of Nine Radiology Facilities in Nigeria

Hospital Human resource Equipment Procedures — per day
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NHA - National Hospital Abuja, FMC - Federal Medical Centre-Abuja, UCH Ibadan - University College Hospital-Ibadan, UDUTH - Usman Danfodiyo University Teaching Hospital - Sokoto, LASUTH

Lagos State University Teaching Hospital - Ikeja, MRCC - Marcelle Ruth Cancer Centre, LUTH - Lagos University Teaching Hospital, UBTH - University of Benin Teaching hospital




Quality Management

Currently there are no clear systems for quality monitoring in most hospitals. There is need for
quality assurance processes and quality improvement in diagnostic imaging to maintain and
sustain equipment performance and optimize examination procedures and improve workflow.

The QA/QC tests and planned preventive maintenance on equipment should be performed as
per the schedule, which leads to good imaging outcomes and improved diagnosis of cancer
and other diseases. Qualified Medical Physicists have a relevant role in performing dose
measurements and implementing QA/QC procedures. Standardization of protocols is
important to optimize on the radiation dose. Diagnostic reference levels (DRLs) are evidence-
based radiation safety recommendations and guidance tools used to avoid unnecessary
radiation to the patient by optimization and justification of examination, and radiation dose. """
IAEA is currently conducting two Technical Cooperation projects with Nigeria that deal with
DRLs - NIR6030 and RAF6060.

Quality Assurance Audit for Diagnostic Radiology Improvement and Learning (QUAADRIL) is
an IAEA quality improvement tool done by an external clinical audit. It evaluates the data,
documents, procedures, and infrastructure of radiology facilities against agreed standards to
improve the quality and outcome of patient care.'”

Recommendations

Short term (6 to 12 months)

1. Ensure availability of maintenance agreements by equipment vendors for enhanced
machine uptime.

2. |Institutionalize a multi-disciplinary approach with the full participation of radiologists for
apt decision-making in the management of all oncology patients.

3. Ensure continuous medical education and capacity building workshops for all cadres
of staff in oncology to keep up with the latest advancements in cancer management.

4. Ensure standardization of protocols and conduct Diagnostic Reference Levels (DRLs)
studies through the ongoing IAEA projects NIR6030 and RAF6060.

5. Enhance health insurance coverage of diagnostic procedures especially in
mammography, CT and MRI.

Medium term (12 to 36 months)

7L ICRP, 2007. Radiological Protection in Medicine. ICRP Publication 105. Ann. ICRP 37 (6).

172 1AEA, 2010. Comprehensive Clinical Audits of Diagnostic Radiology Practices: A Tool for Quality
Improvement. I4EA Human Health Series No. 4. Available at: https://www-
pub.iaea.org/MTCD/Publications/PDF/Pub1425 web.pdf



1. Enhance equipment uptime through service level agreement contracts to do
preventive maintenance of equipment and repair of breakdown.

2. Ensure availability of at least one operational CT scanner and one mammography
machine per geopolitical zone.

3. Enhance radiology referral system from lower-level facilities to higher level facilities
through teleradiology (PACS). The remote areas without radiologists can use
teleradiology to read images and transmit back to the centre for timely diagnosis and
intervention leading to improved quality of care.

4. Improve availability of maintained power through stable backup generators that will cut
down cost of frequent equipment breakdown.

5. Increase subspeciality training in radiology - Oncology imaging, Interventional
Radiology including stereotactic breast biopsy and abdominal imaging.

6. Offer short-term courses in mammography, ultrasound, CT, and MRI which can be
done online or in-person training and skill-transfer in partnership with international
collaborators like Rad-Aid, European Society of Radiology (ESR), etc.

Long term (36 months and above)

1. Make CT scans, MRI, and mammography machines available with at least one
machine per tertiary and secondary level of care institution.

2. Tertiary institutions to have high-end equipment for performing interventional radiology
including interventional radiology suite and mammography stereotactic biopsy.

3. Consider requesting IAEA support in the QUAADRIL comprehensive audit in
radiology.

4. Establish a postgraduate clinical training programme in diagnostic radiology medical
physics.

2.7.2. Nuclear medicine

Overview

Nuclear medicine is one of the main specialties dealing with diagnosis and treatment of
common cancers in Nigeria. An ambitious program to introduce and expand access to nuclear
medicine services in the country has been successfully conducted since 2005 by Nigeria with
the support of the IAEA. This capacity-building strategy aimed to educate qualified human
resources for all staff categories: nuclear medicine physicians (NMP), nuclear medicine
physicists, nuclear medicine physicists, nuclear medicine technologists (NMT) and radio
pharmacists. This national program sought to expand access to nuclear medicine services
and initial projects for implementation in public hospitals were started during the period 2009-
2013 in Abuja, Ibadan and Sokoto. The departments of nuclear medicine in Abuja and Ibadan
have been successfully implemented and started their clinical applications for patients;
meanwhile the one in Sokoto has not yet commenced.
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In the public health system in Nigeria, there are currently two departments which offer partial
and intermittent conventional nuclear medicine services in the country. The first one is in
National Hospital Abuja and the second is situated in the University College Hospital (UCH)
Ibadan. Additionally, two private centres are operating in Lagos: one for PET/CT Imaging and
the second for conventional nuclear medicine and SPECT/CT imaging.

Conventional nuclear medicine

Conventional nuclear medicine services are limited despite the important investment done in
human resources by the country in the past two decades. There are only two public hospitals
in Abuja and Ibadan which provide limited clinical services in nuclear medicine. Both facilities
employ qualified staff in different categories (respectively 3 and 2 for NMP, 1 and 2 for NMT,
1 and 3 radio pharmacists), all educated abroad.

In Abuja, the country’s first department of nuclear medicine, there is one SPECT Mediso
acquired in 2009 with the support of IAEA. The machine had been functional providing a
limited number of clinical services (bone, thyroid and renogram scans) until 2018 when the
processing station became dysfunctional and printing of exams was no longer possible. Since
that time, the clinical services in the nuclear medicine department have been limited to the
simple radioiodine therapy for thyroid ablation in treatment of thyroid cancers.

In UCH Ibadan, the CT part of the SPECT/CT (MEDISO) acquired in 2014 was never
operational, and requests for maintenance support from the staff to the manufacturer in
Hungary were not successful. The clinical services of the department remain under-utilized,
since only one generator of Technetium-99m and a few doses of |-131 radioiodine therapy are
ordered monthly.

In both hospitals, nuclear medicine infrastructure is not adequate and is aging. There is no
current plan for future development and brain drain of qualified staff is occurring at both
facilities.

The most solicited unit for conventional nuclear medicine is located in a private hospital in
Lagos, where a SPECT/CT is operating regularly for the past 30 months. UDUTH in Sokoto
has not yet operationalized its nuclear medicine department.

PET/CT imaging
Cyclotron and Radiopharmacy

There is one facility of FDG production located in a private hospital in Lagos. The facility
consists of one cyclotron (9.4 Mev), radiopharmacy and quality control. It is an important
achievement for Nigeria since now FDG is available in the region of Lagos and suburbs for
PET/CT imaging, which is a fundamental nuclear imaging requirement to define appropriate
management of several cancers. For FDG production, they use European Pharmacopea'”®
but some parameters are not checked. Procedures of radiation safety are not well described,
and the equipment’s qualification as well as calibration certificates are not accessible.

The private hospital could benefit from investing more in the regulatory aspects of the
installation in order to be consistent with international rules applied for drug productions,
radiopharmacy and radiation safety. Since radiopharmaceuticals are considered as drugs, the
Nigerian Nuclear Regulation Authority as well as the Pharmaceutical Regulation division of
Nigeria should support the upgrade of the facility for conformity approval for Good

173 European Directorate for the Quality of Medicines & HealthCare. European Pharmacopoeia (Ph. Eur.). 11th
ed. Strasbourg: EDQM, 2023. Accessed February 2025. https://www.edqm.eu/en/european-pharmacopoeia-ph.-
eur.-11th-edition.
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Manufacturing Practice (GMP) and radiation safety status. This service also provides an
important opportunity to train and educate local practitioners in the fields of radiopharmacy,
cyclotron operations and radiation safety (medical physics).

PET/CT FDG imaging

PET/CT imaging also exists at the private hospital in Lagos where the cyclotron
radiopharmacy has been implemented. There is one PET/CT operating which is scanning 15
to 18 patients two times a week on average. Patients pay for the exams out-of-pocket. Images
are mainly sent abroad for reporting. According to the chief medical director, there is not yet a
full-time nuclear physician employed in the unit of PET/CT imaging. However, the hospital
utilises 2 or 3 national nuclear physicians who are employed part-time to validate the reporting.
In fact, the detailed role of those national nuclear medicine physicians is not well defined or
accessible.

Therefore, regulatory and deontological issues may arise, like surveillance of patients during
the PET/CT exams, checking of referrals, choice of the right protocols and other matters which
require a physician specialised in Nuclear Medicine, a qualified technologist and a medical
physicist. To address this, the private hospital should address the regulatory aspects of clinical
operations in order to be consistent with international rules. Consequently, the Nigerian
Nuclear Regulation Authority as well as Pharmaceutical Regulation division inspectors should
support this private hospital to improve their clinical practice, and to achieve the upper level of
safety and become a reference centre for PET/CT imaging in Nigeria.

There is potential for expansion of nuclear medicine in Nigeria via another private hospital in
Abuja called the African Medical Centre of Excellence in which nuclear medicine investments
are planned. A cyclotron (18Mev), radiopharmacy with PET/CT imaging associated with a
SPECT/CT and theranostic centre are under development. Once achieved, the centre may
constitute a model for development of nuclear medicine in Nigeria and Africa.

Payments of nuclear medicine clinical services should be partially supported by national or
regional institutions in order to sustain nuclear medicine investments and the development of
national health infrastructure in Nigeria.

Nuclear medicine services need an appropriate safety environment and require qualified staff
who apply preventive measures for radiation monitoring. NNRA can assist staff of all facilities
using radioactive materials to consistently wear personal dosimeters, including a replacement
when their dosimeter is collected for analysis.

Recommendations
Short term (6 to 12 months)

1. Establish a national development plan for public nuclear medicine, with the assistance of
IAEA and external experts.

2. Reinforce and install regulatory bodies for authorisation regimens, assessment and
controls for both nuclear medicine applications and radiopharmaceutical production.

3. Enhance the existing national capacity building strategy for education and recruitment of
human resources in all specialities dealing with cancer diagnostics, including, nuclear
medicine and medical physics.

4. Strengthen the recruitment of qualified staff in nuclear medicine for Sokoto, Lagos, Benin
City, Ibadan and Abuja, including dedicated qualified medical physicists
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10.

Refurbish and acquire new equipment SPECT/CT for nuclear medicine imaging and for
therapy in Ibadan.

Start the implementation at midterm of the new department of nuclear medicine at Sokoto.

Initiate a feasibility study on the proposed expansion of PET/CT centres including the
establishment of a cyclotron with capacity to produce and distribute appropriate radio-
pharmaceuticals.

Request all hospitals to invest in appropriate installation to ensure a stable power supply
before installing new equipment and improve the maintenance of existing equipment while
ensuring a stable supply of radiopharmaceuticals

Implement guidelines for the standardization of a national quality assurance programme
for Conventional Nuclear medicine imaging and PET/CT imaging and organise national
workshops in PET/CT imaging

Improve access to care in general and to cancer diagnostic procedures in particular, by
promoting subsidized fees and involving insurance companies. Priority should be given to
high incidence cancers to facilitate earlier diagnosis and better management

Medium term (12 to 36 months)

1. Finalise the establishment of the department of nuclear medicine in Sokoto.
2. Implement the first public or PPP model PET/CT Centre in NH Abuja.

3. Start the clinical activities of the Nuclear Medicine Centre of Lagos.

4. Expand Nuclear Medicine therapy in Ibadan, Abuja and Sokoto.

5. Introduce Theranostic approach in Abuja and Lagos.

6. Start the residency program in nuclear medicine with the assistance of IAEA and
external experts.

7. Establish a cyclotron with sufficient capacity to produce and distribute radio-
pharmaceuticals across the country.

Long term (36 months and above)

1. Introduce theranostic treatment for prostate cancer in Abuja and Lagos.
2. Enlarge Nuclear medicine applications to Enugu and Maiduguri.

3. Implement a quality assurance program in departments of nuclear medicine.
4. Implement two additional public PET/CT centres in Ibadan and Enugu.
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2.7.3. Pathology and laboratory diagnosis

Pathology services are available across the six geopolitical regions of the country. There is
greater availability of clinical laboratories compared to pathology services.

There is a well-established pathology infrastructure at the secondary and tertiary levels of the
health system in the six geopolitical regions of the country. This includes regional hospitals,
university teaching hospitals and cancer centres.

Out-of-pocket payment is the most common method to pay for laboratory and pathology
services. In other cases, health insurance paid by the individual, government (National Cancer
Health Fund), NGOs or philanthropists pays the costs. The unemployed bear the total cost of
their health expenses.

Access to diagnosis is challenging for most of the population in the absence of universal health
coverage. There is consequently inequity in accessibility and affordability of diagnosis (higher
costs in private vs public).

Pathology infrastructure is present in the entire country, but histopathology is available in
limited hospitals (19 out of 51 responders from the imPACT review self-assessment
questionnaire). Tertiary facilities (University Teaching Hospitals and cancer centres) have a
wider range of equipment, as they practice clinical laboratory and histopathology.

Human resources

There are human resources for clinical pathology and pathology services with a geographical
spread, but many of these specialists are concentrated in the major cities of the country.

Relevant cadres of the medical system are Pathologists, Medical Laboratory Scientists,
Scientific Officers, Medical Laboratory Technicians and Laboratory Assistants. Their training
programme is dependent on their specialty.

Pre-service training is offered by public and/or private universities for pathologists, lab
scientists and lab technicians under the supervision of various councils: the Medical and
Dental Council of Nigeria (MDCN) for pathologists and the Medical Laboratory Scientists
Council of Nigeria (MLSCN) for laboratory scientists and technicians.

The National Postgraduate Medical College of Nigeria'’* and the West African College of
Physicians design and review the curriculum for pathologists. Compared to the training
programme of the Royal College of Pathologists (UK),'”® there is a need in Nigeria to focus
on sub-specialty training, research, up-to-date technical platforms with molecular and genetic
techniques and management skills, along with mentoring. It is important to note that for further
implementation of techniques like next-generation sequencing (NGS), the country will need to
train a sufficient number of bioinformaticians. For laboratory technicians, the quality of training
will be dependent on the quality of the technical platforms.

174 Udofia, Owoidoho. Residency Training Curriculum, Faculty of Pathology. National Postgraduate Medical

College of Nigeria. Accessed February 2025.
http:/npmen.edu.ng/downloads’PATHOLOGYRESIDENCY TRAININGCURRICULUM .pdf.

175 Royal College of Pathologists. Curriculum for Specialty Training in Histopathology. General Medical Council.
Accessed February 2025. https://www.gmc-uk.org/education/standards-guidance-and-
curricula/curricula/histopathology.
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In-service training is proposed by professional associations/learned societies and the
supervising institutions (councils). Continuing professional development (CPD) programmes
are organised and are compulsory for licensing.

Available infrastructure and equipment

Most of the necessary services for cancer diagnosis are available in the country, including
histopathology, immunology, tumour markers, haematology, and laboratory biochemistry.
Nonetheless, there are very few services providing molecular biology and genetic markers, so
specimens are either referred locally (e.g., Lagos University Teaching Hospital, Covenant
University, Redeem University) or sent abroad (e.g., UK, USA), resulting in delayed diagnosis.

Public and private laboratories coexist in public hospitals, as observed in Lagos University
Teaching Hospital (LUTH). These private laboratories give the opportunity to patients to
access high quality biological and immunological tests. The turnaround time is short (hours to
one or two days, depending on the test), allowing a quick management of diseases. The
personnel working in these private laboratories have better salaries than those in the public
sector. Nevertheless, the costs of the tests in those laboratories are higher than in the public
laboratories. This situation creates inequity in patients’ care that should be addressed by the
government healthcare policy to increase the affordability of tests in these private laboratories.

Observations made during hospital visits as part of the in-country mission revealed that
essential equipment for laboratory diagnosis were present in the laboratories, purchased
either by the government or through public-private partnerships (PPPs) or grants. In some
cases, however, the equipment was not functional due to lack of maintenance contracts or
interruptions in power supply. Notably, safety cabinets and aspiration systems for toxic fumes
were unavailable in the majority of the pathology labs.

Coverage of services

A total of 20 hospitals provided data on pathology and laboratory services through self-
assessment questionnaires. These included hospitals at the secondary (regional hospitals)
and tertiary (specialty and teaching hospitals) levels across the six geopolitical regions.
Available data shows unequal distribution in the level of performance which is variable across
the regions and depends on the type of facility (UTH, private). The reported annual
haematology workload was 698,762 tests across 18 hospitals while 613,179 biochemistry
tests were conducted over a similar period in 16 hospitals, with an average of 38,323 lab tests
per hospital.

Routine histopathology is regularly performed in centres dedicated to cancer patients, but
immunohistochemistry, immunology, flow cytometry, cytogenetics (conventional and
molecular), cytology, molecular diagnosis, remain restricted to specialized facilities. The
annual histopathology’s volume was reported as 25,168 tests performed per year across 16
hospitals, with LUTH recording 6,000 tests. Eleven hospitals reported a capability of
conducting biopsies for children with University of llorin Teaching Hospital (3,000 cases) and
LUTH (1,000 cases) being the most active. Data on cytology was provided by 13 hospitals
with an annual case load of 18,587.

Intraoperative procedures (frozen sections) are mainly performed in a few tertiary centres, with
5 hospitals reporting the necessary resources to perform these procedures.

Autopsies were not highly reported, with two exceptions of 1200 and 1000 cases reported per
year at University of llorin Teaching Hospital and LUTH, respectively. The rest of the hospitals
surveyed reported performing a very limited number of autopsies (from 1 to 150 per year).

The number of immunohistochemistry tests is low. The most used antibodies are hormone
receptors for breast cancers.
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The turnaround time in histopathology services varies from 5 to 30 days. It may be longer for
immunohistochemistry and molecular tests that are referred to specialist centres in the country
or outside.

Quality Management

Quality management is a key issue in cancer management. There are guidelines available for
the purposes of training and practice. Guidelines are developed in laboratory practice as, for
instance, guidelines on biosafety and biosecurity in Nigeria. Accreditation is mandatory for
institutions that want to train. The accreditation process is supervised by the MDCN for the
training of pathologists, and by the MLSCN for lab scientists.

The National Postgraduate Medical College of Nigeria (NPMCN) and the West African College
of Physicians (WACP) accredit all institutions providing training at postgraduate level. A full
accreditation is valid for 3 years.

There is limited information on the implementation of the various guidelines for practice and
their compliance to international standards, such as ISO15189, 2022. But, in a recent study
conducted in the south-south geopolitical region of the country by Fl Allison et al, none (0%)
of the 42 laboratories responding to the questionnaire was accredited for quality service
delivery."® The majority (88%) of the laboratories were licensed by relevant authorities while
90% reported that their equipment was regularly maintained (66% by Biomedical Engineers
and 24% by Medical Laboratory Scientists). Less than half (45%) reported using SOPs in their
operations further emphasizing the need for additional efforts to scale-up the implementation
of a quality assurance system throughout the country.

External quality audits have been realized in few hospitals including the University of
Maiduguri Teaching Hospital and LUTH and represent 21% in the study by Allison et al.'’’
Referral systems and follow up of patients from early detection services are yet to be fully
implemented with an emphasis on electronic recording of patients’ data.

In Nigeria, the multidisciplinary tumours boards in various hospitals comprise oncologists,
surgeons, radiologists, pathologists, anaesthetists, paediatricians, palliative care nurses, and
social workers, depending on the institution. Tumor boards are not common in many centres
and where they exist, irregular. According to a 2021 circular from the FMoH&SW, they are
mandatory in the management of cancers.

Human Resources

According to WHO, there were 74,543 medical doctors in Nigeria in 2019, 37,181 lab scientists
and 34,554 lab technicians in 2021.'® Ojuroungbe recently reported that about 300
haematologists are registered, while 178 pathologists and 1,400 histotechnicians were
reported in a survey in 2015 by Nelson et al. '8 Compared to the whole population of about
200 million, there is a general shortage of human resources for health in the country. It is

176 Medical Laboratories in Nigeria (Part 1) Assessment of Quality Management Practices and Accreditation
Status European Journal of Medical and Health Sciences Vol 6 | Issue 2 | March 2024 ISSN 2593-8339
177 Medical Laboratories in Nigeria (Part 1) Assessment of Quality Management Practices and Accreditation
Status European Journal of Medical and Health Sciences Vol 6 | Issue 2 | March 2024 ISSN 2593-8339

I8 World Health Organization. Global Health Observatory Data Repository. Accessed January 35,
2025. https://www.apps.who.int/gho/data/node.main. HWFGRP?lang=en

17 Sodiq Ojuroungbe. "Title of the Article." Punch Newspapers, September 10, 2024. Accessed January 5,
2025. https://punchng.com

18 Ann M. Nelson et al. "Oncologic Care and Pathology Resources in Africa: Survey and
Recommendations." Journal of Clinical Oncology 34 (2015): 20-26.
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further reported that most health professionals choose to work in Lagos and other urban areas
in the south leaving acute shortages in the north and in rural areas.

The nation also experiences the emigration of physicians and medical laboratory scientists
from Nigeria to Europe, the Middle East, and North America. According to one report, the loss
was around 906 medical laboratory scientists in 2022.81

Only about 100 of the 300 hematologists reported by Ojuroungbe currently remain in the
country. Some of the factors attributed to the reduced specialist retention include poor levels
of compensation/benefits with irregular payment of salaries; weak health infrastructure;
restricted opportunities for career development; increased migration of health workers in
search of better opportunities; low health budget and inefficient management of financial
resources; inadequate training capacity in public health training institutions; erratic health
sector leadership and poor commitment of leadership to addressing human resources
challenges in the healthcare sector; and limited use of technology impairing health workers’
productivity; amongst other factors.®2

There are notable government efforts to address the situation through the development of a
national policy on health workforce migration. There is, however, a need to strengthen its
implementation by addressing potential disparities in state-level incentive programmes that
might lead to the uneven distribution of health-care workers. '8

Education and training programs
Pathologists

Pathologists must first graduate from Medical School with MBBS or MBChB. They then further
experience a postgraduate medical college residency training for 5-7 years, after which they
must pass the Fellowship examination of either the West African College of Physicians
(WACP) or the National Postgraduate Medical College of Nigeria (NPMCN). Their regulation
is under the Medical and Dental Council of Nigeria (MDCN), and they are appointable as
Consultant Pathologist or Laboratory Medicine Consultant. They also may be designated as
Laboratory Director.

Medical Laboratory Scientists (Former Medical Laboratory Technologists):

After a first degree in medical laboratory science in the university, medical laboratory scientists
may optionally pursue a Fellowship in Medical Laboratory Science (MLS), MSc or PhD, which
is not required for their practice. They are regulated by the Medical Laboratory Scientists
Council of Nigeria (MLSCN), and they are appointable as Medical Laboratory Scientists and
may also be designated as Laboratory Managers.

Medical Laboratory Scientists must complete continuing professional education via the
Reqguest for CPD Credits Form for each activity and present these forms to MLSCN upon
licensure renewal. Any individual or organisation interested in organizing a CPD accredited
activity and becoming an accredited provider of CPD activities must complete the Application
to Offer a CPD Activity for each CPD activity and submit it to MLSCN at least two months
before the intended start of the event.

181 Lara Adejoro and Patrick Odey. "Concern Rises as 906 Lab Scientists Dump Nigeria." Punch Newspapers,
2023. Accessed January 5, 2025. https://punchng.com/concern-rises-as-906-lab-scientists-dump-nigeria/.
182 Deborah Tolu-Kolawole. "Title of the Article." Punch Newspapers, 2022. Accessed January 5,

2025. https://punchng.com/7256-nigerian-nurses-left-for-uk-in-one-year-report/.
183 Gbolahan Olatunji et al. "Nigeria’s New Policy: Solution for the Health Workforce Crisis?" The Lancet 404,
no. 10460 (2024): 1303-1304.
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http://web.mlscn.gov.ng/wp-content/uploads/filr/996/Request%20for%20Continuing%20Professional%20Development%20(CPD)%20Credits.pdf
http://web.mlscn.gov.ng/wp-content/uploads/filr/971/CPD%20-%20Application%20to%20Offer%20a%20Continuing%20Professional%20Development%20(CPD)%20Activity.pdf
http://web.mlscn.gov.ng/wp-content/uploads/filr/971/CPD%20-%20Application%20to%20Offer%20a%20Continuing%20Professional%20Development%20(CPD)%20Activity.pdf

Medical Laboratory Technicians (MLT):

After two years training in a school of health technology, medical laboratory technicians may
be awarded the MLT Certificate. They are regulated under MLSCN. They are responsible for
reagent preparation and low-level laboratory analysis.

Laboratory Assistant. Training is done as Health Extension Worker.

Professional associations exist in the country:

College of Nigerian Pathologists

Clinical microbiology and infectious diseases of Nigeria
Nigerian society for hematology and blood transfusion
Association of Medical laboratory scientists in Nigeria (ASLMN)

Summary of major findings and conclusions

Clinical laboratories and pathology services exist at the secondary (regional hospitals)
and tertiary (specialty and teaching hospitals) levels in the six geopolitical regions but
are unequally distributed.

Public and private laboratories coexist in public hospitals.

Some laboratory equipment is supported through PPPs. Access to diagnosis is
challenging for most of the population in the absence of universal health coverage.
Only tertiary health facilities provide a wide range of tests and procedures, but
specialized tests like immunohistochemistry, genetic markers, flow cytometry are not
widely available. Some private centres practice high level tests such as Next
Generation Sequencing.

Clinical laboratories have a wide range of tests especially in haematology and chemical
pathology. The turnaround times are within hours. Performance is sometimes affected
by the breakdown of machines secondary to irregular electricity supply. Electronic
recording of patients data is not available in all laboratories.

Anatomic pathology practice is still low. Intraoperative procedures are not common;
immunohistochemistry is mostly done for breast cancer. Other tests are referred to
LUTH or abroad. The turnaround times vary from 3 to 30 days.

Safety cabinets and aspiration systems for toxic fumes (e.g., formalin, xylene) are not
common.

Digital pathology is underdeveloped.

Multidisciplinary Tumour Boards are done physically or online on an ad hoc basis.
Autopsies are uncommon in many facilities.

Modern tests such as immunohistochemistry, molecular biology, genetic markers etc.
are restricted to few hospitals. There is a need to implement reference laboratories
that practice the molecular biology and genetic testing necessary for cancer
management in the context of promotion of personalized cancer treatment, the so-
called targeted therapies.

Training institutions and programmes exist in the public and the private sector for all
relevant staff. Trainings are coordinated by councils in charge of selecting the
institutions and setting standards of training. CPD is common practice for specialists
and is compulsory for licensing. A list of CPD authorized institutions is published every
year.

There are guidelines for education, training and professional practice, but
implementation of National guidelines for Quality assurance, biosafety and biosecurity
exists for medical laboratories. Some laboratories have developed a quality
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management system and participate in EQA programs. Quality assurance remains to
be extended with reference to international standards ISO 15189, 2022.

e There is a shortage of human resources, worsened by brain drain, with a negative
impact on laboratory performance.

Recommendations

Short term (6 to 12 months)

1. Develop and implement a comprehensive plan to improve working conditions
(infrastructure, equipment, salaries, training), to attract and retain laboratory and
pathology health professionals.

2. Discuss and implement an MOU with pharmaceutical laboratories for the
procurement of reagents for immunohistochemistry.

3. Increase the share allowed to patients in health insurance for laboratory
investigations.

4. Strengthen the equipping of existing clinical and pathology laboratories

5. Reinforce the resources of virology labs, where available, in reagents for the
detection of HPV, EBV etc.

6. Implement specific modules on cancer diagnosis and maintenance in training
programmes.

7. Organize quality assurance audits in pathology and clinical laboratories at national
level according to ISO 15189, 2022.

Medium term (12 to 36 months)

1. Implement 6 regional centres of excellence with relevant equipment for clinical
laboratory and pathology diagnosis, including molecular and gene testing

2. Develop digital pathology and distance learning programs to address the shortage
of trained personnel.

3. Rehabilitate and make functional the existing clinical and pathology laboratories in
the country.

4. Recruit pathologists and laboratory personnels in sufficient number.

5. Strengthen the capacity of medical institutions to train additional personnel for
pathology and laboratory medicine

6. Reinforce the collaboration between the West African College of Physicians and the
National Post-graduate Medical College of Nigeria for the training of specialists.

7. Implement quality management guidelines for laboratories according to ISO 15189,
2022.
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Long term (36 months and above)

1.

2.

Evaluate the implementation of quality management systems according to ISO
15189, 2022.

Train students in bioinformatics to work in molecular biology labs.

Relevant tools, guidelines and reference materials on cancer diagnosis

1.

10.

11.

12.

Cancer. Disease Control Priorities, third edition, volume 3. (World Bank)
http://dcp-3.org/cancer

WHO Guide to Cancer Early Diagnosis
https://www.who.int/publications/i/item/9789241511940

WHO position paper on mammography screening
https://www.who.int/publications/i/item/who-position-paper-on-mammography-
screening

WHO list of priority medical devices for cancer management
https://www.who.int/publications/i/item/978924 1565462

IAEA publications related to nuclear medicine and diagnostic imaging
https://www.iaea.org/publications/search/topics/division-of-human-health

NCCN Clinical Practice Guidelines in Oncology
http://www.nccn.org/framework/default.aspx

World Health Organization. Preliminary results of the baseline country survey on
medical devices:
http://www.who.int/medical devices/survey preliminary results/en/index.html.

International Commission on Radiological Protection (ICRP) (2007b). Radiological
protection in medicine. ICRP Publication 105. Ann. ICRP 37 (5).
https://www.icrp.org/publication.asp?id=ICRP%20Publication%20105

Idowu, B. M., & Okedere, T. A. (2020). Diagnostic radiology in Nigeria: a country
report. Journal of Global Radiology, 6(1).

International Atomic Energy Agency, Comprehensive Clinical Audits of Diagnostic
Radiology Practices: A Tool for Quality Improvement, Human Health Series No. 4,
IAEA, Vienna (2010). https://www.iaea.org/publications/8187/comprehensive-clinical-
audits-of-diagnostic-radiology-practices-a-tool-for-quality-improvement

IMAGINE - IAEA Medical imAGIng and Nuclear mEdicine global resources database
2024 https://humanhealth.iaea.org/HHW/DBStatistics/IMAGINE.html

Frija, G., Blazi¢, I., Frush, D. P., Hierath, M., Kawooya, M., Donoso-Bach, L., &
Brkljaci¢, B. (2021). How to improve access to medical imaging in low-and middle-
income countries?. EClinicalMedicine, 38.
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http://apps.who.int/iris/bitstream/10665/144785/1/9789241548953_eng.pdf
https://www.who.int/nmh/events/ncd_action_plan/en/
https://www-pub.iaea.org/MTCD/publications/PDF/Pub1462_web.pdf
https://www-pub.iaea.org/MTCD/publications/PDF/Pub1462_web.pdf
https://www-pub.iaea.org/MTCD/Publications/PDF/P1861_web.pdf
https://www.iaea.org/publications/search/topics/division-of-human-health
https://www.who.int/tools/who-cervical-cancer-prevention-and-control-costing-(c4p)-tool
https://www.ons.org/courses/cancer-basic
http://www.who.int/medical_devices/survey_preliminary_results/en/index.html
https://www.icrp.org/publication.asp?id=ICRP%20Publication%20105
https://www.iaea.org/publications/8187/comprehensive-clinical-audits-of-diagnostic-radiology-practices-a-tool-for-quality-improvement
https://www.iaea.org/publications/8187/comprehensive-clinical-audits-of-diagnostic-radiology-practices-a-tool-for-quality-improvement
https://humanhealth.iaea.org/HHW/DBStatistics/IMAGINE.html

2.8. TREATMENT
2.8.1. Medical Oncology

General situation

Data informing this analysis comes from ImPACT review facility self-assessment
questionnaires, which were usually not answered by oncologists. This is an important
consideration during the survey analysis.

Major teaching hospitals primarily offer clinical oncology services; some private institutions in
urban settings have less than half of the population covered, the majority without health
financing coverage. Medical oncology services are mainly available at tertiary and secondary
levels of the health care structure, covered 99.5% by clinical oncologists with dual
specialization in radiation and systemic therapy management.

Currently approximately 30 out of 36 states have some systemic therapy activity, according to
interviews and information gathered during site visits. No verifiable medical oncology activity
was obtained from the following states: Yobe, Adamawa, Nasarawa, Ekiti, Niger and Anambra.
Almost half of the facilities evaluated with some activities are private hospitals, the majority of
which are in Lagos, a commercial hub, followed by Abuja. Additional information from the desk
review revealed that 30% of facilities responding to the health facility questionnaire have >40%
of patients within their catchment area, while 16 out of 19 plan to expand medical oncology
services.

Based on the facility survey analysis, there are 18 documented centres with medical oncology
activity, of which 6 are training centres. However, online data reviews and interviews indicate
that systemic cancer therapy is available in at least 44 public hospitals and 21 private
hospitals, half of which are in the Lagos area and 25% in the Abuja area. There were no
institutions where oncology nursing staff practice independently.

Disparities exist between regional hospitals, due to variable staffing levels with limited
oncology services outside of urban centres.

The workload per facility on average is 18-40 new cases per month. The private institutions
visited had well set up systemic therapy workflows, with an average of 5-15 patients treated
per day, in contrast to public institutions which treated 25-45 patients per day. In teaching
hospitals where cancer centres are without functioning radiation therapy facilities, systemic
therapy workflows were robust and spearheaded by the drug access programs instituted by
government. General surgeons and site-specific subspeciality surgeons tend to lead the
management of cancer patients, with a preponderance towards surgical interventions or
prescription of systemic therapies without recourse to oncologists even where available.

Published data suggest improved guideline concordant care in Nigerian cancer patients
managed by a clinical oncologist.'® Human resource gaps were cited by many institutions in

184 Adegboyega Bolanle C, Alabi Adewumi O, Joseph Adedayo O, Lasebikan Nwamaka, Agaga Luther A,
Ololade Kehinde O, Sowunmi Anthonia C (2021) Assessment of guideline adherence in breast cancer
management among oncologists in Nigeria ecancer 15 1294
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both the private and public sector. Many facilities are manned by informally trained nurses and
pharmacists, raising concerns as Chemosafe practices are not widely implemented. Systemic
therapies including biologics for breast cancer, colorectal cancer, and lymphoma are available
through the existing drug access programs at huge discounts to the patient or at no cost under
the NCHF. The latter fund coverage is limited to cervical, prostate and breast cancer piloted
in sites within the six geopolitical zones.

The national health insurance scheme caters for federal workers only, and partners with
Roche pharmaceuticals to provide cancer drugs. In private institutions, generic and originator
pharmaceutical companies compete for a share of the potentially large market, with very short
stock out periods compared to public hospitals. Drugs for hematological cancers are not
prioritized in the access programs, despite the high prevalence of lymphomas in the country.

Limited specific cancer diagnostics including, for example, hormone receptor status for breast
cancer, is a major gap to accessing quality care. Most of these tests are conducted outside of
the country resulting in delays, discrepancies and financial strain to patients. According to data
collected through the facility surveys and interviews, the major cause of non-compliance and
loss to follow-up (approximately 30 — 40% of patients) in the public system is long travel
distances and high out of pocket payments, especially during drug stock out periods. Spiritual
and alternative medical systems were reported to negatively influence compliance to
completing chemotherapy, reiterating the need to include these providers as stakeholders in
cancer control.

There is strong political will to expand systemic drug therapy access programs aiming to
reduce financial burden to patients and improve cancer outcomes. However, the identified
gaps in drug delivery, skilled personnel delivering guideline concordant care, and the paucity
of cancer specific diagnostics must not be overlooked to ensure long term sustainability and
maintenance of high quality of care. Muti stakeholder engagements must include end users to
inform policies and guide pragmatic funding solutions.

Funding of drugs

Only 5% of the population has access to NCHF which provides free care for breast, cervix and
prostate systemic therapy for indigent patients in the 6 geopolitical regions. Additionally, the
National Health Insurance Authority (NHIA) currently only covers federal government workers
in certain states. Recently, a Vulnerable people's package for those over age 65 was
launched, which will eventually support systemic therapy. A major gap of current government
funding mechanisms is that they pay a lump sum, leading to discrepancies in prioritization of
cancer treatments (e.g. chemotherapy and surgery versus radiotherapy). A new module is
underway to improve fund disbursement equitably. Private hospitals are not included in these
funding modules.

It was observed that diagnostics are not covered except by private insurance, which may limit
efficiency of access programs in providing high quality care. According to a recent publication,
the chemotherapy health fund is largely underutilized with only 22.6% of the 1,807 enrolled
patients having their wallets credited with funds, and only 38.2% of the credited funds being
utilized by the patients.'® There are no clear national guidelines on eligibility criteria to access

185 Mustapha, Aisha, Muhammad Jibril El-bashir, Aminu Magashi Garba, and Hamisu Salihu. “The Nigerian
Cancer Health Fund: One Step toward Universal Health Coverage.” Annals of Biomedical Sciences. Accessed
November 18, 2024. https://www.ajol.info/index.php/abs/article/view/272408.
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these funds. In some institutions such as the National Hospital Abuja, patients are vetted
through MDT process and subjected to social welfare system scrutiny which is a laudable
policy. New recommendations underway will empower NICRAT to control the procurement,
disbursement of funds and limit duplication. Other drug funding mechanisms include Clinton
Health Access Initiative (CHAI) which partners with the Chemotherapy Access Program for
specific originator drugs direct from pharmaceutical manufactures at drastically reduced rates
of 50-60% to the patient since 2019.

BIO Ventures for Global Health (BVGH) is another partner organisation that contributes
cheaper drug alternatives especially during stock out periods. The Max Foundation is an
access initiative which covers Imatinib free of charge in Nigeria; this is in contrast to the
Foundation’s support to other African countries which includes a wide array of drugs for solid
and haematological cancers. Health Management Organisations disbursed by private
organisations’ insurance systems may cover diagnostic services such as pathology including
immunohistochemistry (IHC), widening disparities in access to quality care. Out of pocket
payments for chemotherapy continue to be high amongst many of the patients as cited in the
desk review, in country visits and survey respondents pointing towards disparities in the
implementation of the drug access program.'8®

Regulatory Approvals, procurement and quality assurance

Currently, drugs on the access programs are centrally procured through bulk purchasing.
Individual purchases of drugs listed on the access program occur in the public system due to
stock outs which may be more frequent than desired, widely blamed on currency depreciation.

The National Agency for Food and Drug Administration and Control (NAFDAC), the
Standard Organization of Nigeria (SON), and NICRAT supervise procurement and drug
approvals, as well as registration and certification of all drugs. Of note, not all certified drugs
especially those in access program are registered. The majority of drugs on access
programs are originator drugs. There is no compulsory drug licensing policy. A local NGO
created an app for patient support and pharmacovigilance, but it is not institutionally owned.
NAFDAC is currently developing a new adverse drug reporting system.

Access to drugs

Less than 80% of the WHO EML is listed in Nigeria’'s current 2020 EML. As of this report, 24
public hospitals from all 6 geopolitical zones are enrolled in drug access programs. According
to the current NSCCP, there are ongoing plans to expand access to other states and to include
coverage for paediatric and common haematological cancers, which are currently not covered.
As an example, the NHIA negotiated 30% off initial pricing with a 20% discount to government
and a further 15% discounted cost to patient for Trastuzumab by 2025. Roche
pharmaceuticals is the major supplier of drugs on the NHIA.

Essential supportive drugs such as antiemetics, bisphosphonates, and granulocyte stimulating
factors are not included in the existing access programs, however this anomaly will be rectified
by a new updated CAP 2024 list which includes drugs for hematological and childhood
cancers. However, there is an absence of several guideline-recommended supportive drugs
such as zoledronic acid for hypercalcemia and bone modification, aprepitant and olanzapine,

136 Ndoh, Kingsley, Aliko Ahmed, Robert Yates, Isaac Adewole, Zainab Bagudu-Shinkafi, Folakemi Odedina,
Gafar Alawode, and Samuel Alabi. “Cancer Control Funding in Nigeria: A Case for Universal Health Coverage.”
Journal of Cancer Policy 32 (June 2022): 100335. https://doi.org/10.1016/j.jcp0.2022.100335.
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which are essential antiemetics. Generic cancer drugs manufacturers and distributers exited
from the initial CAP negotiations for reasons other than currency depreciation such as a
preference for originator drugs. It is assumed that the procurement of high-quality generic drug
alternatives will likely reduce the cost to governments and patients, however arguments
uphold that regulation of the importation of quality generic drugs is substantially human
resource- and capital-intensive. There were reports of repeated and prolonged drug stock out
periods resulting in substantial out of pocket payment and patient noncompliance, especially
for drugs under the NHIA programs. It was observed in some institutions, patients holding their
cancer medications in unsealed plastic bags from unknown external sources. Other
institutions cited stock outs challenges due to poor forecasting and planning by management.
The NSCCP recommends coordinated procurement, quantification and forecasting to limit
stockouts.'®’

The extent of access to hormone therapy for prostate and breast cancer patients was not
clear, however the few institutions that responded to the survey stated 20-40 patients per
centre per year were receiving those therapies; this may reflect poor access to
immunohistochemistry diagnostics for breast cancer. Trastuzumab and Bevacizumab, even
though listed in the NCAP list, seemed to be unavailable to most institutions surveyed and
interviewed, indicating disparities in access to subsidized or free drugs on the NCHF
programs. The need for accurate biomarker testing was reiterated by the policy makers at the
FMoH&SW, with outlined plans to centralize high volume accredited molecular testing facilities
per geopolitical region. At the writing of this report, there were 24 hospitals documented to
benefit from NCAP' with an additional 20 proposed sites.

Table 10: Systemic drugs to be available on NCAP 2025 drug list for top 5
prevalent cancers

Breast Cervical Prostate Colorectal Haematology
Cyclophosphamide Cisplatin Goserelin 5-Fluourouracil Cytarabine
Adriamycin Carboplatin Bicalutamide Capecitabine Daunorubicin
Paclitaxel Paclitaxel Abiraterone Irinotecan Adriamycin
Docetaxel Bevacizumab Enzalutamide Leucovorin Rituximab
Carboplatin/Cisplatin Docetaxel Oxaliplatin Vincristine

137 Olutuase, V.O., Iwu-Jaja, C.J., Akuoko, C.P. et al. Medicines and vaccines supply chains challenges in Nigeria:
a scoping review. BMC Public Health 22, 11 (2022). https://doi.org/10.1186/s12889-021-12361-900

188 The hospitals are: National Hospital Abuja, University of Abuja Teaching Hospital, Abuja Ahmadu Bello
University Teaching Hospital, Zaria, Amino kano Teaching Hospitals, Kano, Obafemi Awolowo University
Teaching Hospital, Ile-Ife, University College Hospital, Ibadan, Lagos University Teaching Hospital, Lagos,
University of Nigeria Teaching Hospital Enugu, Federal Teaching Hospital Gombe, University of Port Harcourt
teaching Hospital, Port Harcourt, University of Benin Teaching Hospital, Benin, University of Ilorin Teaching
Hospital, Ilorin, University of Calabar Teaching Hospital, Calabar, Alex Ekweme Federal University Teaching
Hospital, Abakaliki, Jos University Teaching Hospital Jos, Usman Danfodiyo University Teaching Hospital
Sokoto, Federal Medical Center, Birnin Kebbi, NAUTH Nnewi, Amadu Bello University Teaching Hospital in
Bauchi, University of Uyo Teaching Hospital ,Uyo, Federal medical center, Ebute Metta and Kalgo Medical
Centre in Kebbi, Federal Medical Centers in Birnin Kebbi, Katsina, Asaba Lagos, and NSIA-LUTH cancer center
Lagos.

139 The proposed sites are: Umuahia, Owerri, Lokoja, Markurdi, Abeokuta, Owo, Ido-Ekiti, Yenoga, Akwa,
Anambra state, Irrua, Edo State, Maiduguiri, Azare, Gausu, Yola, Jalingo, Bida, Nguru, and Keffi.
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Methotrexate Prednisolone Bevacizumab Vinblastine

Capecitabine Mercaptopurine

Gemcitabine Imatinib
Epirubicin Prednisolone

Aromatase inhibitors Infliximab
(anastrazole,
aromasin)

Tamoxifen
Palbociclib
Trastuzumab

Trastuzumab
emitasine

Pertuzumab

Talazoparib

Supportive drugs

Granulocylte stimulating growth factor — PEG filgrastim / Filgrastim/Nivestim

Anti-emetic - Ondansetron

Available infrastructure and equipment

Excluding few teaching hospitals with public private partnerships, the majority of institutions
visited or surveyed had limited infrastructure or adhered to the basic device recommendations
by WHO. Standard operating procedures were available, a few posted on boards for reiteration
as should be the requirement. Aseptic rooms with Biosafety cabinets for chemotherapy
constitution were available in large private institutions and in the six public hospitals where
ChemoSafe protocols were piloted in Abuja, Enugu, Ife, Lagos, Zaria and Gombe. The use of
protective personal equipment was only evident for pharmacists but not the registrars or
nurses administering the drugs in a majority of the facilities. In general, comfortable
chemotherapy chairs and convertible beds were available at the oncology departments,
however chemotherapy suites under supervision of the surgical departments lacked proper
furnishings and organisation.

Combined analysis of survey respondents to medical oncology services, interviews and visits:

¢ Dedicated oncology beds were available in 80% of institutions with an average of 10-
15 beds.

e Chemotherapy chairs were available in 95% of institutions

o Biosafety cabinets were available in all private institutions, but only in 6 public
institutions

e Personal safety equipment was available in 60% of facilities; mainly used by

pharmacists

Oncology nurses were present in 60% of institutions surveyed and visited

Oncologists (haematologists/medical/radiation) were available in 80% of institutions

Oncology pharmacists were available in 60% of institutions

Central chemotherapy reconstitution sites were available in 25% of public institutions

Standard operating procedures for chemotherapy administration were reported in 50%
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Quality Management

The NSCCP has listed several indicators to ensure improved coverage and processes for the
quality delivery of systemic therapies. There are no policies or frameworks developed per
institution to ensure adherence to guidelines to treatment protocols, quality of cancer drug
prescriptions and response assessment. Data analysis from facility surveys and published
literature reiterate that few patients who are hormone receptor positive or Her 2 positive
receive appropriate targeted therapy.'® This situation emanates from the general paucity of
immunohistochemistry testing in breast cancer patients. Facilities are unable to verify the
quality of drugs handled by patients, nor adherence to storage and transport recommendation;
these factors may contribute to general poor outcomes. Despite a policy document to guide
MDT discussions, the timing and frequency of these meeting are suboptimal with many
patients succumbing to processes and procedures without oncology consultations.

Human Resources

There is no up-to-date database of staffing levels in the institutions visited or by NICRAT. A
workforce mapping exercise is underway. Systemic therapy administered by registrars and
prescriptions supervised by surgeons with limited oncology training despite clinical oncologists
and oncology nurses in teaching hospitals is a quality gap. Pharmacists responsible for
chemotherapy drugs are mostly trained on the job.'" Skilled oncology staff are inadequate to
ensure high quality medical oncology services for a population of 230 million, particularly the
limited approximate number of oncologists (0.03/100,000), oncology nurses (0.024/100,000)
and oncology pharmacists (0.05/100,000) compared to global and LMIC standards.192193.194

190 joseph Adedayo O, Li Ya-Huei, Salako Omolola, Doi Suhail, Balogun Onyinye D, Awofeso Opeyemi M,
Abdulkareem Fatimah, Onitilo Adedayo A (2021) A review of breast cancer pathology reports in Nigeria ecancer
151190

191 K oranteng, Lauren, Funmilola Olanike Wuraola, Bridgette Thom, Kathleen Lynch, Adejuwon Adesuji, Mary
Bifarin, Kate Randolph, et al. “Assessing Safe Chemotherapy Needs and Practices in Ile-Ife, Nigeria: A Multi-
Disciplinary Quality Improvement Project.” BMJ Open 14, no. 6 (June 2024). https://doi.org/10.1136/bmjopen-
2023-077154.

192 Shih, Ya-Chen Tina, Bumyang Kim, and Michael T. Halpern. “State of Physician and Pharmacist Oncology
Workforce in the United States in 2019.” JCO Oncology Practice 17, no. 1 (January 2021).
https://doi.org/10.1200/0p.20.00600.

193 Tbid

194 Lubejko, Barbara G., and Barbara J. Wilson. Oncology nursing: Scope and standards of Practice. Pittsburgh,
PA: Oncology Nursing Society, 2019.
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Table 1. Estimated median ratios of the cancer health providers per income areas
APA Clin Onc Med Onc Rad Onc Med Phys RTT
Ratios per 100 000 population
HIC 3.7(15; 5.7) 0.88° 1.6 (0.9; 3) 1.24 (0.28; 3) 0.78 (0.13; 1.5) 0.44 (0.18; 1.2)
umIC 0.35 (0.13; 1.2) 0.2 (0.07; 0.9) 0.41° 0.4 (0.09; 0.96) 0.3 (0.16; 0.6) 0.28 (0.2; 1.6)
LMIC 0.07 (0.03; 0.6) 0.03 (0.01; 0.94) 0.09* 0.04 (0.01; 0.3) 0.05 (0; 14) 0.06 (0.015; 0.2)
LIC 0.04 (0; 0.07) 0.006 (0; 0.15) = = 0.1 (0.04; 0.18) =
Global 0.06 (0; 5.7) 0.028 (0; 0.94) 1.25 (0.09; 3) 0.28 (0.01; 3) 0.23 (0; 1.5) 0.19 (0.015; 1.6)
Ratios per 1000 cancer patients
HIC 0.7 (Canada) 0.86%-2.9° 0.65 (0.04; 1.18) 0.25 (0.07; 0.6) 0.47° 1.2°
umMIC — 0.37 (0.23; 0.85) 0.45" 0.19 (0.1; 0.43) 0.28' 0.7
LMIC — 0.12 (2.9; 0.014) — 0.076 (0.01; 0.4) — —
Lic — 0.01 (0; 1.1) - — - -
Global — 0.27 (0; 2.9) 0.48 (0.04; 1.37) 0.15 (0.01; 0.6) NA NA

All the ratios are reported as median value (interval: min; max).

APA, anatomic pathologist; Clin Onc, clinical oncologist; HIC, high-income country; LIC, low-income country; LMIC, lower-middle-income country; Med Onc, medical oncologist;
Med Phys, medical physicist; NA, cannot be estimated; Rad Onc, radiation oncologist; RTT, radiation therapy technician; UMIC, upper-middle-income country.

? Only one estimate available, from United Arab Emirates.

° Estimate from Iran.

© Estimate from lsrael.

9 Estimate from Morocco.

Figure 5: Availability of key oncology professionals per income region'*3

Staffing, education and credentialing of human resources in oncology

e Clinical (radiation and medical) oncologist — A module adopted from European
countries which has evolved over the years to separate medical from radiation
oncologist. There are 75 documented Clinical oncologists with a maximum of 4 per
institute. Clinical training is over a 4-6 year period at 11 training sites of the national
postgraduate college and West African College of Surgeons (WACS).

¢ Medical Oncologist - There is one fully trained Medical Oncologist practicing full-time
in a private clinic in Lagos. There is no local training program. A few clinical oncologists
have extended training in medical oncology in international facilities.

¢ Haematology-oncologist - There are 41 documented haematologists in 17 hospitals.
They complete 4 years of training in national or external postgraduate programs.

e Surgical oncologist — The majority of surgeons who practice oncology receive on-the-
job training or short-term, external training which impacts the quality of medical
oncology delivery. WACS and Queen’s University are indicating to start a fellowship
program in anglophone countries.

¢ Gynecology oncology specialty - no formal training currently exists in the country;
practitioners primarily train on-the-job. There are 2 internationally trained and 2
registrars currently training with a 2-year IGCS international fellowship expected to
start local training program through the WACS.

¢ Oncology Pharmacist — the majority have on-the-job training and benefit from
continuous medical education training with stakeholders such as NGOs. Recently,
under the World Childhood Cancer program and the West African College of
Pharmacy, a modular oncology pharmacy training has commenced with
approximately 100 pharmacists enrolled.

e Oncology nursing — nurses are specialized in oncology via a national credential
following a 2-year diploma and national certificate offered at a single institution in
Abuja, which trains approximately 20 nurses per year, with approximately 60
currently practicing in public service. A handful of nurses have completed a full 3-
year oncology nursing training in international or regional universities. Few
institutions have expatriate fully trained nurses recognizing the role of skilled

195 TRAPANI D . https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8591344/pdf/main.pdf ,
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workforce.'® There are discussions with proctors of the nursing training program to
engage the universities to start a 3-year program. There is a large shift to join private
institutions for better working conditions.

Table 11: Current human resource staffing for medical oncology

Specialist Number Training institution / | Duration of | Qualification
country training (years)
Clinical 75 NPMCN/WACS 5-7 Fellowship
oncologist
Medical 1 United Kingdom 5 Membership
oncologist
Haematologist | 41 NPMCN/WACS 4 Fellowship
Gynae 2 International /local | 5 Post graduate
oncologist hybrid certificate
Pharmacist 100 West African | 5 Fellowship
Postgraduate College
(enrolled) of Pharmacy
Oncology 60 Abuja National | 1 Certificate
nursing Hospital
Oncology 2 South Africa/ Rwanda | 3 Degree
nursing

NPGMCN: National Post Graduate Medical College of Nigeria
WACS: West African College of Surgeons

Professional groups provide continuous professional education through NGOs and other
stakeholders. CPD is required for licensure renewal for some specialties, but the format of
this renewal is unknown.

¢ Oncology Pharmacy Practitioners Association of Nigeria (OPPAN)
Association of Radiation & Clinical Oncologists in Nigeria (ARCON)
The Oncology Nursing Society of Nigeria (ONSN)
The Oncology Nurses Association of Nigeria (ONAN)
Society of Cancer Research in Nigeria (SOCRON) — Clinical researchers in oncology
Nigerian Society for Haematology and Blood Transfusion
Gynaecological Oncology Society of Nigeria (GOSON)

19 Lawa, Nana Hauwa, Biemba K Maliti, Johanna E Maree, Mampak N.M. Nanre, Cyrille Niyomugabo, Rose
Marigold Agbenyamame Odai, Naomi Oyoe Ohene Oti, et al. “Growth and Development of Oncology Nursing
in  Africa.”  Annals of Palliative  Medicine 12, mno. 5 (July 4, 2023): 1026-35.
https://doi.org/https://dx.doi.org/10.21.
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ChemoSafe policy and implementation, education of care staff, patients

The ChemoSafe framework was introduced by the American Cancer Society and a policy
document was adopted and piloted in six institutions in Abuja, Enugu, Ife, Lagos, Zaria and
Gombe. Currently, this policy is not fully implemented across the country. Infrastructure such
as PPE use is skewed towards pharmacists only and biosafety cabinet availability is limited to
piloted hospitals and large private facilities. Central drug constitution and distribution units
were limited. Few institutions have policies for drug toxicity or guidelines for documentation.
Local NGO and international organisational collaborations support patient education on
chemotherapy toxicity.'” Eighty percent of facilities surveyed signed consent prior to
chemotherapy administration.

Immunohistochemistry (IHC) and Molecular profiling for targeted systemic therapy

Few breast cancer patients are subjected to complete IHC testing (hormone receptor,
HER2/neu and Ki-67) which is a basic requirement to classify and direct the management of
breast cancer.'®® Even when available, Ki-67 testing is often omitted. The quality of tests is
not guaranteed in public institutions, so most oncologists prefer molecular profiling including
in-situ hybridization and next generation sequencing biomarker requests either sent out of the
country or performed in local private laboratories at exorbitant cost. Genetic testing is rarely
requested. In a recent publication, IHC performed locally is found to be discordant in 45-55%
tissues tested, casting doubt on the quality of sample collection and regulation.'®®

Multi-Disciplinary Tumour Boards (MDT)

From the facility self-assessment questionnaire results, 12 out of 21 documented any MDT
activity. Meetings were generally infrequent, unstructured, with unknown composition. The
most prevalent schedule was as needed or monthly, with only 2 facilities (National Hospital
Abuja and University of Benin Teaching Hospital) scheduling weekly meetings. Site-specific
meetings were uncommon with human resource constraints cited as a limitation. Breast
cancer MDTs were the most common. These findings were confirmed during the in-country
visits. Additionally, it was observed that hematology does not regularly conduct MDTs with
surgeons or other oncologists. Gynecology oncologists in some teaching hospitals conduct
weekly MDTs prior to intervention, infrequently engaging oncologists in decision making. In
several teaching hospitals, surgeons were default leaders of MDT teams. Joint leadership
roles should be encouraged to avoid power play. Other than in a few institutions, nurses and
pharmacists are often not included in MDT deliberations. Virtual MDTs seemed more realistic
and sustainable for some institutions, particularly for institutions partnering with external
collaborators. BVGH has instituted virtual training programs to improve the quality and uptake
of MDTs. Policies for constitution and institutionalization and of MDT is currently under way
with a directive put out by the FMoH&SW to safeguard cancer care and reduce waste.

197 Folorunso, S.A., Abiodun, O.0O., Abdus-Salam, A.A., and Wuraola, F.O. "Evaluation of Side Effects and
Compliance  to  Chemotherapy in  Breast Cancer  Patients at a  Nigerian  Tertiary
Hospital." Ecancermedicalscience 17~ (2023):  1537. https://doi.org/10.3332/ecancer.2023.1537.  PMID:
37138960; PMCID: PMC10151076.

198 Joseph, Adedayo O., Li, Ya-Huei, Salako, Omolola, Doi, Suhail, Balogun, Onyinye D., Awofeso, Opeyemi
M., Abdulkareem, Fatimah, and Onitilo, Adedayo A. "A Review of Breast Cancer Pathology Reports in
Nigeria." Ecancermedicalscience 15 (2021): 1190. https://doi.org/10.3332/ecancer.2021.1190.

199 Okonta, Kelechi E., Echieh, Peter C., Abubakar, Umar, Baiyewu, Lateef A., and Nzewi, Onyekwelu C.
"Management of Lung Cancer in Africa: Underdiagnosis and Poor Access to Treatment — A Close Look at Nigeria
and West African Sub-region." Journal of Thoracic Oncology 18, mno. 11 (2021): 1446-
1457. https://doi.org/10.1016/j.jth0.2021.07.023.
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Treatment guidelines

NCCN SSA (resource stratified) guidelines are the most adopted for cancer treatment; other
available local guidelines are site specific. Breast, prostate, cervix, and colon guidelines are
the most frequently requested. Oncologists compared to surgeons or generalists are more
likely to consult cancer guidelines and institute recommendations resulting in high quality care
delivery and outcomes.?®® Most institutions have adopted guidelines for patient follow-up
based on NCCN recommendations. Special considerations must be made based on patients'
individual circumstances (i.e., those who live far away, have indolent disease or need palliative
care). Counter arguments imply that the primary care centres are not poised to provide follow-
up to cancer patients.

Research activities

Most large private institutions and teaching hospitals engage in local or external systemic
therapy research activities despite reported high burnout and resource constraints. However,
high taxes levied on clinical trial drugs which are administered at no cost to patients is
considered a severe limitation to oncology clinical trials development.2°1202

Referral pathways and patient navigation

At the primary prevention level there is an intent to develop pathways for prompt referral and
follow up to other treatment services to ensure guideline-concordant care. An absence of
these patterns may have resulted in non-oncologists initiating cancer treatments without input
of oncologists.?%

Patient navigation programs are driven by institutions or sponsored by organisations such as
BVGH, local NGOs and Roche pharmaceuticals. This intervention has improved compliance
to chemotherapy and follow-up, according to interviews with national staff.

Summary of major findings and conclusions

Strengths
1. Well researched Ministry of Health leadership conversant with state-of-the-art cancer
drugs
2. Planned national expansion and commitment to provide subsidized quality oncology
drugs

3. A government establishment dedicated to cancer and improving drug access
Weakness

1. Drug access programs do not extend to private centres

2. Prolonged drug stock out periods

3. ChemoSafe policies are not fully implemented in public institutions

4. Informal training of surgical oncologists, oncology nurses and oncology pharmacists

200 Anya Romanoff et al. "National Healthcare Provider Assessment of Guideline Adherence and Multi-
disciplinary Breast Cancer Care in Nigeria: A Call for Action." JCO Global Oncology 10 (2024): 130-
131. https://doi.org/10.1200/GO-24-10600.

201 Babayemi O. Olakunde et al., “Optimizing Recruitment and Retention in Cancer Clinical Trials in Low-
Resource Settings: Barriers and Facilitators from Nigerian Provider’s Perspectives,” JCO Global Oncology, no.
11 (February 2025), https://doi.org/10.1200/go-24-00308.

202 Saleh Gimba et al., “Conducting Global Clinical Trial in Nigeria: Issues, Challenges and Prospects,” IOSR
Journal of Pharmacy (IOSRPHR) 17, no. 2 (May 2021): 20-28, https://doi.org/DOI:10.9790/3008-1602042028.
203 Justina Ucheojor Onwuka et al., “Delays in Presentation, Diagnosis, and Treatment among Patients with GI
Cancer in  Southwest  Nigeria,” JCO  Global  Oncology, no. 10 (October  2024),
https://doi.org/10.1200/g0.24.00060.
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5. Low uptake of guideline-concordant recommendations affecting quality of care
Opportunities

1. Large private sector engagement to improve resource base for drug funding
2. Cost effectiveness analysis of oncology drugs protocols to evaluate access programs
3. Engage regional medical graduate colleges to train core trainers for cancer workforce

Threats

1. High out of pocket drug costs resulting in high noncompliance rates and poor outcomes
2. High staff attrition rates

3. Paucity of robust cancer diagnostics translates to suboptimal utilization of medications
4. Spiraling cost of originator drugs may derail sustainability of drug access programs

Recommendations
Short term (6 to 12 months)

1. Reduce drug stockouts through data collection and analysis to reduce bottlenecks.
2. Fund relevant cancer diagnostic services to inform cancer drug appropriation.

3. Update EML with at least 80% of current WHO EML cancer therapy
recommendations.

4. Create a taskforce to enforce/audit ChemoSafe implementation in all cancer
institutions.

5. Implement, restructure, audit and enforce institutional MDTs with core team members
(clinical oncologist, surgeons, nursing, pharmacist, administrators, pathologist and
palliative care team).

Medium term (12 to 36 months)
1. Fund formal clinical training of medical oncology workforce in regional colleges.

2. Expand drug access to cover priority drugs for 5 prevalent cancers (breast, cervical,
prostate, colo-rectal and haematological) in all institutions.

3. Perform cost effective analysis of systemic therapy protocols to safeguard resources.

4. ldentify a government agency to undertake pharmacovigilance of cancer drugs.
Long term (36 months and above)

1. Recruit medical oncologists to institutions delivering systemic cancer therapies.

2. Introduce special retention packages for skilled medical oncology workforce.

3. Increase number of comprehensive cancer hospitals per state to improve access for
medical oncology services.

4. Strengthen implementation research on access, outcomes, and patient satisfaction.
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Relevant tools, guidelines and reference materials for medical management of cancer

1.

10.

11.

12.

WHO list of priority medical devices for cancer management
https://iris.who.int/bitstream/handle/10665/255262/...

Cancer Multidisciplinary Meeting Best Practice Standardisation Guidance.
https://www.wmcanceralliance.nhs.uk/images/MDM Best Practice Standardisation
Guidance Final v 1.0 May 2022.pdf

WHO model list of essential medicines 23 list
https://iris.who.int/bitstream/handle/10665/371090/WHO-MHP-HPS-EML-2023.02-

eng.pdf

Cost comparison and economic implications of commonly used originator and generic
chemotherapy drugs in India .Lopes, G. de L. Annals of Oncology, Volume 24, v13 —
v16 https://www.sciencedirect.com/science/article/pii/S0923753419315418

Nikolaus Christian Simon Mezger et al .NCCN guideline—concordant cancer care in
sub-Saharan Africa: a population-based multicountry study of 5 cancers, JNCI: Journal
of the National Cancer Institute, 2024;, djae221, https://doi.org/10.1093/inci/djae221
Policy strategies for capacity building and scale up of the workforce for comprehensive
cancer care: a systematic review https://doi.org/10.1016/j.esmoop.2024.102946

Development and Proof of Concept of an Audit Toolkit for the Safe Handling of
Cytotoxic Drugs in Low- and Middle-Income Countries. JCO Glob Oncol 7, 1480-
1489(2021). https://pubmed.ncbi.nim.nih.gov/34648387/

Oti NOO et al. Strengthening of oncology nursing education and training in Africa in
the year of the nurse and midwife: addressing the challenges to improve cancer control
in Africa. Ecancermedicalscience. 2021 Mar 23;15:12009. doi:
10.3332/ecancer.2021.1209. PMID: 33912234, PMCID: PMC8057781.
https://pmc.ncbi.nim.nih.gov/articles/PMC8057781/

Anya Romanoff et al.,.National Healthcare Provider Assessment of Guideline
Adherence and Multi-disciplinary Breast Cancer Care in Nigeria: A Call for Action. JCO
Glob Oncol 10, 130-131(2024). https://ascopubs.org/doi/10.1200/G0O-24-10600

Quality indicators for evaluating cancer care in low-income and middle-income country
settings: a multinational modified Delphi study. McLeod, Megan et al. The Lancet
Oncology, Volume 25, Issue 2, e63 — e72 https://pubmed.ncbi.nim.nih.qov/38301704/

Deirdre O’Mahony et al.,. Impact of Medical Oncology—Focused Quality Programs on
Cancer Care Around the World. Am Soc Clin Oncol Educ Book 44, e432102(2024).
https://ascopubs.org/doi/10.1200/EDBK 432102

Guidance on Setting Up a Comprehensive Cancer Centre . Edited by May Abdel
Wahab et al. https://www-pub.iaea.org/MTCD/Publications/PDF/PUB2070 web.pdf
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2.8.2. Surgical Oncology

Overall situation

To get a better understanding of the status of surgical oncology practices in Nigeria, and to
assist the Nigerian government and its developmental partners on the way forward, an
analysis of the status of surgical oncology facilities was undertaken through interviews with
stakeholders, literature review of available documentation and facility visits during the in-
country mission.

A recent estimate according to the imPACT questionnaire in 2024 in 20 hospitals within the
36 federal states gave the following statistics. 4032 patients with solid tumors, both adults and
pediatrics cases, are received each year. Amongst the 4032 cases received, 2381 cases
undergo surgeries with curative intent and 650 cases with palliative intent. These 20 hospitals
have a total of 71 theaters where the various surgeries are being performed. The number of
different surgeons who treat cancer patients and their specialties are: 31 Urology surgeons,
35 Ophthalmic surgeons,39 Thoracic surgeons, 40 Breast surgeons, 56 Gynaecology
surgeons, 33 Soft tissue and Bone tissue surgeons,40 Gastrointestinal tract surgeons, 25
Head and neck surgeons, 16 Neurosurgeons. The outcome of surgical treatment for cancer
surgery in terms of mortality and complications are 538 and 212 case,s respectively.

The most frequent cancer-related surgeries among male and female cancer are prostate and
breast with 1054 and 1851 cases per year respectively. The second most frequent cancer in
both males and females is colon and cervical cancer with 500 and 1280 cases per year
respectively.

The Minister of State, Federal Ministry of Health and Social Welfare, has announced the
Federal Government's plan to strengthen six new cancer centres within three years at Ahmadu
Bello University Teaching Hospital Zaria; University of Nigeria Teaching Hospital Enugu;
Lagos University Teaching Hospital Lagos; Federal Teaching Hospital Katsina; Jos University
Teaching Hospital; and University of Benin Teaching Hospital.

Available infrastructure and equipment

Surgical oncology is not practiced in isolation since its results depends on other specialties
such as medical oncology, radiation oncology, imaging, pathology and palliative care. The
absence of sufficient LINACs and IHC have been noted and affect patient access to
comprehensive cancer care across the continuum, of which surgery is an integral component.

According to data reported from hospitals as part of the desk review, there were 71 operating
theaters reported among 16 hospitals (average: 4.4) with a range between 1 to 10. No robotic
surgery was reportedly available in the country. Out of the 16 departments, 10 have
laparoscopic machines which is enough to cover the 16 departments, but not sufficient for the
country. Operating rooms are dedicated for elective surgeries in some health institutions, but
generally not dedicated to cancer cases.

Number of Procedures Performed

Data obtained from the desk review revealed a total of 3,782 adult and paediatric surgeries
being performed annually out of which 2,101 are for curative intent. The number of procedures
performed was 4032 in total, with a range of 15 to 2000 cases, giving an average 252
(excluded from this estimate, are breast and gynecological cases with only 4 procedures per
year mentioned above). The largest surgical caseload is at the Lagos University Teaching
Hospital with 2,000 procedures, followed by University of Nigeria Teaching Hospital with 600.
A significant number of surgical procedures appear to be concentrated in a very limited
number of hospitals. The curative intent of these surgical procedures performed is 75% at
Lagos University Teaching Hospital, and an average of 59% across the other hospitals.
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Waiting Times

In Nigeria, there is no dedicated service theatre time and space for elective surgical oncology
cases. Most surgical oncology cases share space with the emergency unit. This leads to
frequent cancelation of elective surgical cases, resulting in risk of disease progression and
health deterioration. A descriptive retrospective study of 270 patients to understand time to
diagnosis for prostate cancer was carried out at the Lagos State University Teaching Hospital
Ikeja Nigeria in 2021.2% The study concluded that the average wait time from referral to
treatment was 103 days. The average wait time from biopsy to histology results was
significantly shorter in private laboratories than public ones. This significant delay has a
negative impact on cancer prognosis.

Regional Disparities

Disparities in access to surgical oncology can be seen between the health levels. In Nigeria
like in most African countries, most specialists are found at the tertiary health level. Since
tertiary facilities are usually located in urban areas, patients in rural areas have less access.
This disparity is more pronounced in surgical oncology since Nigeria has limited surgical
oncologists. This can be seen at tertiary level hospitals where not all hospitals have surgical
oncologists.

Quality Management

All surgical practice on oncology patients should be done in the context of MDTs to ensure
quality. In 2017 a cross-sectional survey of maxillofacial surgeons in Nigeria was conducted
to understand the scope and determinants of surgical cancer care in the country. According
to the results, all surgeons performed surgery on cancer patients, but 36 (67.9%) of the
surgeons managed cancer patients without a multidisciplinary care team, which led to poor
results.?® All surgeons are involved in cancer treatment due to the shortage of human
resources, leading to gaps in quality. Few surgeons are exposed to minimally invasive surgery.

Nigeria lacks health care personnel at primary levels with basic knowledge of cancer, which
has a negative impact on the referral system. One of the major challenges is the lack of details
on the report form sent to the pathologist, which impacts the quality of diagnosis. Most cancer
patients are seen at advanced stages or are diagnosed late.

Human resources

The proportion of surgical oncologists serving the most populated country in Africa is
insufficient and is further threatened by numerous forces. In Nigeria like in the whole of Africa,
there is a lack of data on the real distribution of medical personnel. A recent estimate indicates
that Nigeria has about 70 clinical oncologists, with surgical oncologists providing care for
124,815 patients with cancer and its 213 million total population. This deficit may worsen as
about 90% of Nigerian physicians report looking to leave the country.2%

There are numerous educational barriers that hinder the delivery of adequate surgical cancer
care, including minimal exposure to oncology training for medical students. A 2021 study
revealed that over half (55.7%) of Nigerian physicians were reported to have zero to very

204 Omisanjo OA, Ogunremi OO, Akinola OO, Adebayo OO, Ojewuyi O, Omorinde MO, Abolarinwa AA,
Ikuerowo SO, Balogun FA. Waiting Times for Prostate Cancer Diagnosis in a Nigerian Population. J Cancer
Epidemiol. 2021 Aug 16;2021:5534683. doi: 10.1155/2021/5534683. PMID: 34447434; PMCID: PMC8384527.
205 V1. Akinmoladun 2017. Scope and determinants of practice of surgical oncology among maxillofacial
surgeons in Nigeria. African Journal of Medicine and Medical Sciences. Vol. 46 No. 3 (2017): September, 2017
206 Runcie C.W. Chidebe et al., Brain Drain in Cancer Care: The Shrinking Clinical Oncology Workforce in
Nigeria. JCO Glob Oncol 9, €2300257(2023). DOI:10.1200/G0.23.00257
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minimal oncology exposure during their preclinical classes.?’” 38.6% reported oncology as a
distinct clinical rotation in their medical schools and only 44.3% spent time in at least one
oncology unit during clinical rotations, with the average duration spent in the oncology unit
being 3-4 weeks. This lack of exposure to oncology may contribute to a low desire among
medical students to specialize in oncology.

The highest number of surgeons is observed in the University of Nigeria Teaching Hospital,
with a total of 335 surgeons with specific areas of practice. However, the training of surgeons
in many hospitals is done on-the-job. Professionals with experience from abroad can mainly
be found in hospitals with higher number of beds and university teaching centres. Continuous
training programs are implemented in some hospitals.

There is no subspecialty training for surgical oncology as a specialty in Nigeria, nor training
for highly complex surgical oncology procedures. NICRAT and FMoH&SW have announced
a project on capacity-building for surgical oncology, which has not yet begun implementation.

The presence of NGOs and CSOs in the cancer care continuum cannot be neglected, as they
play vital roles in surgery as a whole and surgical oncology specifically, by donating
infrastructures like equipped theaters for surgical procedures and onsite training of some staff
on some surgical procedures during their missions. Some of these NGOs also offer grants for
fellowship programs that help in training of personnel. Even with the involvement of NGOs and
CSOs in the cancer care continuum, there is still a lot of work to be done to improve on surgical
oncology in Nigeria. Examples of some these organizations are:

e College of Surgeons of East, Central, and Southern Africa: they provide surgical
fellowships and preceptorships and a regional network for research

e Global Surgery Foundation: they support surgical training and education; policy initiatives;
research; and infrastructure and equipment through the Surgical Fund

e Society of Surgical Oncology global curriculum: they support fellowships, continuous
professional training and research for members

Recommendations:
Short term (6 to 12 months)

1. Develop guidelines for the treatment of cancer patients

2. Designate a surgeon to the National Cancer Control Committee/TWG to ensure surgical
oncology is prioritized as part of comprehensive cancer control

3. Seek funds for infrastructure and equipment (e.g., dedicated theaters for surgical
oncology cases, basic theater materials and laparoscopic technology)

4. Institutionalize funded, tumor boards in the whole country

Medium term (12 to 36 months)

1. Build dedicated theatres for surgical oncology in all tertiary hospitals

207 Joseph AO, Balogun OD, Akinsete AM, Awofeso OM, Bashir AM, Salako O, Onitilo AA. Oncology Education
in the Nigerian Medical Curriculum: A Cross-Sectional Review. Niger Med J. 2022 Apr 26;62(3):127-132. PMID:
38505192; PMCID: PMC10937060.
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2. Collaborate with NGOs, civil societies for strengthened surgical oncology care (e.g.
trainings, fellowships)

3. Develop competitive incentives, foster a supportive work environment, and provide robust
career advancement opportunities to retain oncology professionals and mitigate
workforce migration?®

Long term (36 months and above)

1. Invest in oncology workforce development: Fund the training of surgeons, oncologists,
and pathologists, and provide international exposure to advanced cancer treatment and
research centres

2. Update the institute of cancer to a comprehensive cancer centre with access to
minimally invasive surgery

3. Establish state cancer centres under the supervision of NICRAT

4. Increase exposure of pathologists and surgeons to advanced cancer centres.

2.8.3. Radiation Oncology

Nigeria has a total population of 223 million with approximately 124,000 new cancer cases a
year. Estimating that over 50-60% of cancer patients will need radiation during their cancer
treatment, per IAEA recommendation, over 120 radiation machines are needed to adequately
treat all cancer patients. Since over 70% of patients in Nigeria present with advanced disease,
this need for radiation is likely even higher than 60% of all cancer patients.

Currently only 13 functional radiation machines exist in the country. As noted in the map below
(Figure 9), 13 states have a cancer facility and 8 of them offer radiation therapy. Often patients
must travel long distances away from homes to access treatment.

208 Olatunji Gbolahan, Aderinto Nicholas, Kokori Emmanuel, Abraham, Israel Charles. “Nigeria's new policy:
solution for the health-care workforce crisis?” The Lancet, Volume 404, Issue 10460 (2024), 1303 — 1304. doi:
10.1016/S0140-6736(24)01766-5
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Figure 6: Approximate distribution of radiation machines across Nigeria?°®

In addition to a limited number of machines, a major challenge is the financing of cancer
treatment including radiation therapy. Currently, patients with breast, cervix or prostate
cancers receive 1 million Niara (800 USD) for management of cancer at six specific centres
across the 6 geo-political zones. The cost of radiation alone varies from 300-600,000 Naira
(300-400 USD) in the 6 public centres, leaving approximately 400-600,000 Naira (400-500
USD) for all the other costs including chemotherapy and supportive drugs. This does not
include the loss of income from not working during treatment, as well as the additional cost of
housing and food while being away from home during treatment. Cost of treatment is not only
a major hurdle for accessing care but also contributes to delayed presentation, which results
in most patients presenting with advanced stages, and eligible for palliative treatment only.

For the population of 223 million there are 74 clinical oncologists, who are trained in delivering
both chemotherapy and radiation. A minimum of at least four radiation oncologists are needed
per 1,000 cancer cases per IAEA recommendations. Hence, for Nigeria, at a minimum, 250
radiation oncologists are needed in the country. While there are 6 training programs in the
country, a major issue is retention of staff. Similar challenges exist for other medical staff
needed for quality radiation delivery (medical physicists, radiation therapists and oncology
nurses).

While most of the centres are public, a model of public-private partnerships (PPP) is emerging
in a few of the centres around the country (Sokoto, Lagos, Enugu, and Ebonyi). These PPP
have resulted in clinics that are relatively well run with functional machines, processes for
quality planning, maintenance and patient flow.

Available infrastructure and equipment:

Equipment

Currently 13 functional external beam machines are available in the country, distributed across
centres in 8 states (4 in Lagos, 1 Enugu, 1 Ebonyi, 1 Cross River, 2 Borno, 1 Abuja, 2 Kano,
1 Sokoto). There are 2 functional Cobalt machines (1 in Lagos and 1 in Imo). There are 7
brachytherapy afterloaders across the country (2 in Lagos, 1 in Gombe, 1 in Oyo- only for

209 Nwamaka Lasebikan, Mapping Radiotherapy Facilities in Nigeria: Addressing Gaps in Cancer Care
Infrastructure (unpublished report, NICRAT).
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prostate, 1 in Borno, 1 in Abuja and 1 in Enugu). In summary, while 16 states have a cancer
centre, only 8 states have any radiation therapy. Two centres (Ilbadan and Zaria) previously
had radiotherapy but currently don’t have any functional radiation. This is mainly due to lack
of adequate maintenance contracts resulting in breakdown that is not addressed in a timely
fashion.

Of the centres with radiation currently mentioned above, most of them have a CT simulator.
Most of the machines are about 5 years old. Most patients are getting treated with 3D, and
some with IMRT and VMAT (particularly in centres with existing PPP models). Only 1 centre
in the country (in Lagos) has the equipment necessary for paediatric radiation oncology.2'® Of
the centres visited, stable electricity was a major challenge. PPP centres were running on a
generator, but public centres had issues with access to reliable electricity. Overall, over 120
machines are needed to adequately treat all the expected patients.

Maintenance contracts

Appropriate and sustainable maintenance contracts for machines are a challenge, resulting in
high machine downtime in operational centres (such as Ibadan and Sokoto prior to the PPP).
PPPs have circumvented this issue resulting in less than 5% downtime.

Public Private Partnerships

Current PPPs exist with two private entities: 1) OncoClinics in Enugu, Sokoto, and Ebonyi.
Likely another centre will be added soon; 2) MedServe (a subsidiary of National Sovereign
Investment Authority) in Lagos at NSIA/Luth Cancer Centre (NLCC).

The basic framework of the PPPs involves the government providing the space/land or
building if already existing, along with the human resources that already existed in the centre.
The private entity provides the rest: the machine, operational support and additional staff as
needed. Government and the private partners in the PPP agree on a profit-sharing model
based on their investment. The private partner has an incentive model in place for physicians
to encourage them to see and treat more patients and to compensate them for their efforts.
There are clear operational processes in place to reduce delays as much as possible and
there are appropriate servicing contracts in place to ensure maximum machine uptime. All the
centres that currently have PPPs are operating well. While some additional support is needed
for quality improvement, the basic care delivery model is solid and functional.

Coverage of services

As noted in Figure 9 (above), there are limited machines across the country. Patients must
travel long distances to access treatment. In additional to limited access due to distances, the
cost of treatment (approximately 1 million Naira or 800 USD in public and 1.5 million Naira or
1200 USD in private) is a major challenge for patients to access care. Furthermore, the cost
of housing and food in a new city is a major challenge. Typically, 60-70 patients are reported
to be treated per machine every day. Workflows vary across the centres with some centres
with more optimized workflows including peer review and fractionation schemes using
hypofractionation (NLCC) and others with functional treatment, but no clear optimization
processes (Sokoto). While the workflows and fractionation schemes vary across PPP centres,
they all have functional radiation therapy and at the very least treating patients with a basic
level of safety. Currently, in the PPP facilities, patients can start treatment within a month
(usually 3 weeks) of being seen if they have all the funding to pay for treatment. In the non-

210 Adedayo Joseph , Adeseye M Akinsete , Nwamaka N Lasebikan , Samuel Adeneye, et al. "The Landscape of
Paediatric Radiation Oncology in Nigeria." JCO Global Oncology 10 (2024):
€2300219. https://doi.org/10.1200/G0O.23.00219.

116



PPP centres, there is significant machine downtime resulting in delays in getting patients
started on treatment.

Quality management
Radiation Quality and planning processes

Currently there are no clear systems for quality monitoring including planning peer reviews or
chart rounds at any of the centres including in the PPP centres visited. A system for peer plan
reviews (such as weekly chart rounds) needs to be implemented.

Guidelines and MDTs

There are no consistent MDTs in the centres to discuss plans for patients to have an evidence-
based treatment plan for all patients. Some of centres have occasional meetings for some of
the cancer sites to discuss complicated patients. However, no system currently exists to
discuss all patients being treated and develop an evidence-based coordinated plan for them
with all the members of the treating team. Similarly, there are no departmental SOPs or
protocols for treatment dosing, dose prescription or plan review. Most patients are treated at
the discretion of the physician who initially consulted on the patient.

Patient workflow

Patients are referred after biopsy to radiation oncology. Often there is coordination needed
between chemotherapy and radiation, which becomes complicated without an MDT.

Research and innovation

Currently there is no provision for systematic data collection on patients being treated on
presentation, treatment delivered or outcomes. This data collection would allow
documentation of treatment quality and outcomes and would guide interventions needed to
improve treatment.

Human resources
Clinical Oncologists/Radiation Oncologists:

There are a total of 74 practicing clinical oncologists who are also trained in radiation therapy.
There are 6 training programs across the country with 70 registrars (junior and senior) in
training. Training programs are well run by the national college. However, training is limited
since some of the centres where the trainees are being trained lack functional radiation
therapy (for example, Ibadan). In the last few years, Nigeria has lost over 25% of its oncology
specialists to brain drain (per discussions with the NICRAT team). Medical staff retention,
including oncologists, is a major challenge. PPP centres have overall more opportunities for
oncologists to attend conferences and continued medical education through the private
partnership. There is a national professional society for oncologists that meets annually. Also,
there is a major gap in expertise in paediatric radiation oncology. One of the consultants at
NSIA LUTH has had training in paediatric radiation oncology

Medical physicists and RTTs:

There are about 62 trained medical physicists working in the country while 150 are needed.
Brain drain is a major challenge in medical physics as well. There are several medical physics
master's programs, however, there are no clinical training programs. There are limited
opportunities for physicists for continued professional development. There are not training
programs for RTTs in the country.
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Radiotherapy Analysis for Infrastructure, Equipment and Workforce

Table 13 shows the minimum human resource requirements in the short-term and long-term
and the human resource and equipment requirements in the medium and long term.

Table 12: Radiotherapy-related needs in the short and long term

Radiotherapy-related human resource needs

Estimated 50% Total Shortfall Radiation Medical RT Repair and
Annual New Need RT  Number of in RT Oncologists Physicists Technicians @ Maintenanc
Cancer Cases RT Units units a b c e Staffd
(2022 & 2030) Needed
2022: 128,000 64000 120 >100 Need 250; Need 150; Unknown For 120
(Currently (Currently how many units, need
74) 62) total, but 60
major need  maintenance
for human staff.
capital
training to
plan for
expansion of
LINACs
2030: 166,000 83000 160 >150 Need 330 Need 200 For 160
units, need
80
maintenance
staff

a 250 patients/year per radiation oncologist is advised.

b 400 patients/year per medical physicist is advised.

¢ 2 RT technicians for each RT unit.

d 1 staff member for two RT units.

¢ 500 patients/unit/year.

Source: GLOBOCAN 2022: Estimated Cancer Incidence, Mortality and Prevalence Worldwide.

In addition, the following human resources would be required in the short term [as appropriate]:

Simulators Brachytherapy = Mould room Nurses
2RT 2RT 1 technician per One oncology
technicians per technicians per 600 patients nurse per 300
500 patients unit treated annually patients treated

treated annually annually

These requirements may need further review and refinement in the coming years based on:

e The availability of new or updated and reliable information on the cancer burden;
Changes of awareness, accessibility and affordability of cancer care for patients;

e Changes in the case mix (curative versus palliative), and updates regarding the main
cancer sites and treatment techniques employed;

Changes in the number of cancer patients requiring irradiation; and
e The potential decentralization of cancer services (establishment of new cancer centres).
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The planning of radiotherapy services should be aligned with and integrated, as appropriate,
into a comprehensive NCCP and following relevant IAEA guidelines.?'!-212

Summary of major findings and conclusions
Strengths:

o Committed teams in the cancer centres, NICRAT and the FMoH&SW

e Over 70 oncologists in the country, who are guiding the training of 70 registrars in 6
training programs

e Successful model of PPP for radiation therapy that needs to be explored further

e Gap in terms of number of machines needed to treat patients adequately
Financing of care is a major challenge to access

o Retention strategies for all medical staff (oncologists, medial physicists, RTTs and
nurses)

o Limited radiation quality programs implemented in the centres

e Limited MDTs for care coordination

Next steps:

o Strengthen the existing centres before developing new cancer centres
o Expand the number of machines sustainably along with trained staff
¢ Explore and develop a sustainable financing model for patients needing radiation

¢ Develop strategies for staff retention
e Leverage technology to close gaps in term of quality planning and patient navigation
¢ Implement harmonized quality management systems

Recommendations

Short term (6 to 12 months)

1. Invest in new equipment in existing cancer centres that have all the staff and
infrastructure but no RT machines

2. Develop a quality management system in all centres including guidelines, SOPs,
peer review and MDTs

3. Strengthen existing centres before setting up new centres, to be able to treat
patients at full capacity integrating adequate quality management systems

Medium term (12 to 36 months)
1. Explore sustainable financing models for radiation oncology services

2. Develop MP clinical training program and RTT training programs

2! International Atomic Energy Agency. Setting Up a Radiotherapy Programme: Clinical, Medical Physics,
Radiation Protection and Safety Aspects. Vienna: TAEA, 2008. http://www-
pub.iaea.org/MTCD/publications/PDF/pub1296 web.pdf.

212 International Atomic Energy Agency. Planning National Radiotherapy Services: A Practical Tool. Vienna:
TIAEA, 2011. http://www-pub.iaea.org/books/iacabooks/8419/Planning-National-Radiotherapy-Services-A-
Practical-Tool.
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3. Develop strategies for staff retention potentially through development of functional
centres resulting in job satisfaction and opportunities for academic development

4. Implement systematic data collection for treatment and outcomes (see references
below)

Long term (36 months and above)
1. Implement sustainable financing for radiation oncology services

2. Expand cancer centres in other states with full coordination of private partners,
state govts, national govts and NICRAT

3. Implement staff retention strategies

Relevant tools, guidelines and reference materials on cancer treatment

1. Cancer. Disease Control Priorities, third edition, volume 3. (World Bank) http://dcp-
3.org/cancer

2. WHO list of priority medical devices for cancer management
https://www.who.int/publications/i/item/9789241565462

3. Safe Handling of Hazardous Chemotherapy Drugs in Limited-Resource Settings, 2014
https://www.paho.org/en/documents/safe-handling-hazardous-chemotherapy-drugs-
limited-resource-settings

4. |AEA Radiotherapy Facilities: Master Planning and Concept Design Considerations
(2014)
http://www-pub.iaea.org/MTCD/Publications/PDF/Pub1645web-46536742.pdf

5. 1AEA Planning National Radiotherapy Services: A Practical Tool (2010)
http://www-pub.iaea.org/MTCD/publications/PDF/Pub1462 web.pdf

6. IAEA Setting up a Radiotherapy Programme: Clinical, Medical Physics, Radiation
Protection and Safety Aspects (2008)
http://www-pub.iaea.org/MTCD/Publications/PDF/pub1296 web.pdf

7. |AEA Radiotherapy Cost Estimator (RTE)
http://www-pub.iaea.org/MTCD/publications/PDF/pub1296 web.pdf

8. IAEA Report on management of cervical cancer: strategies for limited-resource centres
http://www-pub.iaea.org/MTCD/Publications/PDF/Pub1556 web.pdf

9. WHO Essential Medicine List (2019 update)
https://www.who.int/news-room/detail/09-07-2019-who-updates-global-guidance-on-
medicines-and-diagnostic-tests-to-address-health-challenges-prioritize-highly-effective-
therapeutics-and-improve-affordable-access

10. NCCN Clinical Practice Guidelines in Oncology
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https://humanhealth.iaea.org/HHW/DBStatistics/IMAGINE.html
https://humanhealth.iaea.org/HHW/DBStatistics/IMAGINE.html
http://www.nccn.org/professionals/default.aspx
https://www.who.int/publications/i/item/who-position-paper-on-mammography-screening
https://www.who.int/publications/i/item/who-position-paper-on-mammography-screening
http://www-pub.iaea.org/MTCD/Publications/PDF/Pub1645web-46536742.pdf
https://www.who.int/publications/i/item/9789241565462
https://www-pub.iaea.org/MTCD/Publications/PDF/Pub1457_web.pdf
https://www.iaea.org/sites/default/files/19/10/milestones-document-2019.pdf
http://apps.who.int/iris/bitstream/10665/144785/1/9789241548953_eng.pdf
https://www.who.int/news-room/detail/09-07-2019-who-updates-global-guidance-on-medicines-and-diagnostic-tests-to-address-health-challenges-prioritize-highly-effective-therapeutics-and-improve-affordable-access
https://www.who.int/news-room/detail/09-07-2019-who-updates-global-guidance-on-medicines-and-diagnostic-tests-to-address-health-challenges-prioritize-highly-effective-therapeutics-and-improve-affordable-access
https://www.who.int/news-room/detail/09-07-2019-who-updates-global-guidance-on-medicines-and-diagnostic-tests-to-address-health-challenges-prioritize-highly-effective-therapeutics-and-improve-affordable-access
http://dcp-3.org/cancer

http://www.nccn.org/framework/default.aspx

11. Setting up an MDT and database
https://pubmed.ncbi.nlm.nih.gov/29094103/

12. Clinical workflow optimization: Hypofractionation and other technologies
https://pubmed.ncbi.nim.nih.gov/39362232/
https://pubmed.ncbi.nim.nih.gov/38339290/
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http://www.nccn.org/framework/default.aspx
https://pubmed.ncbi.nlm.nih.gov/29094103/
https://pubmed.ncbi.nlm.nih.gov/39362232/
https://pubmed.ncbi.nlm.nih.gov/38339290/

2.9 PAEDIATRIC ONCOLOGY

Coverage, accessibility, and financial affordability of services
Coverage

Data to identify the facilities providing paediatric oncology (PO) services in Nigeria is not
readily available. According to local experts, there are 38 institutions offering some formal PO
services, among them 35 have been identified through cross-referencing literature, interviews,
and imPACT questionnaire results. These facilities have been categorized into three groups
based on whether they have dedicated wards for paediatric oncology (4 centres) or general
paediatric wards, and according to their activity volume in terms of patient numbers (see
Figure 10). It appears that only four wards are dedicated to paediatric oncology, of which three
are in the southwestern region.

The identified centres span both tertiary (e.g., Ibadan, Lagos, Kaduna, Sokoto, Gombe, Abuja,
Oyo) and secondary (e.g., Ebony, Ekiti, Benue, Kogi, Zamfara, Katsina) levels of care. This
distribution highlights internal disparities and amplifies the variability in the quality of care
provided across these levels.?"3

The number of paediatric oncology services should be aligned with the expected patient load
in the country, with a minimum patient threshold necessary to develop expertise (50 to 100
patients per year).?'* Local expert interviews suggest that the expected number of paediatric
oncology cases in Nigeria is around 8,600 new cases annually, considering the paediatric
population of the country. However, it is challenging to ascertain the actual number of patients
admitted to healthcare facilities, which is estimated to be around 2,000 nationwide. The
absence of hospitals or population-based registries for childhood cancers in much of the
country hampers accurate data clarification. Currently, the only registry for childhood cancer
is at Lagos University Teaching Hospital (LUTH), supported by NICRAT, with plans for 13
additional institutions to join.

In North-East Nigeria, cancer incidence rates among children aged 0-19 years from 2019 to
2022 are estimated at 20.9 per million, with rates of 18.8 per million for those aged 0-14 years.
The age-standardized rates (ASR) for these groups are 7.21 and 4.90 per million, respectively.
These figures are significantly lower than the overall ASR estimates for sub-Saharan Africa,
which range from 50 to 150 per million. This discrepancy may indicate underreporting or
limited access to healthcare services for paediatric oncology in the region, highlighting the
need for improved cancer data collection and healthcare infrastructure.?'®

Waiting Times: Patients experience significant delays in accessing treatment, particularly
radiotherapy and specialized surgeries. These delays are exacerbated by the absence of
health coverage, the limited number of equipped centres and trained specialists. The average
waiting time from suspected diagnosis to the initiation of treatment is estimated to be 2 months.

Regional Disparities: tertiary facilities are generally better equipped, leading to significant
disparities in care. Secondary and primary care facilities face more acute shortages of both
equipment and trained personnel, further widening the gap in service provision.

213 Adeseye Michael Akinsete, Babatunde Adeniran Odugbemi, Gbemisola Eniola Ogundowole, Uchechukwu
Udochukwu Anene-Nzelu, Edamisan Temiye, and Adebola Akinsulie. "Paediatric Oncology in Nigeria: A
Panoramic View." JCO Global Oncology 5 (2019): 1-7. https://doi.org/10.1200/JGO.18.00231.

214 American Cancer Society. "Cancer Care Team." Accessed February 2025.
https://www.cancer.org/cancer/survivorship/children-with-cancer/finding-treatment/cancer-care-team.html.

215 Dauda Eneyamire Suleiman, Adamu Saidu Adamu, Uchenna Simon Ezenkwa, et al. "Incidence of Childhood
Cancers in the North East Geopolitical Zone of Nigeria." Frontiers in Oncology 14 (2024):
1379968. https://doi.org/10.3389/fonc.2024.1379968.
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Figure 7: Geographical distribution of the 35 identified facilities (sourced from a
synthesis of the available literature and interviews during the mission)

Accessibility

Access to specialized cancer care, particularly early diagnosis and treatment, is inconsistently
distributed, with most facilities located in the southern and northwestern regions of Nigeria (as
shown in Figure 10). Rural areas face significant barriers, leading to delayed presentations

and a higher incidence of late-stage diagnoses.

A study in Lagos revealed that 95% of patients presented at late stages, largely due to the
high prevalence of infectious diseases.?'® The average time to diagnose Acute Lymphoblastic
Leukemia (ALL) was 50 weeks, with many children initially misdiagnosed with malaria or

typhoid fever. Similarly, osteosarcoma was often mistaken for
disease. Factors such as socioeconomic status, urban or rural r

osteomyelitis or sickle cell
esidence, initial symptoms,

and the type of healthcare facility impacted the time from symptom onset to diagnosis, with

216 Adedayo Joseph, Adeseye Michael Akinsete, Bolanle C. Adegboyega, et al.
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(2021): 82-87. https://doi.org/10.4314/njp.v48i2.4.
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longer delays in primary health centres and private hospitals. Only 15% of patients were from
rural areas, and they experienced longer delays in care.?'”

Financial affordability

Access to cancer care remains a significant challenge for many families due to its high costs.
Although chemotherapy is available, the financial burden often leads to treatment
abandonment and discharge against medical advice (DAMA). For instance, in Lagos, the cost
per new diagnosis is approximately $13,876.2'® In Ibadan, annual operating costs reach
$229,000, with personnel expenses constituting the largest share at 57% of total expenditure.
The cost per new diagnosis in Ibadan is about $4,240, compounded by weak health coverage
that results in 95% of expenses being paid out of pocket for diagnosis, testing, and
treatment.2'®

The notable difference in costs between Lagos and Ibadan can be attributed to the complexity
of the care provided. Lagos's healthcare infrastructure may support more advanced diagnostic
and treatment options, leading to higher overall expenses. Palliative care services, though
essential, are not uniformly accessible across the country, with limited availability in rural
areas.

Infrastructure in the public and private sectors (urban and rural settings)

Public Sector: The public healthcare infrastructure is underdeveloped, with only 3 dedicated
paediatric oncology wards across the country. Access to diagnostic tools, such as flow
cytometry, imaging (MRI), and pathology services is limited, further hindering early diagnosis
and comprehensive treatment. Radiation therapy facilities for children with cancer are limited,
with only four centres equipped to provide treatment (two in Lagos, one in Maiduguri, and one
in Ibadan).

Private Sector: Private facilities offer some advanced diagnostic and treatment options but are
often unaffordable for most of the population. Public-private partnerships (PPP) have been
notably well-developed in Lagos, setting the city apart as a leading example of collaborative
efforts to enhance paediatric oncology services in Nigeria.

Urban vs. Rural Settings: In the study conducted in Lagos, only 14% of patients admitted to
specialized oncology centres came from rural areas.' This low representation is likely due to
several barriers, including a lack of disease awareness, limited access to diagnostic facilities,
the absence of established referral pathways, geographical distance, and financial constraints.
These factors severely restrict timely diagnosis and access to treatment, probably contributing
to the high percentage of undiagnosed cases—estimated at approximately 80%. The rural
population faces significant challenges in reaching specialized care, which delays diagnosis
and increases mortality rates.

Human resources, education, and training

Paediatric Oncologists: In Nigeria, according to local experts there are 62 identified paediatric
oncologists, but only 8 have received specialized training in oncology. The remaining
oncologists gain their skills through on-the-job training, with many having over 11 years of

217 Adedayo Joseph, Adeseye Michael Akinsete, Bolanle C. Adegboyega, et al. "Delayed Referral and
Treatment of Paediatric Cancer in Nigeria: Time to Stop Blaming the Victim." Nigerian Journal of

Paediatrics 48, no. 2 (2021): 82-87. https://doi.org/10.4314/njp.v48i2.4.

218 Adedayo O. Joseph, Adeseye M. Akinsete, Opeyemi M. Awofeso, Onyinye D. Balogun, Kanyinsola A.
Oyeyinka, and Adedayo A. Onitilo. "Direct Cost of Treating Childhood Cancer in Lagos, Nigeria: A Tale of
Financial Inaccessibility to Care." Journal of Clinical Sciences 18 (2021): 179-
185. https://doi.org/10.4103/jcls.jcls_87 20.
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experience. To date, there is no formal training for paediatric oncologists in Nigeria. In many
paediatric centres, general paediatricians are responsible for treating children with cancer. On
average, there are only 2 paediatric oncologists per facility, which is insufficient, especially
considering the expected increase in diagnosed cases. This situation underscores the urgent
need for enhanced training and resource allocation to improve paediatric oncology care in
Nigeria.

Nurses and Allied Health Professionals: Oncology nursing is not recognised as a standalone
specialty in any accredited Nigerian tertiary institution. As a result, many hospitals depend on
non-specialist oncology nurses who receive on-the-job training. While nurses and midwives
comprise 32% of Nigeria's healthcare workforce, registered nurses (RNs) often care for cancer
patients without formal oncology training. Research indicates that 89% of nurses in a Nigerian
teaching hospital lack this training, leading to significant knowledge gaps and concerns about
the quality of care.??9??' Furthermore, during on-site visits, it was observed that nurses
frequently rotate between paediatric oncology units and other facilities such as general
paediatrics, which limits the development of specialized expertise and increases the risk of
unsafe practices.

Paediatric radiation oncology: Nigeria has 74 clinical and radiation oncologists and 14
operational linear accelerators (LINACs) across 12 states. However, there is a critical shortage
of specialized paediatric radiation therapy (RT) resources and training. Only one centre in
Lagos has paediatric-size equipment, and none of the 4 radiation oncologists are trained in
paediatric oncology. Additionally, no formal training exists for allied health professionals in this
specialty.??

Training and Capacity Building: While there are formal training opportunities in international
institutions (such as Uganda Cancer Institute, Israel, and Tata Memorial Hospital), in-country
training remains inadequate. Initiatives like PedRoc provide online training for radiation
therapists,??® but broader efforts to expand local education and training for healthcare
professionals are needed to improve overall care quality.

The data highlights an urgent need for systemic changes in paediatric oncology in Nigeria.
The combination of insufficient specialized training for both oncologists and nurses, alongside
a shortage of paediatric resources, presents an important barrier to effective cancer care for
children. The reliance on on-the-job training without formal education contributes to
suboptimal care, increasing the risk of medication errors and poor treatment outcomes.

Additionally, the low number of paediatric oncologists per facility presents significant
challenges, particularly with the expected rise in cancer diagnoses. In many cases, the rotation
of nurses—who are not consistently dedicated to paediatric oncology—impeded the
acquisition of the specialized expertise needed to manage these complex cases effectively.
This underscores the need for immediate action, including establishing specialized training
programs, increasing investment in paediatric oncology resources, and recognizing oncology

220 Prisca Olabisi Adejumo, Kehinde Akinyemi, Agnes Anarado, et al. "State of Oncology Nursing Training and
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nursing as a distinct specialty. Ensuring a stable and well-trained workforce will be critical to
providing high-quality care.

Addressing these gaps through comprehensive training and capacity-building initiatives is
crucial for improving paediatric oncology care in Nigeria and ultimately enhancing the health
outcomes for children affected by cancer.

Access to drugs and supportive care

Chemotherapy: While chemotherapy is technically available, it remains largely unaffordable
for most patients.?** Access to targeted therapies is limited (Rituximab, imatinib etc.), and the
safety of chemotherapy administration is often compromised due to inadequate pharmacy
management and oversight.

Supportive Care: Access to supportive care, including pain management, transfusions, and
nutritional support, varies widely across facilities. In Nigeria, access to adequate blood
supplies is limited by a lack of donors, financial constraints, and insufficient consumables.
Fewer than 10 cold centrifuges serve the southern region, with even fewer in the north, leading
to high mortality from thrombocytopenia in children with hematologic malignancies. There has
likely been some improvement between 2019 and 2024, as recent feedback from local experts
indicates that over 20 centres now have adequate access to blood products. However,
significant gaps persist, particularly as hemorrhage remains the leading cause of mortality
(Figure 11). This issue was further confirmed during a visit to the paediatric oncology
department in Benin City, where access to blood products remains particularly challenging,
emphasizing the ongoing struggle to provide timely transfusions for paediatric oncology
patients in some centres.
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Figure 8: Overall outcome of paediatric oncology patients?2’
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Additionally, antiemetic medications appear to be readily available in these facilities. Most of
the institutions still use peripheral access and chemotherapeutic port devices are not used in
any of the institutions.

Available infrastructure and equipment

Diagnostic infrastructure: In a survey of 14 institutions, basic diagnostic services such as X-
ray and CSF cytology were universally available. However, access to advanced diagnostics
was limited, with only 42% offering CT scans and 21% providing MRI services. Bone marrow
aspiration was available in 78% of institutions, but bone marrow biopsies and flow cytometry
were far less accessible, at 21% and 7%, respectively. While bone marrow aspirates generally
receive timely reports, tissue samples often face delays of 7 to 14 days, risking disease
progression. Additionally, immunohistochemistry is not routinely performed, and parents
typically must pay out-of-pocket for this service, leading many to opt for simpler, less accurate
diagnoses.??

Paediatric surgery: Using data from the Association of Paediatric Surgeons of Nigeria and the
Nigeria Society of Anesthetists, a study revealed significant inequities in access to paediatric
surgical care across Nigeria's 36 states and the Federal Capital Territory. Only 2 — 30.5% of
the paediatric population lives within 2 hours of a facility, with some states having access as
low as 2.1% to 4.8%. Overall, between 69.5% and 98% of Nigerian youth lack adequate
access to paediatric surgical care.??’

Radiotherapy: There are four centres equipped with radiotherapy facilities that treat childhood
cancer cases, two located in Lagos, one in Maiduguri, and one in Ibadan. This limited number
of centres results in restricted access for children in need of radiation therapy, with only 6% of
patients requiring this treatment receiving it. A report from the NSIA-LUTH Cancer Centre at
Lagos University Teaching Hospital, Lagos, Nigeria, highlights that radiation therapy (RT) for
paediatric patients costs between $750 and $1500, with fees paid upfront based on the
diagnosis and treatment intent (radical or palliative), regardless of the technique used (VMAT,
IMRT, or 3DCRT). This system, suitable for a resource-limited setting where 90% of costs are
out-of-pocket, prevents treatment interruptions and allows clinical decisions to be made
without financial constraints.

For patients requiring sedation, costs increase significantly, averaging an additional $1000,
placing a heavy financial burden on families, especially in the context of low wages and limited
health insurance. To minimize these costs, efforts are made to avoid sedation by dedicating
additional time to ensure children are comfortable during treatment. This process, while
reducing expenses and treatment duration overall, increases the workload for the paediatric
radiation team and can extend treatment times, underscoring the challenges in resource-
limited healthcare systems.??®
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Stem cell transplantation is performed at one institution in LUTH (one case for allogenic SCT
for a sickle cell disease patient).

Quality management

Availability and Compliance to Guidelines: Information sourced from publications and
interviews conducted during onsite visits indicates that the protocols used were adapted from
the International Society of Paediatric Oncology (Nephroblastoma), Children’s Oncology
Group, Berlin-Frankfurt-Manster, the United Kingdom UKALL (Acute Lymphoblastic
Leukemia), and the French protocol for Burkitt Lymphoma (BL). The protocols used were
largely paediatric-specific. Efforts are ongoing to adopt national protocols for uniformity of
practice. The protocols to be developed should prioritize those related to the six priority
pathologies identified by the Global Initiative for Childhood Cancer (GICC), along with
supportive care and nursing procedures.?”® These focus areas are essential for ensuring
consistent, high-quality care for paediatric cancer patients across various levels of care.

Multidisciplinary Tumor Boards (MTB): In the national study, surveying the national group of
paediatric oncologists across 14 participating centres, only 50% of hospitals currently have
functional multidisciplinary tumor boards. This represents a significant gap in care
coordination, particularly in complex cases requiring a collaborative approach. Encouragingly,
a national paediatric oncology tumor board meeting was set to begin in October 2024, which
aims to standardize and enhance the quality of case discussions across the country.

Referral System and Patient Follow-Up: The referral system remains largely informal,
especially in rural areas, which leads to gaps in the continuity of care. Patient follow-up from
diagnosis through treatment and beyond is inadequate due to weak coordination between
hospitals and limited tracking mechanisms.

Data collection and follow-up

Effective data management is crucial for understanding the epidemiological characteristics of
paediatric cancers, the distribution of cancer types, and the follow-up of patients. According to
a 2018 publication, Nigeria has only one population-based cancer registry, resulting in most
data being hospital-based. The study revealed that acute lymphoblastic leukemia (ALL) was
the most common malignancy (20.8%), followed by retinoblastoma (19%) and
nephroblastoma, which accounted for 16.9% of diagnoses. Most children presented with
advanced stages of the disease, emphasizing the need for targeted strategies.

Notably, while Burkitt’s lymphoma was reported to be less common in Lagos, with only 1.12%
of children diagnosed, this differs from reports from other regions where it is one of the most
frequent childhood cancers. This discrepancy may be influenced by environmental factors or
variations in health-seeking behavior in Lagos, a commercial centre with better access to
healthcare. Furthermore, other studies from different regions of Nigeria indicate that
nephroblastoma and retinoblastoma are the most frequent cancers, while also confirming a
decrease in Burkitt's lymphoma cases.?® These insights highlight the importance of robust
data management in developing effective cancer strategies tailored to the unique
epidemiological landscape of the country.

229 World Health Organization. CureAll Framework: WHO Global Initiative for Childhood Cancer. Accessed
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As reported during the SIOP Africa 2024 meeting, survival rates for paediatric cancer in
Nigeria remain alarmingly low, with an estimated survival rate of only 18%.%" This highlights
the urgent need to address critical factors such as treatment access, early diagnosis, and
supportive care to improve outcomes. The mortality rate stands at 38%, primarily attributed to
complications from hemorrhage, followed closely by infections, which significantly contribute
to the high mortality observed in these patients. Additionally, the challenge of treatment
abandonment is evident, with rates of abandonment and discharge against medical advice
(DAMA) reaching 34%. This indicates a substantial barrier in maintaining children in care and
ensuring their long-term adherence to treatment protocols. (See Figure 11 above)

Awareness and advocacy

Early detection campaigns for paediatric cancer are essential for raising awareness among
families and non-health professionals. Organisations like Childhood Cancer International
(CCI) have initiated programs that provide community workshops and informational resources
to educate parents about the signs and symptoms of paediatric cancers. Additionally, there
are active NGOs, such as the Dorcas Association, dedicated to advocacy and awareness
efforts, which further enhance community knowledge and support for affected families. Other
initiatives were launched by Abuja UTH in partnership with Clinton Foundation (African Access
Initiative). Awareness tools (Annex 11) for early diagnosis have been developed and were
found during the in-country mission in NGO offices; however, they were not available in
primary health facilities.

International partnership

Currently, one of the most notable partnerships in Nigeria is the collaboration between
dedicated teams from 13 institutions and organisations like the FMoH&SW and St. Jude
Global to enhance childhood cancer control. These facilities have focused on identifying gaps
and opportunities within the national childhood cancer control framework using a specialized
tool developed by St. Jude Global, known as PrOFILE (Paediatric Oncology Facility Integrated
Local Evaluation). The data collected from this initiative has been thoroughly analyzed by St.
Jude and returned to each centre, providing valuable insights for improvement. Furthermore,
Nigeria has submitted a proposal to become a pilot site for the WHO Global Initiative for
Childhood Cancer (GICC), and the request is currently under review, reflecting the nation's
commitment to advancing paediatric oncology care.

Research and publications

Since 1967, research teams in Nigeria have consistently published studies primarily focused
on descriptive epidemiology, contributing significantly to paediatric oncology in Africa, with an
average of 6 to 8 publications per year. However, there is a noticeable gap in national studies
addressing specific contextual issues related to paediatric cancer care. This lack of localized
research limits the ability to develop targeted interventions and policies that reflect the unique
challenges faced by children with cancer in Nigeria.

The research landscape in paediatric oncology in Nigeria shows promise but also highlights
several challenges. While the volume of publications demonstrates ongoing engagement in
the field, the emphasis on descriptive studies indicates a need for more analytical and
intervention-focused research. Future efforts should prioritize exploring treatment outcomes,
patient experiences, and innovative care models tailored to the Nigerian context. Increasing
collaborations with international research entities and enhancing local capacity for conducting
high-quality research could further advance paediatric oncology in Nigeria, ultimately leading
to improved patient care and outcomes.

B “GICC in Nigeria.” Paper presented at SIOP Africa 2024, Johannesburg, South Africa, June 4-8,
2024. https://siopafrica.org/.
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Professional societies

In 2011, paediatric oncologists came together under one umbrella, the Nigerian Society of
Paediatric Oncology (NISPO), to chart a focused path and improve the practice of paediatric
oncology in the country. The society meets annually to discuss and review protocols and
practice guidelines.

To enhance the skills and knowledge of healthcare professionals in paediatric oncology, it is
crucial to establish structured Continuous Professional Development (CPD) requirements in
Nigeria. These CPD programs should be developed under the leadership of the national
paediatric oncology society, with support from the Ministry of Health and collaboration with
medical and nursing schools. The programs should include periodic training sessions focused
on advancements in paediatric oncology, multidisciplinary care, and emerging treatment
protocols. Workshops, hands-on clinical training, and e-learning modules tailored to the
Nigerian context can be incorporated. Accreditation and certification for CPD participation
should be linked to career progression, ensuring that healthcare providers are motivated to
update their expertise. Partnerships with international institutions and NGOs can facilitate
access to global best practices, fostering capacity-building in resource-limited settings.
Dedicated CPD initiatives will enhance the skills of nurses and physicians, improving treatment
outcomes and ensuring consistent quality care for children with cancer.

Recommendations

Short term (6 to 12 months)

1. Strengthen the existing PBCR (Population-Based Cancer Registry) managed by
NICRAT to include specific data on childhood cancers, such as the number of
cases, types of cancers, and the number and locations of facilities

2. Collaborate with NGOs to support fundraising and advocacy efforts.

Identify and map available training opportunities and organise national workshops
tailored for physicians and nurses in paediatric oncology .

4. Ensure that nurses assigned to paediatric oncology units are permanently
stationed in these wards, minimizing rotations to other departments, to foster the
development of specialized expertise

5. Establish robust initial and continuous in-service training programs within oncology
departments to enhance and sustain the skills required for quality care.

6. Define the criteria for paediatric oncology wards and satellite units, ensuring that
each facility has a clear role and set of responsibilities within a national referral
network of care.

7. Prioritize improvements in diagnostic tools and resources for acute leukaemia (the
most common paediatric cancer). This includes increasing access to necessary
diagnostic tests and ensuring that treatment follows updated, evidence-based
protocols

8. Strengthen the integration of multidisciplinary teams both for diagnosis and
treatment. Ensure that there are safe practices in place for the preparation and
administration of chemotherapy, guided by national protocols.

Medium term (12 to 36 months)

1. Establish and strengthen hospital-based cancer registries in key centres to
facilitate more accurate data collection at the institutional level, which is essential
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for tracking patient outcomes, identifying gaps in care, and evaluating treatment
protocols

2. Strengthen the recently established paediatric cancer fund through public-private
partnerships and individual donations to ensure consistent funding for childhood
cancer treatment and care.

3. Advocate for the inclusion of paediatric oncology in the government’s universal
health coverage (UHC) initiative.

4. Plan and integrate formal subspecialty training in paediatric oncology for both
physicians and nurses into the national medical curriculum.

5. Renovate and upgrade existing paediatric oncology units to meet international
standards with consideration fordedicated isolation rooms for
immunocompromised patients and outpatient facilities for day hospital services.

Long term (36 months and above)

1. Plan the eventual implementation of a population-based cancer registry for
nationwide data on paediatric oncology.

2. Reassess healthcare facilities’ needs to optimize resources and improve access to
care

Relevant tools, guidelines and reference materials on paediatric cancer

1. CureAll Framework: WHO Global Initiative for Childhood Cancer
https://iris.who.int/bitstream/handle/10665/347370/9789240025271-enqg.pdf?sequence=1
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2.10. PALLIATIVE CARE AND SURVIVORSHIP
National palliative care policies and strategies

The Nigeria National Hospice and Palliative Care policy document, Decision number
FMOH/CP/2023/011, amending Decision FMOH/CP/001/2007, was enacted and became
effective on December 14, 2023. This document aligns with Nigeria’s National Health Act 2014
and the Nigeria Cancer Control Plan 2018-2022. It reiterates the government’s commitment
to establishing high-quality palliative care across Nigeria. It outlines strategies and practical
measures to integrate palliative care into all healthcare system levels, ensuring universal
access to those in need.

Key provisions of the policy/strategy document

The Nigeria National Hospice and Palliative Care policy outlines directives for administering
palliative care, targeting stakeholders such as federal and state governments, healthcare
facilities, professionals, and associated entities. The FMoH&SW, state health departments,
and local health authorities are assigned supervisory and guidance roles to ensure policy
compliance and quality standards. Funding sources for palliative care include the federal
budget, state budgets, health insurance, and other approved channels.

Scope of services

The policy emphasizes the duty of palliative care services to manage symptom relief for
individuals with advanced illness and elderly patients, provide psychosocial and spiritual
support to patients and families, and deliver terminal care for the dying. It broadens the scope
of palliative care to incorporate bereavement support and stresses the importance of
integrating Advance Care Planning (ACP) into care provisions.

Potential and gaps

The policy offers a solid framework to enhance the reach and quality of palliative care in
Nigeria, but certain gaps remain:

1. Action Plan and Timeline: The document lacks a detailed action plan with a timeline
and budget allocation for implementation, which could be either within the policy or as
an appendix.

2. Key Stakeholder Responsibilities: Responsibility needs to be delineated across key
stakeholders during the implementation. Given that palliative care spans multiple
sectors, establishing clear collaboration and coordination mechanisms is essential,
especially for local governments, which oversee most healthcare facilities.

3. Data and Monitoring Systems: Effective implementation requires a robust system for
data collection, reporting, monitoring, reviewing, and providing feedback on policy
progress.

4. Roles of Professionals and Non-Professionals: The policy should specify the roles of
healthcare professionals in patient care teams and non-professionals, such as
volunteers. Guidelines for managing interactions between staff and volunteers are also
necessary.

5. Further Work on ACP: Implementing ACP will require cultural sensitivity and strategic
preparation, including public awareness initiatives and societal discussions.
Developing templates and registration systems for ACP will facilitate these
conversations and ensure readiness for implementation.

Survivorship
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Observations and discussion during the in-country mission revealed that the country lacks a
well-defined survivorship program. Cancer survivorship in Nigeria faces significant challenges,
with survival rates notably lower than in high-income countries. For instance, breast cancer
survival rates in Nigeria are approximately 40%, compared to over 90% in many developed
nations.?32233 Factors contributing to this disparity include limited access to healthcare
services, financial constraints, and a lack of psychosocial support for survivors. Additionally,
societal stigma and emotional distress further complicate the survivorship experience. Efforts
to improve cancer care and support systems are ongoing, but substantial work remains to
enhance outcomes for cancer survivors in the country.

Palliative Care Needs and Services

Need: Nigeria faces a substantial need for palliative care, yet the current coverage remains
significantly inadequate. With a population of over 227 million (according to World Bank data
Nigeria 2023), Nigeria has a pronounced need for palliative care. Although precise data on
the population needing palliative care is scarce, projections suggest that more than a million
people require palliative care at any time. This includes patients with terminal ilinesses, such
as advanced cancer, where the demand for palliative care is critical.

Coverage: Comprehensive data on palliative care coverage in Nigeria is lacking, and current
services are generally considered inadequate. According to recent reports from Nigeria’s
FMoH&SW, palliative care coverage for terminally ill cancer patients remains below 1%.%*
Reliable data on the use of strong opioids is also absent, with the latest available figures from
2015, indicating a low national consumption rate, reflecting one of the lowest per capita levels
globally.235236

Hospital-Based Palliative Care: Hospital-based palliative care services are limited to inpatient
consultations and outpatient clinics, with a few designated care beds in select hospitals.
Dedicated palliative care wards are limited in selected states and non-existent in the rest of
the country, hindering the capacity for comprehensive inpatient care. Additionally, there are
no dedicated pediatric palliative care services.

Primary Health Care Level: At the primary health care level, formal palliative care services are
absent. Some healthcare professionals and community health workers (CHWSs) linked to local
health centres make occasional home visits and offer emotional support to patients and

232 Runcie C.W. Chidebe, Tochukwu C. Orjiakor, Gloria C. Okwu, et al. "Not Even My Husband Knows That I
Have This [Breast Cancer]: Survivors’ Experiences in Accessing, Navigating and Coping with
Treatment." Supportive Care in Cancer 32 (2024): 112. https://doi.org/10.1007/s00520-024-08316-6.

23 Darlingtina Esiaka, Candidus Nwakasi, Runcie Chidebe, Khadijat Banwo Fatai, and Gloria Orji. "Factors
Influencing Cancer Survivorship Among Nigerian Women." Innovation in Aging 6, Suppl 1 (2022):
599. https://doi.org/10.1093/geroni/igac059.2237.

234 Okunade, K., Nkhoma, K. B., Salako, O., Akeju, D., Ebenso, B., Namisango, E., ... & Allsop, M. J. (2019).
Understanding data and information needs for palliative cancer care to inform digital health intervention
development in Nigeria, Uganda and Zimbabwe: protocol for a multicountry qualitative study. BMJ open, 9(10),
€032166.

235 Babatunde Akodu, Olufunmilayo Olokodana-Adesalu, Moninuola Ojikutu, Ann Ogbenna, Taiwo Agunbiade,
Nwando Nwosa, et al. "Pattern of Admissions and Needs Assessment for Palliative Care Services Among In-
Patients in a Tertiary Health Facility in South-Western Nigeria." BMC Palliative Care 23, no. 1 (2024):
210. https://doi.org/10.1186/s12904-024-01537-w.

236 Willem K. Scholten, Ann-Eva Christensen, Anne Estrup Olesen, and Asbjern Mohr Drewes. "Quantifying the
Adequacy of Opioid Analgesic Consumption Globally: An Updated Method and Early Findings." American
Journal of Public Health 109, no. 1 (2019): 52-57. https://doi.org/10.2105/AJPH.2018.304753.
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families. However, potent opioids are unavailable at this level, limiting effective pain
management and comprehensive palliative care.

Home Care Services: Nigeria's limited home care services are provided mainly by private
companies or civil society organizations (CSOs), often requiring out-of-pocket payment.
Additionally, biometric verification for medication pickup burdens bedridden patients who must
travel to healthcare facilities to obtain necessary medications.

Available Staffing and Infrastructure: Only a few specialized hospitals—University College
Hospital at Ibadan is a primary example—have a fully functional palliative care unit. In most
general hospitals, palliative care teams are composed of personnel from different departments
who handle palliative care responsibilities alongside their primary roles. Nurses are often
underrepresented, and only some staff members have formal training in palliative care. There
is a notable lack of dedicated staff and infrastructure to support palliative care services at the
primary healthcare level.

Table 13: Assessment of palliative care against WHO indicators among
facilities visited during imPACT mission

Coverage Hospital- | Primary Home Available Opioids
Based Health Care Staffing and
Palliative | Care Services | Infrastructure
Care Level
University  College | Strong Strong Strong Strong Strong
hospital UCH Ibadan
Idi Ogungun PHC | Absent Absent Absent Absent Absent
Centre
Usmanu Danfodiyo Absent Absent Absent Absent Limited

University Teaching

Hospital (UDUTH)

State Specialist Absent Absent Absent Absent Absent
Hospital Sokoto

Gwiwa primary Absent Absent Absent Absent Absent
Healthcare centre in

Sokoto

National Hospital Limited Absent Absent Absent Strong
Abuja (NHA)

Federal Medical Limited Absent Absent Absent Strong

Centre (FMC) Jabi

Palliative care stakeholders

In Nigeria, palliative care integration into the healthcare system depends on the active
involvement of multiple stakeholders. These stakeholders include government agencies,
healthcare institutions, professional associations, and CSOs. Integration of these stakeholders
into palliative care remains a challenge.
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1. Government and Health Insurance Agencies:

¢ National Health Insurance Scheme (NHIS): This scheme covers over 90% of Nigerian
patients who are registered only, making it a critical agency in extending palliative care
services. However, limitations within NHIS policies pose challenges for comprehensive
palliative care delivery, necessitating policy reforms to ensure end-to-end coverage.

e Federal Ministry of Health and Social Welfare: Leads national efforts to integrate
palliative care at all healthcare levels and oversees policies for palliative care training
and implementation.

2. Government Health Facilities:

o Nigeria’s government health sector includes over 1,000 hospitals and approximately
11,000 Primary Health Care Centres (PHCs).

e State Governments oversee regional hospitals, while local governments manage local
hospitals and PHCs.

3. Private Sector:

o The private healthcare sector operates numerous hospitals, clinics, and primary care
facilities across Nigeria, significantly contributing to healthcare services. Private
facilities are positioned to support the expansion of palliative care, especially in urban
areas.

4. Leading Institution:

e University College Hospital (UCH), Ibadan: As Nigeria’s most developed centre for
palliative care, it is well-positioned to serve as a National Centre of Excellence:

o Staff: The palliative care program at UCH is supported by a team of 4 permanent
doctors, 4 permanent nurses, and 4 additional staff members, including
psychologists, social workers, and spiritual care providers. Adopting a holistic
approach, the program addresses physical, psychological, social, and spiritual
aspects of care. It also serves as a training hub for medical students, nurses,
psychologists, and social workers. Additionally, the palliative team conducts home
visits for patients and their families after hospital discharge and provides
bereavement support following a patient’s death.

e Resources: The palliative care team has full access to medications aligned with
the WHO pain analgesic ladder. Morphine, in all its formulations, is classified as an
essential medication, readily available and accessible at the hospital. There are no
significant barriers to its prescription. Pain assessment and management are
efficiently handled by the physicians, making pain control a key strength of UCH’s
palliative care team.

e Facilities: The program operates from a spacious facility within the hospital,
ensuring seamless integration with other departments. A new building is under
construction to incorporate complementary services for patients. The current space
includes multiple offices to ensure patient privacy, a data centre, an M&E unit,
ample parking, and a dedicated room for training and awareness sessions. Since
the program primarily provides outpatient consultations, there is no morgue on-site.
However, inpatient beds are available for rehabilitation when needed, with follow-
up care continuing at home.

e System Integration: The palliative care program is fully integrated into the hospital
system and the broader Oyo State health system. Patients requiring palliative care
are registered and visited by the team within their respective hospital wards (e.g.,
surgery, OB-GYN, internal medicine, paediatrics). Patients do not need to be
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transferred between departments. A strong connection between the hospital and
the community ensures continuity of care, with home visits preventing any loss to
follow-up. However, medical insurance does not currently cover all patients,
requiring them to pay 100% of their expenses out of pocket.

e Cultural Sensitivity: The program is deeply rooted in cultural sensitivity, involving
traditional and spiritual leaders to honour patients' values and societal norms.

5. Civil Society Organisations (CSOs):

e Multiple CSOs in Nigeria are active in cancer care, focusing on prevention, early
diagnosis, psychosocial support, and advocacy for palliative care. However, there is
need improved coordination, standardization, and accountability among these CSOs.

Table 14: CSOs and private organisations involved in palliative care in Nigeria

Teaching Hospital Pain
and Palliative Care Unit

Unit in the hospital

CSO Location Strengths Weakness
UCH, Centre for Palliative | Ibadan Holistic approach | Services limited to Oyo
Care, (CPCN) from Hospital to State only.
the community
Eko Hospital Ikeja Support Palliative Limited not integrated
care services
Federal Medical Centre Abeokuta Support Palliative | Limited not integrated
Abeokuta Hospice and care services
Palliative Care Services
Hearts of Gold Children Surulere Focusing on Limited not integrated
Hospice children
Hope for HIV/AIDS Lagos Focusing on Limited to one condition
International HIV/AIDS and not integrated
Lakeshore Cancer Centre | Victoria Focusing on Limited, and not
Island Cancer integrated
Pain and Palliative Care Enugu Focusing on Limited, not integrated
Unit - Multidisciplinary Cancer
Oncology Centre, UNTH
University Of Port Port Palliative Care Limited, not integrated
Harcourt Teaching Harcourt Unit in the hospital
Hospital. Palliative Care
Unit
University of llorin llorin Palliative Care Limited, not integrated
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https://hospicecare.com/global-directory-of-providers-organizations/listings/details/494/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/357/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/357/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/357/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/493/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/493/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/1787/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/1787/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2613/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2096/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2096/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2096/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2028/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2028/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2028/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/2028/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/904/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/904/
https://hospicecare.com/global-directory-of-providers-organizations/listings/details/904/

Financing Palliative Care Services

Nigeria’s policy document on palliative care outlines various potential financing sources yet
lacks a comprehensive implementation plan. This framework suggests that funding could
come from federal and state budgets, health insurance schemes, and other legal financial
sources. However, these recommendations remain largely unexecuted, leaving a gap in the
delivery of palliative care funding.

Under the National Health Insurance Scheme (NHIS), there is limited coverage for palliative
care, and reimbursement rates fall short of meeting actual care costs. For instance, the NHIS
provides a maximum of 85,000 per day for palliative care admissions and an additional
&10,000 if specific procedures are involved. Yet, these amounts are substantially lower than
the estimated daily costs, which range between #15,000 and #20,000 per patient. The
insurance program also excludes critical elements like home-based care and strong opioid
medications, often necessary for effective palliative treatment. These policy and funding
shortfalls underscore the need for Nigeria to establish a more concrete financial framework to
make palliative care accessible and affordable for all.

Availability, accessibility and consumption of opioids
Nigeria lacks a clear system for reporting morphine and other opioids to the International

Narcotics Control Board, potentially leading to discrepancies between government data and
that of the international agency (Figure 12).

Nigeria

Morphine Consumption (mg/person), 1985 - 2020
)35

0.03

Sources: Intemational Narcoties Control Board {data); The World Bank (population)
Created by: Walther Gobal Palliative Care & Supportive Oncology, Indkana University Simon Comprehensive Cancer Center, 2022

Figure 9: Nigeria Morphine Consumption (mg/person), 1985-2020*

*Data from the Walther Global Palliative Care & Supportive Oncology indicates that between 1985 and
2020, Nigeria's morphine consumption per capita was consistently below 0.035 milligrams per person.

Recent data on opioid consumption in Nigeria is scarce, but existing reports indicate low levels
of consumption.?3” Commonly available opioids include Codeine, Morphine (both Immediate
Release and Sustained Release formulations), and Fentanyl Patches. These opioids are

237 International Narcotics Control Board (data); The World Bank (population) Created by: Walther Global
Palliative Care & Supportive Oncology, Indiana University Simon Comprehensive Cancer Center, 2022.
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typically available in general, university, regional hospitals, and some district hospitals.
Though occasional supply disruptions occur, the supply chain remains generally reliable.

Potent opioids are not available at Public Health Centres. Additionally, biometric verification
at the point of dispensing is required, which often necessitates that patients travel significant
distances to obtain refills. Only specialists in hospitals are authorized to prescribe potent
opioids. Restrictions apply under insurance program guidelines: upon discharge, patients may
receive prescriptions for less than one week’s supply, while outpatient prescriptions can
extend up to one month. These restrictions aim to control usage and minimize risks associated

with opioid use.

To determine the amount of morphine Nigeria needs for palliative care patients, a step-by-
step calculation must be performed based on the population data provided and standard
medical guidelines.

1. Estimate the Number of Patients Needing Palliative Care (N):

Cancer Patients: The Global Cancer Observatory reported, Nigeria has
approximately 125,000 new cancer cases per year. In low and middle-
income countries, around 80% of cancer patients present at advanced
stages requiring palliative care. NCancer = 125,000 cases x 80% = 100,000
patients

HIV/AIDS Patients: According to UNAIDS, Nigeria has about 1,800,000
people living with HIV/AIDS. Approximately 5% of these patients may
require palliative care annually. NHIV/AIDS = 1,800,000 patients x 5% =
90,000 patients

2. Total Patients Needing Palliative Care:

N = NCancer + NHIV/AIDS = 100,000 + 90,000 = 190,000 patients

3. Determine the Average Daily Dose per Patient (D):

According to WHO guidelines, the average daily dose of oral morphine for
a palliative care patient is approximately 60 mg/day. D=60 mg/day

4. Estimate the Average Duration of Treatment (P):

A patient's average palliative care duration is about 90 days (3 months). P
= 90 days

Total Morphine Required (mg) =N x D x P
Total Morphine Required (mg) = 190,000 patients x 60 mg/day x 90 days

The total morphine per patient: Morphine per patient (mg) = D x P = 60
mg/day % 90 days = 5,400 mg

The total morphine for all patients: Total Morphine Required (mg) = N x
Morphine per patient = 190,000 patients x 5,400 mg = 1,026,000,000 mg

5. Convert Milligrams to Kilograms:

Since 1,000,000 mg equals 1 kg:

Total Morphine Required (kg) = 1,000,000 mg/kg 1,026,000,000 mg =
1,026 kg
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Nigeria needs approximately 1,026 kilograms of morphine per year to meet the palliative care
needs of cancer and HIV/AIDS patients in a population of 218 million.

Palliative Care Education and Training

Table 15: Availability of palliative care staff in facilities visited during the imPACT
Mission

Facility Physicians | Nurses | Psychologists | Social Other
Worker | staff:

Spiritual,
Volunteers
etc.

University College 4 4 2 2 10

hospital UCH Ibadan

Idi Ogungun PHC 0 0 0 0 0

Centre

Usmanu Danfodiyo 0 0 0 0 0

University Teaching
Hospital (UDUTH)

State Specialist 0 0 0 0 0
Hospital Sokoto

Gwiwa primary 0 0 0 0 0
Healthcare centre in

Sokoto

National Hospital 1 0 0 0 0
Abuja (NHA)

Federal Medical 1 0 0 0 0

Centre (FMC) Jabi

There is a significant need for capacity building in palliative care across Nigeria. With over
40,000 doctors and nurses in the primary health care system, there is a pressing need for
foundational palliative care training. Additionally, multidisciplinary teams—including doctors,
nurses, and other healthcare professionals—in more than 2,000 hospitals require at least
intermediate-level training. Substantial gaps exist in palliative care education and training
nationwide, with limited structured programs for specialized training. In recent years, the
University of Ibadan introduced a “Palliative Care and Psychosomatic Medicine” subspecialty
as part of the Internal Medicine division, and other universities are beginning to adopt similar
initiatives. However, palliative care remains inconsistently integrated within various specialty
programs, particularly in oncology, where it is often underrepresented. Some progress was
made in 2020 when palliative care competence was introduced as part of the national
education standard for general practitioners, but implementation across medical faculties
remains uneven.

Since 2017, undergraduate nursing programs have made palliative care a mandatory part of
their curriculum, but the integration in undergraduate medical training varies significantly
between institutions. The Ministry of Health recently introduced a two-week short course on
palliative care for doctors and nurses, aiming to address immediate training needs.
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Additionally, several civil society organizations and international agencies provide sporadic
short courses, some focusing on training community volunteers to support palliative care
services at the grassroots level.

Summary of major findings and conclusions

Nigeria's palliative care services within the National Hospice and Palliative Care Policy
(NHPCP) and National Cancer Control Program (NCCP) currently involve dedicated public
and private stakeholders who are committed to advancing these services. The government
has shown a willingness to integrate palliative care into the country’s public health system,
recognizing that over a million people are in need. However, existing services remain minimal,
with few hospital-based offerings, limited dedicated beds, and an absence of paediatric
palliative care. Primary healthcare settings lack formal palliative care services, and home care
options are sparse. The sector also faces a significant shortage of trained professionals and
necessary infrastructure, with only one fully operational palliative care unit at University
College Hospital (UHC) in Ibadan. There is no system in place to ensure competencies,
standards, or quality control across services. National stakeholders, including health
insurance entities and regional and district governments, encounter difficulties in coordinating
these efforts nationally. Additionally, substantial gaps exist in palliative care education and
training, where programs are limited, inconsistent, and inadequate to meet the growing
demand.

Recommendations

Short term (6 to 12 months)
1. Update Nigeria's palliative care policy to include provisions for pandemic situations
and advanced care planning

2. Ensure nationwide implementation and dissemination of the National Hospice and
Palliative Care Program (NHPCP)

3. Carry out an evaluation of palliative care services to refresh knowledge on existing
offerings and identify key stakeholders

Improve accessibility and availability of opioids for cancer patients

Highlight UCH Ibadan as a palliative care model to be replicated in all teaching
hospitals

Medium term (12 to 36 months)

1. Expand the existing National Health Insurance Scheme to cover all palliative care
services across all levels of public healthcare facilities in Nigeria, ensuring equitable
access and reducing financial burdens on patients

2. Establish certified training programs in palliative care for physicians, nurses and allied
health professionals

Integrate holistic palliative care services within oncology program

Develop a model of palliative care for Nigeria based on the pioneering work of UCH
Ibadan, evaluating the roles of hospices, community care, or a combination of both

Long term (36 months and above)

1. Integrate palliative care services into the public health system
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2. Develop a fellowship or subspecialty in palliative care within Nigeria's curriculum

3. Advance research in palliative care

Relevant tools, guidelines and reference materials on cancer palliative care

1.

African Palliative Care Association resources:
https://www.africanpalliativecare.org/resource-centre

WHO guide for effective cancer control programmes: palliative care module
https://www.ncbi.nim.nih.gov/books/NBK195248/

WHO Guide for Planning and Implementation of Palliative Care Services
https://www.who.int/news-room/fact-sheets/detail/palliative-care

WHO Pain Management Guidelines
https://www.who.int/news/item/27-08-2019-who-revision-of-pain-management-
quidelines

WHO Guidelines for the pharmacological and radiotherapeutic management of cancer
pain in adults and adolescents https://www.who.int/publications/i/item/978924 1550390

Planning and implementation palliative care services: guide for managers (WHO)
http://apps.who.int/iris/bitstream/10665/250584/1/9789241565417-eng.pdf?ua=1

WHO list of priority medical devices for cancer management
https://www.who.int/publications/i/item/978924 1565462

INCB — List of Narcotic Drugs Under International Control
http://www.incb.org/documents/Narcotic-Drugs/Yellow List/58th Edition/Yellow List -

ENG.pdf
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https://gco.iarc.fr/en
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https://www.who.int/news/item/27-08-2019-who-revision-of-pain-management-guidelines
https://www.who.int/news/item/27-08-2019-who-revision-of-pain-management-guidelines
https://www.who.int/publications/i/item/9789241511940
http://www-pub.iaea.org/MTCD/Publications/PDF/Pub1556_web.pdf?ua=1
https://iris.who.int/bitstream/handle/10665/250584/9789241565417-eng.pdf
https://ci5.iarc.fr/Default.aspx
https://ci5.iarc.fr/Default.aspx

2.11. RADIATION SAFETY CONSIDERATIONS

Introduction

Medical uses of ionizing radiation should be supported by a national legal and regulatory
infrastructure for radiation safety in line with the IAEA Safety Standards to ensure the safe use
of radiation in medical facilities.

Prior to the mission, the completed pre-mission questionnaire on radiation safety and
supporting documentation submitted by the counterparts from Nigeria were reviewed, as well
as other information available to the IAEA, such as RASIMS country profile and earlier mission
reports.

During the mission, interviews and discussions were held with representatives of the Nigerian
Nuclear Regulatory Authority (NNRA), which is the only regulatory body in the country, with
the objective to obtain information on the national regulatory framework with specific regard to
regulatory control of radiation facilities and activities in the medical sector. Additionally, the
imPACT review included visits to several healthcare institutions in the country to observe work
activities and to have discussions with the authorised parties.

Responsibilities and functions of the government
Policy and strategy for safety

The Government of Nigeria has formally documented a national policy and strategy for safety,
which expresses its long-term commitment to safety. However, this document does not
consider the main elements as in IAEA GSR Part 1: the fundamental safety objective and the
fundamental safety principles established in SF-1, the commitments assumed under binding
international legal instruments, such as conventions and other relevant international
instruments signed by the government, the scope of the governmental, legal and regulatory
framework for safety, the provisions for ensuring adequate human and financial resources,
and the provisions for promoting the leadership and management for safety, including safety
culture.

Legislative framework for safety

The legislative framework for safety in Nigeria is based on the “Nuclear Safety and Radiation
Protection Act” No. 19 (the Act) promulgated in 1995.

The Act establishes the protection of people and the environment as its objective, the creation
of a regulatory body and the need to allocate the necessary resources to guarantee safety.
The scope of the regulatory framework includes all existing and planned facilities and activities
that use sources of ionizing radiation in the country but does not establish the primary
responsibility for safety. The Act provides for the authorization as a condition for the operation
of facilities and for the conduct of activities, for the review and assessment of facilities and
activities, for the inspection and enforcement of regulations by the regulatory body.

Establishment of an independent regulatory body

The Act establishes the NNRA as the regulatory body and assigns to it the functions, among
others, of issuing authorizations, verifying compliance through inspections, and applying
sanctions in cases of non-compliances. The Act assigns the NNRA the capability of
establishing regulations as needed to complement the regulatory framework.

Responsibilities and functions of the regulatory body
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Organisation, management system, staffing and competence of the regulatory body

The organisation of the NNRA allows for the effective fulfilment of all statutory obligations.
NNRA counts with competent staff and has sufficient financial resources for discharging its
responsibilities. However, currently allocation of resources of the Regulatory Body does not
reflect a graded approach commensurate with the radiation risks associated with the existing
or planned facilities and activities in the country. NNRA has not established and implemented
a management system aligned with its safety goals.

Safety related records

The NNRA made provisions for establishing, maintaining, and retrieving adequate records
relating to the safety of faciliies and activities. NNRA keeps records of doses from
occupational exposures, and of sealed radioactive sources and radiation generators. In
addition, NNRA requires authorized parties the establishment and maintenance of, as
applicable, records of doses from occupational exposure, documentation related to safety of
facilities or activities, registers of sealed radioactive sources and radiation generators and
inventories of radioactive waste and disused radioactive sources.

Regulatory activities (authorization, review and assessment, inspection, and enforcement)

The NNRA has established requirements for notification and authorization of facilities and
activities. Authorizations are issued for the different stages in the lifetime of a facility or the
duration of an activity, following a graded approach. There exist requirements in place to
ensure the competence of individuals having responsibilities for the safety of authorized
facilities and activities. The import and export of radioactive sources require authorization by
NNRA. The NNRA has issued guidance on format and content of documents to be submitted
by applicants for an authorization. As part of the authorization process, the applicants are
required to submit an adequate demonstration of safety with their application.

The NNRA reviews and assesses relevant information to determine whether facilities and
activities comply with regulatory requirements and the conditions specified in the
authorization, including the safety assessment of facilities and activities.

Inspections of facilities and activities are performed by NNRA to verify that the authorized
party follows the regulatory requirements and complies with the conditions specified in the
authorization. An inspection program is implemented every year by NNRA in accordance with
a graded approach. Based on the inspection results, NNRA can take appropriate action,
including enforcement actions when necessary.

The NNRA enforcement policy document establishes provisions for enforcement, ensuring
that enforcement actions taken in response to non-compliances are commensurate with the
significance for safety of the non-compliance, in accordance with a graded approach.

Regulations and guides

The NNRA has the responsibility for issuing regulations and preparing guidance on
implementation of the regulations. Regulations and regulatory documents in place address
exemption and clearance, occupational exposure control, protection in medical exposures, in
particular patient protection, protection of the members of the public, waste management,
transport of radioactive material and emergency preparedness and response

Radiation protection infrastructure

Radiation protection in occupational exposure
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The government of Nigeria has established and maintained a legal and regulatory framework
specific for the control of occupational exposure. The Act establishes the responsibilities of
employers, registrants and licensees with regard to application of requirements for
occupational exposure. Responsibilities of workers are established and dose limits in
agreement with GSR Part 3 have been set. Provisions for designation of controlled and
supervised areas exist in regulation. However, during the visits to hospitals it was observed
that, although radiation warning signs are used in areas where radiation is in use, controlled
and supervised zones are not adequately identified and signalized Regulations establish
provisions for the protection of pregnant or breast-feeding female workers. All visited facilities
have a radiation protection programme approved by NNRA as part of the documentation
prepared for obtaining the authorization. A radiation protection officer is officially appointed in
each service of the visited institution, in accordance with existing regulations.

Regulations require authorized parties to implement a programme of monitoring of
occupational exposure through contracting services of external individual dosimetry. However,
in some areas of visited medical facilities occupationally exposed workers are not covered by
any services of individual monitoring of external exposure and in the areas that are covered
by services of personal dosimetry it was observed a non-systematic use of personal
dosimeters. Reports on individual monitoring results are kept in the institutions. During the
visits performed it was observed that in some facilities the occupationally exposed workers
are not covered by any service of personal dosimetry. Services of internal dosimetry,
extremities and lens of the eye are not provided in Nigeria.

Radiation protection in medical exposure

National regulations include requirements for radiation protection in medical exposure that are
in compliance with GSR Part 3. Responsibilities for the control of medical exposure are well
defined in regulations and provisions for justification and optimization of medical exposures
are in place. Regulations establish provisions for the protection of pregnant or breast-feeding
female patients.

Visited institutions include in their staff medical physicists. NNRA has established a process
for the recognition of medical physicists.

Regulations include provisions for the establishment of reference levels for diagnostic
procedures and interventional radiology. However, DRL values have not been defined yet.

Radiation protection in public exposure

Requirements for the protection of the public, in compliance with GSR Part 3, are included in
national regulations. Assessment of public exposures is required as part of the safety
assessment to be prepared for authorization applications. All medical services visited showed
an adequate management of generated or stored waste and disused sources.

Findings

1. Services of extremity and internal dosimetry for the control of individual doses are not
available to workers requiring them.

2. In some areas of visited medical facilities occupationally exposed workers are not
covered by any services of individual monitoring of external exposure. In those areas
covered by services of personal dosimetry it was observed a non-systematic use of
personal dosimeters.
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3. Radiation warning signs are used in areas where radiation is in use, but control and

supervised zones are not adequately identified and signalized.

4. Diagnostic reference levels have not been developed yet.

Recommendations

1.

The Government of Nigeria should ensure the availability of technical services of
extremity and internal dosimetry to occupationally exposed workers that handle
unsealed radioactive sources.

Basis: GSR Part 1 (Rev. 1), Requirement 13.

The NNRA should ensure that all occupationally exposed workers are provided with
a service of monitoring of external exposure, and that personal dosimeters are used
adequately in accordance with national regulations.

Basis: GSR Part 3, Requirement 20.

The NNRA should ensure that, together with radiation warning signs in areas where
radiation is in use, control and supervised zones are adequately identified and
signalized.

Basis: GSR Part 3, Requirement 24.
The Government of Nigeria should ensure that diagnostic reference levels,
adequate to national situation of services and equipment, are developed and

implemented.
Basis: GSR Part 3, Requirement 34, para.3.148.
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2.12. RADIOACTIVE MATERIAL SECURITY CONSIDERATIONS

The security of radioactive material in healthcare settings in Nigeria is a critical component of
the country's nuclear regulatory framework as it aims to prevent unauthorized access, theft,
or misuse of these materials. The Nigerian Nuclear Regulatory Authority Act (NNRA Act) No.
19 of 1995 established the Nigerian Nuclear Regulatory Authority (NNRA) as the primary body
responsible for overseeing nuclear safety, security, and safeguards. The NNRA enforces
licensing, inspections, and compliance. It requires healthcare facilities to ensure the safe and
secure use of radioactive materials.

In December 2010, Nigeria approved the Integrated Nuclear Security Sustainability Plan
(INSSP) with the IAEA Division of Nuclear Security (NSNS). The plan was reviewed in Vienna
in March 2016, and again in Abuja in April 2019. This review resulted in an updated INSSP
and an implementation plan for 2019-2021. To evaluate progress and identify further actions,
the IAEA conducted an INSSP review mission in March 2025.

Nigeria is a party to the IAEA Convention on the Physical Protection of Nuclear Material and
its Amendment. The country has also expressed its commitment to the IAEA Code of Conduct
on the Safety and Security of Radioactive Sources and its supplementary guidance on
managing disused radioactive sources. The process towards endorsing the IAEA’s
supplementary guidance on the import and export of radioactive sources is also currently
underway.

Nigeria benefits from several IAEA projects aimed at enhancing nuclear security. These
include the Sustainable Management of Disused Sealed Radioactive Sources in Africa
(DSRS) project, and the Regulatory Infrastructure Development Project (RIDP), Phase II.
These projects help countries build or improve their regulatory infrastructure for radiation
safety and security. They include expert missions, regional and national training programs,
and advisory services to strengthen regulatory frameworks and build regulatory competencies.

In July 2023, Nigeria hosted its first International Physical Protection Advisory Service (IPPAS)
mission from the IAEA. This resulted in valuable recommendations and an action plan for
enhancing nuclear security. Through ongoing collaboration and shared expertise, Nigeria and
the IAEA are committed to reinforcing an effective nuclear security regime in the country. This
joint commitment underscores the importance of ensuring a robust framework for the safe and
secure handling of radioactive material and fostering international cooperation.
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imPACT review — Nigeria
In-country mission agenda

14-24 October 2024

Group A (Ibadan and Sokoto)

A1 IEX: Haskins, Grover, Zerquera, Nyabanda, Ntizimara, Ntama

A1 NFT: Usman Malami, Akinola, Adenipekun, Sani Malami, Lasehikan
A2 IEX: Singh, Mwanahamuntu, Nyangasi (17-19 Oct only)

A2 NFT: Shinkafi-Bagudu, Alade, Chris

Group B (Lagos and Benin)

B1 IEX: Karagu, Vanderpuye, Diomande, Bouyoucef, Hessissen, Chokunonga
B1 NFT: Bisalla, Ekanem, Ezeome, Ali-Gombe, Elebute-Odunsi

B2 IEX: Dille, Mushininga

B2 NFT: Waziri, Adeyemi, Alhassan

WHO (WHO Regional Office, WRO;
WHO Country Office, WCO)

Date/Time Meeting Participants Logistics
Sunday, 13 October
Arrival of international expert team (IEX) in Abuja Airport transfers arranged by
NICRAT
Reiz Continental Hotel
18:00 - 20:00 Initial planning meeting with international expert team; IAEA imPACT coordinators (PPOs); | Reiz Continental Hotel conference
agenda review International expert team (IEX); room

Monday, 14 October

09:30 - 10:00 Courtesy visit to NICRAT PPOs, WHO, FP (imPACT focal

point), IEX

NICRAT Office
Leave the hotel at 09:00
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10:30-11:00 Security briefing by UNDSS PPOs, WHO, IEX UNDSS office
11:00-11:45 Briefing with WHO Representative or senior leadership PPOs, WHO, FP (imPACT focal WHO Country Office
point), IEX
12:00- 13:00 Courtesy visit to IAEA National Liaison Officer (NLO) office | Haskins, FP, NLO, NLA, Zerquera, Nigeria Atomic Energy
Grover, Bouyoucef, Nyabanda Commission
12:00-13:00 Meeting with National Health Insurance Authority (NHIA) | Karagu, WHO, NFT (national focal NHIA
team), Singh, Mwanahamuntu,
Mushininga, Ntizimira, Ntama,
Vanderpuye, Diomande,
Chokunonga, Hessissen
13:00 - 14:00 Lunch break
14:00—-15:00 Meeting with NNRA Haskins, FP, NLO, NLA, Zerquera, NNRA
Grover, Bouyoucef, Nyabanda
14:00-15:00 Meeting with National Primary Health Care Development | Karagu, WHO, NFT (national focal NPHCDA
Agency (NPHCDA) team), Singh, Mwanahamuntu,
Mushininga, Ntizimira, Ntama,
Vanderpuye, Diomande,
Chokunonga, Hessissen
15:00-16:00 Meeting with MOH Departments (Health Services; PPOs, WHO, FP, IEX, NFT (national | FMOHSW
National cancer control desk; non-communicable disease | focal team)
unit; health promotion and immunization unit; Family
health and Public health departments)
16:00-17:00 Briefing with Minister of Health PPOs, WHO, FP, IEX, NFT (national | FMOHSW
focal team), NLO
Tuesday, 15 October
10:00-11:30 Group A: Virtual meetings with Ibadan stakeholders: A1 IEX: Haskins, Grover, Zerquera, | Hotel late check-out required
Nyabanda, Ntizimara, Ntama
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Al and A2: Meeting with State Ministry of Health; other Al NFT: Usman Malami, Akinola,
State government (e.g. Finance, Education etc.) Adenipekun, Sani Malami,
Lasebikan
A2 IEX: Singh, Mwanahamuntu,
Nyangasi (17-19 Oct only)
A2 NFT: Shinkafi-Bagudu, Alade,
Chris
11:30-12:00 UNDSS security briefing for Lagos, Ibadan and Benin
(virtual)
12:00-13:00 Lunch break
15:55-16:55 Group A flight Abuja to Ibadan Leave hotel at 14:00
P47231 150CT ABV IBA 1555 1655 IEX to leave big baggage at secure
location in Abuja; take just carry-
on luggage for regional visits.
Check-in to Golden Tulip Hotel,
Ibadan
08:30-09:50 Group B: flight from Abuja to Lagos B1 IEX: Karagu, Vanderpuye, Leave hotel at 6:00am
P47121 150CT ABV LOS 0830 0950 Diomande, Bouyoucef, Hessissen, | gy 11 |eave big baggage at secure
Chokunonga location in Abuja; take just carry-
B1 NFT: Bisalla, Ekanem, Ezeome, on luggage for regional visits.
Ali-Gombe, Elebute-Odunsi
B2 IEX: Dille, Mushininga
B2 NFT: Waziri, Adeyemi, Alhassan
11:30-12:00 UNDSS Security Briefing for Lagos, Ibadan and Benin Check-in at Sheraton Hotel, Lagos
(virtual)
12:00-13:00 Lunch break
13:30-14:30 Group B1: Randle General Hospital, Surulere

149



i v g $ - ’$| International Agency for Research on Cancer
_ B bt @ ! ¥ ’
World Health Ql" “dk orid Health
Organization 1.A E.A 8.7 Organization
Group B2: Akerele Primary healthcare centre Surulere
15:00-17:30 Afternoon:
Group B1: NSIA-LUTH Cancer Centre (NLCC), Visit to LUTH
cancer registry
Group B2: meeting with State Ministry of Health
Wednesday, 16 October
9:00-12:00 Group A remains in Ibadan
Group Al: University College hospital UCH Ibadan
Group A2: Idi Ogungun PHC Centre (9-10:30)
Group A2: Meetings with State government (10:45-12:00)
12:00-13:00 Lunch break
13:00 —15:00 Group A: Ibadan “Town hall” with regional stakeholders Town hall meeting at Prof Adeoyo
Adebo Hall UCH Ibadan
17:25-18:25 Group A afternoon flight from Ibadan to Abuja Leave for airport at 15:30
P47232 IBA ABV 1725-1825 Check-in at Reiz Continental hotel
09:00-12:30 Group B remains in Lagos
Group B1: Private Facility Visit Marcelle Ruth Cancer
Centre (MRCC)
ME-Cure (Bouyoucef, NFT member)
Group B2: Oriyanrin primary health care centre, Victoria
Island (09:00-10:30)
Group B2: Meetings with additional State government
(e.g. Finance, Education etc.) (11:00-12:30)
12:30-13:30 Lunch break
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14:00—-17:00 Group B: Lagos “Town hall” with regional stakeholders, Town hall meeting at NLCC
including university leadership (University of Lagos, Lagos conference room
state university, Covenant University, Babcock university)
18:00-19:00 IEX team debriefings in respective locations, evening Group A: Reiz Continental Abuja
Group B: Sheraton Hotel, Lagos
Thursday, 17 October
12:05-13:15 Group A flight from Abuja to Sokoto Group A, including Nyangasi Leave from hotel at 10:00am
(AERO Contractors 12:05-13:15)
14:00—15:00 Lunch break Check in to Dankani Guest Palace,
Sokoto
15:00—-15:30 UNDSS security hriefing, Sokoto Virtual
15:30-17:30 Group Al: Usmanu Danfodiyo University Teaching
Hospital (UDUTH)
Group A2: Meeting with State Ministry of Health
10:00-12:00 Group B: VIRTUAL MEETINGS with Benin stakeholders: Late check-out from Lagos hotel
Group B1: Edo State Specialist Hospital required
Group B2: Meeting with State Ministry of Health OR
meetings with other State Ministries (Finance, Education,
Primary Healthcare Agencies etc.)
12:00-13:00 Lunch break
15:20-16:20 Group B flight Lagos to Benin Leave hotel at 13:00
P47170 170CT LOS BNl 1520 1620 Check in at Edo Heritage Hotel,
Benin

Friday, 18 October

09:00-12:30

Group A remains in Sokoto
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: State Specialist Hospital Sokoto (9:00-10:30)

Team A2: Gwiwa primary Healthcare centre in Sokoto
{(9:00-10:30)

Team A1/A2: Meetings with other State government (e.g.
Finance, Education) (10:30-12:30)

12:30-13:30

Lunch break

14:00-17:00

Group A: Sokoto “town hall” with regional stakeholders,
Usmanu Danfodio University

Town hall meeting at UDUTH New
Multipurpose hall

09:00-12:30

Group B remains in Benin Group B1: University of Benin
Teaching Hospital (UBTH)

Group B2: Oredo primary healthcare centre in Benin
{09:00-10:30)

Group B2: Meeting with State Ministry of Health or
meetings with other State Ministries (Finance, Educatin,
Primary Healthcare Agencies etc. (11:00 -12:30)

12:30-13:30

Lunch break

14:00-17:00

IJJ'

Group B: Benin “town hal
University of Benin

with regional stakeholders,

Town hall meeting at UBTH
Tetfund Hall

Saturday, 19 October

13:45 —14:55

Group A: Flight from Sokoto to Abuja
(AERO Contractors 13:45-14:55)

Leave hotel at 11:45

12:30-13:30

Group B: Flight from Benin to Abuja
P47171 190CT BNI ABVY 1230 1330

Leave hotel at 10:30

17:00 —19:00

IEX team debriefing and updating preliminary draft of
imPACT review report; prepare presentations for
validation workshop

PPOs, WHO, IEX

Reiz Continental Hotel conference
room
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Sunday, 20 October

Rest day

Monday, 21 Octobe

r

09:00-12:30

Group A and B remain in Abuja

Group A1/B1: National Hospital Abuja (NHA); Visit to
Abuja cancer registry, Federal Medical Centre (FMC) Jabi

Group A2/B2: Area 2 health care centre;

And Mabushi primary Health care centre

Al IEX: Zerquera, Nyabanda,
Ntizimara, Ntama, Edwerd

Al NFT: Usman Malami, Akinola,
Adenipekun, Sani Malami,
Lasebikan

A2 IEX: Haskins, Singh,
Mwanahamuntu,

A2 NFT: Shinkafi-Bagudu, Alade,
Chris

B1 IEX: Karagu, Vanderpuye,
Diomande, Bouyoucef, Hessissen,
Chokunonga

B1 NFT: Bisalla, Ekanem, Ezeome,
Ali-Gombe, Elebute-Odunsi

B2 IEX: Dille, Mushininga
B2 NFT: Waziri, Adeyemi, Alhassan

12:30-13:30

Lunch break

13:30-17:30

Group A1/B1: Visit to private diagnostic centre:
MEDICAID (13:30-14:30)

Group A1/B1: Asokoro General Hospital (15:00 -16:00)
Group A1/B1: African centre of excellence (16:30-17:00)

153



@)

World Health
Organization

&

IAEA

| .
::.ﬂ} International Agency for Research on Cancer

§ 2% World Health
;j_"___' Organization

Group A2/B2: Additional meetings with MoH, other
Ministries as needed (Ministry of finance, education,
environment, research etc.)

Tuesday, 22 October

09:00 —-12:30

Abuja “town hall” with regional stakeholders

Objective: Abuja cancer control stakeholders to present
on current cancer control activities; facilitated discussion
between stakeholders and imPACT team.

C/Can

Universities: University of Abuja, Baze university, Nile
University, Abdulkadir Kure University Minna

CS0: NCS, 3AM Foundation, Nest of Hope, MEDICAID
foundation, Network of people impacted with cancer
(NEPICIN), Journalists against cancer, Call of cancer
foundation, Okapi Children Cancer Foundation,
Leukaemia plus Initiative, ECCNI

Medical Associations: ARCON, NAMP, ONCOPAN, ONS,
THERAPY RADIOGRPHERS ASSOCIATION, GOSON, SOGON,
The Nigerian Society for Colposcopy and cervical
pathology, SOGHIN, NISPO, WADIAP

Departments of Ministry of Health: DHS, Cancer Control
Desks

Research Groups: Sydani group; Syndicate Bio

IAEA, WHO, IEX, FP, NFT and
invited stakeholders

Reiz Continental Hotel conference
hall

12:30 -13:30

Lunch break

13:30-17:30

Validation workshop: Road map for cancer control in
Nigeria

IAEA, WHO, IEX, NFT, NICRAT,
FMOH&SW, NNRA, NAEC, NHIA,
NPHCDA, NSIA Medserve

Reiz Continental Hotel conference
room
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Objective: imPACT team presents preliminary findings
and recommendations, for feedback and discussion with
national focal team and key stakeholders
Wednesday, 23 October
09:30-12:00 IEX team debrief; consultations with Technical Officers Haskins, WRO, IEX, WCO Reiz Continental Hotel conference
room
09:00-09:30 High-level meeting (AfDB) DIR-PACT, FP, Edwerd AfDB
10:00 - 10:30 High-level meeting (NSIA) DIR-PACT, FP, Edwerd NSIA
10:30-11:00 WR debrief Karagu, WCO UN House
11:00-11:30 High-level meeting (Afrexim Bank) DIR-PACT, FP, Edwerd Afrexim Bank
12:00-12:30 Lunch break
14:00 - 14:30 High-level meeting (World Bank) DIR-PACT, FP, Edwerd World Bank
14:00 - 16:00 Preparations for debriefing with Minister of Health IAEA, WHO, IEX Transcorp Hilton
17:00 —18:00 Debriefing Minister of Health IAEA, WHO, IEX, FP, NFT, NLO FMOHSW
Thursday, 24 October
09:30-12:30 Finalisation of first draft of imPACT review report IAEA, WHO, IEX Reiz Continental Hotel conference
room
12:30-13:30 Lunch break
13:30-17:00 Finalisation of first draft of imPACT review report I1AEA, WHO, IEX Reiz Continental Hotel conference
room
Friday, 25 October
IEX team departs Abuja NICRAT arranging airport
transfers
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ANNEX 2: CANCER UNITS OR CENTRES VISITED?38
Federal Medical Centre (FMC) Jabi

FMC is a federal government hospital that was started in 2013 with a 300 in-patient bed
capacity.

Laboratory and Pathology

There is an issue of space dedicated for the laboratory. A new building has been constructed
and will receive the laboratory in the coming months. Currently, there are 4 pathologists, 9
laboratory scientists, 6 laboratory technicians/assistants. Routine histopathology, cytology and
IHC for breast are done. Other tests are referred to Lab Network Pathologists or to Lagos. No
frozen sections are done due to lack of space and personnel. Online projection of slides is
used for telepathology diagnosis. MDTs are done online. Approximately 130 histology
diagnosis are done per month with manual procedures. The technical and gross room is not
secure (no retrieval of toxic vapours). The turnaround time is 3 to 14 days or more.

NB: the other labs were not visited because of lack of time.
Diagnostic Imaging

There is one CT 16 slice Philips machine, one conventional X-ray machine, two Mindray
ultrasound machines, and fluoroscopy machine. There is one C-arm Image Intensifier
machine for theatre. There is no PACS system.

The hospital has three radiologists, eight radiographers, one biomedical engineer, one
medical physicist, and a radiation safety officer. The personnel wear dosimeters that are read
regularly except when they go for reading.

The CT workload is 10 patients a day, and the turnaround time for reporting is 24 hours.
Conventional X-rays are an average of 30 cases per day. Ultrasound examinations between
20-25 patients per day. Fluoroscopy examinations are 5 per day. Endoscopy has an average
of 10 cases per day that include upper and lower gastrointestinal examinations.

238 The term cancer centre broadly covers three types of establishment treating patients with cancer, as defined in
high-income settings:

» Cancer units are usually dedicated cancer wards within the general hospital setting, including nursing homes
and hospices, particularly in low-income and middle-income countries (LMICs)

» Cancer centres are dedicated multispecialty centres that can be stand alone or part of a general hospital complex,
including site-specific cancer centres (eg, haemato-oncology, breast, radiotherapy, hepato-pancreato-biliary, and
palliative) often referred to as secondary or district cancer centres (as seen in most National Health Service
hospitals in the UK)

* Comprehensive cancer centres are the highest tier and cover multidisciplinary centres that might be stand alone
or part of general hospital complexes. These centres deliver not only the full range of cancer care, but also
prevention, research, training, and education locoregionally or nationally and are often subject to national and
international accreditation processes (eg, National Cancer Institute accreditation in the USA or Organisation of
European Cancer Institute accreditation across Europe).

Sirohi B. et al. Developing institutions for cancer care in low-income and middle-income countries: from cancer
units to comprehensive cancer centres, Lancet Oncol. 2018; 19:¢395-406.



Surgical oncology

It is a newly built tertiary hospital with a well organised surgical department. It has almost all
organ specialists with each organ specialist performing surgery on the different cancers
according to their specialties. There is no surgical oncologist available in this hospital, there is
a general surgical consultant present who carries out consultations and different surgical
procedures.

Medical Oncology

The hospital is served by 2 clinical oncologists supported by medical officers. 2 pharmacists
with oncology training and 4 nurses. There is no biosafety cabinet, no separate room for drug
constitution, drugs mixed by pharmacist at patient bed side. No training program yet. One
consulting room is shared with palliative care, only 3 clinics per week. Well-integrated palliative
care service. Patient flow is hampered by wards which are far apart. MDT is highly integrated
with social workers, nutritionist, cardiologist held weekly. It reviews all cancer patients and
includes breast oncology, paediatric, and urology team. Approximately 15-20 patients are
treated with systemic therapy per day. Emergencies are admitted and managed by an
internist. NCCN SSA guidelines are used. Some patients benefit from access programs;
others pay out of pocket. Stockouts appear to be a major challenge.

Radiation Oncology not available, patients referred to Abuja National Hospital.
Paediatric Oncology (Information not available)

Palliative Care and Survivorship

One of the major hospitals in Abuja offers a range of medical specialties but lacks a dedicated
palliative care program. Currently, identified palliative care cases are managed by a general
practitioner and 2 nurses, a social worker with palliative care training however, implementing
a formal program within the hospital remains a challenge. Opioids are available and accessible
in the hospital.

Survivorship (Information not available)

Marcelle Ruth Cancer Centre (MRCC), Lagos

MRCC is a 17-bed specialist, private comprehensive cancer centre that has been operational
since December 2020 and located in Lagos City. The centre receives referrals from all over
the country as well as patients from the greater West African region.

Cancer Registry

The facility has plans to establish a hospital-based cancer registry. At present the Centre does
not contribute data to any on the existing surveillance systems. The Centre uses EMR for
records management.

Pathology Laboratory

MRCC has a laboratory performing haematology and chemical pathology tests for patients
under treatment for cancer. Morphological analyses of blood samples are done in situ but
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specialized techniques like flow cytometry are referred to the UK. Histopathology samples are
referred to LUTH, Kenya Lancet or the UK. The laboratory has an electronic medical recording
system. MDTs are organised every Thursday in conjunction with UK, the USA and Canada.

Diagnostic Imaging

The diagnostic imaging department is well equipped with modern technology and state-of-the-
art machines to provide the following services: digital X-ray, three-dimensional (3-D)
ultrasound, 3-D mammography and CT and CT-simulation (for radiation oncology treatment).

There are two digital X-Ray machines, two ultrasonography (3-D) machines, one digital 3-D
mammography unit, and one CT (64 slice) CT machine. Two radiologists, and three
radiographers are working in this department. Cancer diagnostic indications represent 7% of
all indications. Abdominal masses constitute the most common referrals for ultrasonography,
meanwhile lung and cervical tumours and lymphomas constitute the most common indications
for X-Ray and CT scan. Diagnostic and screening mammography is done. Patients pay out of
pocket for examinations. The personal dosimeters were visible in all staffs exposed in radiation
medicine. Quality Control and Quality assurance are well implemented.

Medical Oncology

MRCC has a comprehensive hospital for managing cancer including 17 inpatient beds. It uses
electronic medical records only and has MDT twice a week with international partners. It has
an average patient flow of 100 new patients a month and has treated over 4000 patients in
the past 4 years. It has enrolled a private insurance company to assist in financing. There are
part-time and full-time staff. A chemo suite and biosafety cabinet are available. ChemoSafe
practices and SOPs are up to date. It staffs the full complement of nurses and pharmacists
who are trained online with the Royal Marsden. A fully trained oncology nurse recently left but
ensured processes were up to date. There is no medical oncologist but 2 full time clinical
oncologists, 2 full time haematologist and 2 part time, and 4 residents at part one level for
residency training. The maximum intake for outpatient chemotherapy is five a day to avoid
mishaps. Patients pay fully out of pocket unless enrolled in private insurance. Patients come
from the subregion and sometimes form Europe or US. There is a dedicated research unit
enrolling in international collaborative trials including genetic studies. It has a survivorship and
navigator program.

Radiation Oncology

External beam radiotherapy by 3D, VMAT, IMRT delivered by a TRUE BEAM linear
accelerator. CT simulator on site is used for diagnosis. There are 4 RTTs and 2 medical
physicists. An external radiation oncologist from the US reviews all plans with clinical
oncologist and there is weekly clinical Q/A. Data not available on what guideline is used by
the facility. Junior residents are enrolled to train on the state-of-the-art equipment in
partnership with the West African College of Surgeons. 45-50 patients are treated daily with
less than a week of down time about 2-3 times per year. There is a separate room for treatment
reviews There is a plan to acquire a brachytherapy unit, with a bunker already constructed.
Patients requiring brachytherapy services are referred to NSIA LUTH. There is a negotiated
maintenance contract in local currency.
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Surgery Marcelle Ruth Cancer Centre (MRCC), Lagos is private cancer center that fucuses
more on radiation oncology. The center has no cerftified surgical oncology but there is a
general surgeon.

Paediatric Oncology

At the Marcelle Ruth Centre, paediatric oncology care is managed on a case-by-case basis.
When a child with cancer is admitted, a paediatric oncologist from the public sector (LUTH
probably) is mobilized and provides treatment on-site. The oncologist handles the case directly
at the centre, coordinating the necessary care for the child.

The estimated volume is a maximum of 10 children per year. This approach is not formalized
in a dedicated paediatric oncology program at the moment.

Palliative Care and survivorship (facility not visited)

National Hospital Abuja (NHA)

This is a 400-bed hospital established by Act 36 of 1999, initially as a National Hospital for
women and Children (NHWC) but expanded in 2000 to become a national hospital providing
specialist services in all areas of medicine. In 2011, it was transferred from the Presidency to
the Federal Ministry of Health where it is currently domiciled.

Pathology Laboratory

2 of the 3 pathologists have left the country. Immunohistochemistry is automated and done for
breast cancers and lymphomas. The turnaround time is 2 to 15 days for routine histopathology
and 5 to 7 days for IHC. EGFR testing is done through a partnership with Astra Zeneca.
Molecular biology (NGS) is referred to private institutions like Covenant University, Redeem
University or to the USA (Maryland). 3 frozen sections are done per month. The grossing room
is small and needs to be secured. There is a functional autopsy theatre. MDTs are done online
every Tuesday and once per month for breast cancer. There is an EQA system.

Haematology: There are 8 hematopathology, 10 Ilab scientists and 8 lab
technicians/assistants. Routine tests and tumour markers are available.

Chemical pathology: 100 tests are performed per day with a Cobas 310 from Roche. The
turnaround time is 24hrs. EQA are done through UK NEQAS.

NB: All the laboratories raised the issue of the high cost of maintenance.
Diagnostic Imaging
The hospital conducts regular breast MDTs.

The radiology department has 10 radiologists and 23 radiographers. There are three
biomedical engineers attached to the department, five radiology nurses, one medical physicist,
and a radiation safety officer. There are 13 resident radiologists. There is no subspeciality
training within the hospital. The personnel wear dosimeters that are read regularly except
when they go for reading.

There are three MRI machines in the department — 1.5T Philips MRI, 0.35T Siemens machine,
and 0.2T GE machine. All the MRI machines are not working. The 1.5T Philips machine is in
the process of being repaired. There are two CT scan machines in the department. Toshiba
Aquilion 160 Slice CT machine that is currently being installed, and Toshiba Aquilion 32 Slice
CT that is working. An average of 15 CT scan examinations are done per day and reported
within 24 hours. There are two mammography units in the department. One is a digital
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Mammomat mammography machine, and the other one is a manual machine. Five
mammogram examinations are done per day and reported the same day. There are four
ultrasound machines in the hospital, two in the main department, one at the intervention room,
and one at the emergency area. There are three digital conventional X-ray machines, one in
the emergency area and two within the radiology department. The fluoroscopy machine is not
working. Nonvascular Interventional radiology is done by ultrasound about 12-15 per week,
and CT guided biopsies or fluid drainage about 3-5 per week. The endoscopy unit is working
with 10-12 patients done twice in a week. The PACS system is present but not robust. There
are standardized protocols for conducting CT exams, however there is no structures reporting.

Challenges: Many radiographers are leaving the hospital to seek employment elsewhere,
leading to brain drain. There is equipment downtime because of lack of service contract
agreements. There are no fellowship programs within the hospital. Patients co-pay for the
radiology services offered.

Surgical oncology

NHA is a well organised hospital with medical, radiation oncologist and pathologist. It is a
tertiary hospital, having all the components of surgery, but no surgical oncologist. The MDT
holds weekly meetings with the participation of all specialists.

Medical Oncology

There are 9 clinical oncologists, 15 residents, 15 medical physicists, 26 oncology nurses, and
4 oncology pharmacists. This facility houses the only oncology nursing diploma course
available in the country. It is run by 2 fully trained oncology nurses who studied for 2 years as
a top up from the University of Rwanda, however one recently retired. There are plans to
expand training to fellowship level with the university credentials.

This institution is part of the ChemoSafe pilot with secluded and antimicrobial 2 biosafety
cabinets and a pharmacist using PPE. The nurses did not wear PPE while administering the
chemotherapy. There is a dedicated patient navigation program sponsored by ROCHE, which
has positively impacted patient adherence rates. An average of 70-90 patients are treated per
day in several chemotherapy suites with chairs and convertible beds. Of note, there were
several fridges stocked with labelled drugs brought in by patients. Concerning is the origin,
storage compliance and public exposure to these drugs. The high drug stock out rates and
limited systemic therapy options in the hospital pharmacy may be reasons for this poor
practice.

Outside of the oncology unit general and site-specific surgeons as well as family physicians
are engaged in the management of systemic chemotherapy including prescriptions, without
consultation from an oncologist. Access to quality diagnostics is a gap filled by non-regulated
private institutions leading to disparate results affecting management options for patients. The
EMR has functional challenges, with frequent computer crashes or changes in contract. There
are few research activities domiciled here. There is a general sense of helplessness in regard
to high taxes placed on clinical trial drugs imported into the country, limiting quality and
research capabilities. MDTs are held weekly including a virtual option for breast cancer only,
and occasionally Gl malignancies. Human resource constraints limit the scope of other site-
specific MDTs.

Haematology oncology staffing is 4 consultants and 4 residents. There are regular MDTs with
the pathology department, surgeons and oncologists, the latter when necessary. High burn
out rate and limited drugs on access programs

Radiation Oncology

Approximately 100 patients are seen per day for treatment, but few are enrolled in the Cancer
Health Fund, with the majority paying out of pocket.
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NHA currently has 3 linear accelerators supplied by Elekta of which 2 are functioning.
Techniques of delivery are 3D, IMRT. Brachytherapy HDR unit is an old cobalt 60 source past
its half-life of approximately 5 years. The CT Simulator is nonfunctional. Simulations are done
on a conventional CT. Human resource constraints affect flow of care delivery. There is a
mould room for electron cut out functioning with the majority of prescriptions normalized at the
90% isodose.

The brachytherapy suite is situated in a conventional CT scan unit and can only treat 2-3
patients per day, with times over an hour leading to patient movements during treatment as
observed. Waiting time for brachytherapy are not untowardly prolonged in spite of existing

gaps.
There is no clinical Q/A meeting for new patients.

This institution is geared for an upgrade under the Private partnership scheme.
Paediatric Oncology

NHA operates a six-bed paediatric oncology (PO) unit within its paediatric ward, with beds that
are not separated and no dedicated day hospital. Annually, around 30 paediatric patients are
treated, with the most common cancer types being acute leukaemia, Hodgkin lymphoma,
primitive neuroectodermal tumours (PNET), nephroblastoma, retinoblastoma (RB), and
neuroblastoma; Burkitt ymphoma (BL) cases have decreased. Patient records are maintained
electronically, and the team includes two paediatric oncologists with informal training. Junior
nurses, who rotate through general paediatrics, handle care in eight-hour shifts, with one nurse
per shift dedicated to paediatric oncology under the stable guidance of a senior head nurse.

Diagnostic services include access to bone marrow studies, MRI, tumour markers, and radio
guided biopsies, though immunophenotyping is not available, and pathology turnaround
averages 15 days. Chemotherapy is available but financially inaccessible for many, and it is
prepared by the physician. Paediatric, orthopaedic, and neurosurgical services are available
on-site, and radiation therapy is accessible. Supportive care resources include liquid morphine
and blood products, although blood products are often unaffordable, and palliative care
remains informal.

Multidisciplinary team (MDT) meetings are not held regularly for paediatric oncology;
paediatric cases are reviewed in adult MDT meetings upon request. The hospital follows the
SIOP PODC-ATR protocol for ALL and the SIOP strategy with upfront chemotherapy for
nephroblastoma, with no conservative options for retinoblastoma treatment. Financial support
is available through the National Health Insurance Scheme and local NGOs such as OKAPI
and Lions Club. The hospital building is outdated, necessitating renovations.

Palliative Care

NHA does not have a palliative care program or dedicated beds for complex cases. An
anesthesiologist trained in palliative care at Lakeshore, Lagos, offers support during her free
time. Cases are typically managed at home or referred to private hospitals if families can afford

them. There is no multidisciplinary palliative care team in place. However, opioids are available
and accessible within the hospital.

Survivorship (information not available)
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NSIA-LUTH Cancer Centre (NLCC), Lagos

NLCC was established in 2019 following a public-private partnership between the Nigeria
Sovereign Investment Authority (NSIA) and the Lagos University Teaching Hospital (LUTH).
Located at Idiaraba, Lagos, the center serves as a referral facility for Lagos and neighbouring
states in southwestern Nigeria.

LUTH Cancer Registry

The registry did not submit the imPACT review self-assessment questionnaire. It was
established in 1998 as a hospital-based registry. It is housed in a large room which also
houses another unit. The office space is not adequate or secure.

The registry is directed by a Pathologist. It has a staff compliment of 3 full-time data collectors
who are also responsible for coding and data entry.

The registry equipment comprises 2 old desktop computers, a laptop and printer. The
CanReg5 Software is installed on both computers, but they have different databases. A quick
analysis of the data showed that data entry was behind.

Diagnostic Imaging

Diagnostics are a problem with limited nuclear medicine and immunohistochemistry facilities.
NLCC includes two big department of Radiation medicine: Medical imaging and radiation
oncology. Both are managed in a Public Private Partnership between LUTH and NSIA (Nigeria
Sovereign Investment Authority). For medical services, patients are paying out-of-pocket and
may be refunded by their personal insurance company.

The diagnostic imaging department at LUTH is big and has several specialised units in
Paediatric Imaging, Women imaging, Adult Chest, Central Nervous System, Muscular Skeletal
System, Peripheral Vascular Doppler Studies and Nonvascular Interventional Radiology.
There are six radiologists, and eight radiographers working in the department.

Several equipment are operating within this department as follows: Three ultrasound
machines, digital and conventional radiography, one digital Mammography, one computed
tomography (128 slice) machine, Magnetic Resonance Imaging (1.5 Tesla), Computed
Tomography Angiography suite, fluoroscopy and bone densitometry machines. In total the
department is estimated to have more than a hundred patients a day for all exams. CT scan
and MRI are performed for more than 20 patients a day including emergencies. About 6 to 10
breast mammographies are done each day. Nonvascular Interventional Radiology represents
an average of 5 US biopsies per day and 1-3 CT-guided biopsies or fluid drainages per day.
Staff were seen wearing personal dosimeters.

Haematology
20 000 haematology tests are performed per year including bone marrow analysis.
Chemical pathology

The laboratory has 5 chemical.pathologists, 14 laboratory scientists and 8 laboratory
technicians. There is a quality management system with regular weekly meetings on
Tuesdays. An EQA is done with Australia every three months. 20,000 tests are performed per
year with a turnaround time of 2 hours for emergency patients and 6-8hrs for routine patients.

Pathology Laboratory

The laboratory of anatomical pathology is well-equipped and has personnels comprised of 10
pathologists, 8 laboratory scientists and 2 laboratory technicians. It roughly performs per year
5000 histopathology tests, 6000 cytology tests, 2000 immunohistochemistry tests (mostly for
breast cancers). 1000 frozen sections (intraoperative procedures) are also performed per
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year. The other immunohistochemistry and molecular tests are referred to UK or the USA.
(NB: a pathologist is currently in the USA for training in FISH). The laboratory has a whole
slide imaging system for telepathology. The average turnaround time is 14 days. MDTs are
not regular. The laboratory has a quality management system and participate to EQA with
Pathologists Overseas. CPD is common for pathologists and laboratory personnels.

Medical Oncology

Medical oncology services are delivered by clinical oncologists and an array of residents,
being a training centre for the West African College of Surgeons. Use of EMR is mandatory.
An expatriate nurse with full training was employed from South Africa to supervise oncology
processes and training. There are 10 other nurses and 4 pharmacists. Biosafety cabinets are
installed however nurses were not in PPE. An average of 20-35 patients are treated per day.
There is a 60-bed oncology ward shared with other specialties for emergencies. Drugs are
supplied by competing pharmaceutical companies including generic drug suppliers which
ensures the full complement of oncology drugs needed, with the majority of patients paying
out of pocket. Other than the access program, there are very limited drug stock out periods.
Drug access programs are available for indigent and enrolled patients per specified criteria.
Patients are educated via TV programs, and there is a navigator and survivorship program
run in conjunction with an NGO. Outpatients average 70 patients per day and have a short
waiting period for systemic therapy. MDT is regular with other specialists, led by surgeons who
are responsible for triaging patients. Patients from private facilities are burdened with high
OOP costs for diagnostic tests. In some cases, to avoid patient financial burden, oncologists
do not request some important prognostic tests which guide appropriate care. Follow-up
guidelines are based on NCCN SSA. There are several international collaborative clinical trials
running, and several grants awarded. Impressively, multiple peer reviewed publications have
come from the department.

Radiation Oncology

This unit is set up with a sovereign trust fund managed by the federal government in
partnership with Lagos University Teaching Hospital and considered to be a true proof of
concept for private partnership in delivering care. There is a synchronized power back up
using generators. This results in very short downtime periods. Three machines are available,
2 vital beam and 1 Halycon by Varian through a third party. At the moment, one vital beam
was down awaiting a part for installation. 3D brachytherapy cobalt 60 machine is used.
Techniques of delivery include 3D, VMAT, IMRT. Approximately 50 patients are treated per
machine daily. Even though staff numbers were not provided, there are at least 3 RTTs per
machine. There are 5 medical physicists employed, with about 6 more from other states in
training. The outpatient department sees about 70 patients per day. There is a separate room
for treatment visits. MDT meetings are combined with hospital MDTs, but full constitution is
unclear. There is a sponsored or subsidized accommodation complex for patients who come
from afar. There is a hypo fractionation trial ongoing which involves other African countries, in
partnership with the University of Pennsylvania and John Hopkins. This trial has improved
radiation safety adherence in this radiotherapy facility.

Paediatric Oncology

The Lagos University Teaching Hospital (LUTH) in Lagos has a dedicated paediatric oncology
(PO) ward with separated beds, providing a specialized environment for paediatric cancer
patients. The facility sees approximately 90—100 patients annually, with types of cancer
occurring in the following order of frequency: acute leukaemia, neuroblastoma (NBL),
nephroblastoma, retinoblastoma (RB), rhabdomyosarcoma (RMS), and Burkitt lymphoma
(BL). LUTH’s paediatric oncology unit is supported by 4-6 paediatric oncologists/residents
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and 12 dedicated nurses, with diagnostic tools including bone marrow studies, MRI, tumour
markers, and radio guided biopsies, as well as immunophenotyping.

Treatment options include chemotherapy, although it remains unaffordable for many, and
while biosafety cabinets for chemotherapy preparation are not available, the Hospital offers
paediatric, orthopaedic, and neurosurgery services along with radiation therapy. Supportive
care includes access to liquid morphine, with a palliative care team available. Multidisciplinary
teamwork (MDT) is strong, following adapted protocols like the UKALL for acute lymphoblastic
leukaemia, the SIOP strategy for nephroblastoma, and the LMB protocol for Burkitt lymphoma;
however, conservative treatment for RB is not currently possible. Financial support and
collaboration with the NGO Dorcas help mitigate some barriers, and LUTH has shown
leadership in national oncology efforts, achieving a milestone with its first stem cell transplant
for a sickle cell patient in October.

NSIA-LUTH is currently implementing a paediatric cancer registry, though records are still
paper-based.

Palliative Care and Survivorship (Information not available)

University College Hospital (UCH) Ibadan

The University of Ibadan began in 1948 and remains a premier institution situated in Oyo state,
Southwest of Nigeria. The University College Hospital is a federal teaching hospital
established as an Act of parliament in 1957, and it is attached the University of Ibadan. The
college offers postgraduate and undergraduate studies, and other allied health courses. The
hospital has an in-patient capacity of 1000 beds.

Diagnostic Imaging

Diagnostic services available include: One X-ray machine not working, one portable X-ray
machine not working, four ultrasound machines working, One GE Digital GE Senographe
Pristina mammography machine that is 2yrs old working and performs 10 patients per day.
There is one 64 Slice GE Revolution CT scan machine that is two years old and is working.
The CT scan machine has just finished the two-year warranty period, and the hospital is in the
process of negotiation for service contact and maintenance agreement. The CT workload is
10-12 patients per day. There is a Picture Archival and Communication System (PACS) in
place, and CT images are reported in 48 hours. The MRI machine broke down in 2019 and
has not worked since. There is no fluoroscopy machine. The interventional radiology
department is under construction.

There are five radiologists in the department and 32 radiology residents. Four biomedical
engineers are attached to the radiology department, five radiology nurses. There is no medical
physicist attached to the radiology department.

Medical and Radiation Oncology

UCH has one of the oldest oncology departments in the country. However, it has not had any
operational radiation since 2022. There is 1 functional Co-60 brachytherapy unit. About 1000
patients are seen in oncology a year (down from 5000-6000 a year when radiation was
operational), but all must be referred to Lagos or Abuja (150 km away) if they need
radiotherapy. There are also significant challenges due to reliable electricity access. Several
blackouts occurred during the mission visit. Solar panels and generators are installed but are
insufficient.
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In terms of staffing, there are 7 oncologists, 1 paediatric oncologist, 5 RTTs, 1 physicist and
5-6 oncology nurses. Most of the drugs on the essential medicine list are available, but the
biggest challenge is the cost. Patients have to cover the drugs (chemotherapy and supportive
medications) out of pocket or from the CHF allocation for breast/cervix and prostate cancer
patients.

UCH is also the oldest medical school and residency program in the country. Currently there
are 12 registrars: 3 Junior and 9 Senior. However, they must be sent to Lagos for attachments
since Ibadan has no RT services. There is a medical physics training program in Ibadan
(physics, but not the clinical part). Delays in pathology (turn around ranging from 2 weeks to
2-3 months even up to 6 months) were noted as a major issue for timely treatment initiation.
There are MDTs, but not all patients are reviewed, and they are not called regularly.
Chemotherapy and surgical oncology patients are treated in Ibadan. There is no clear system
for follow-up or patient tracking. There is a database, but the quality and consistency of use
are unclear.

Surgical Oncology

University College Hospital, Ibadan (UCH) has a surgical department with almost all
specialties, with each specialty having its own suite. However, there is no dedicated suite for
surgical oncology. There is a breast oncology unit which holds periodic MDT meetings with 4
breast surgeons. There is a lack of the installation of central line catheter for chemotherapy
due to the absence of trained personnel for its installation. Sentinel node detection frozen
section is done occasionally. Not all malignant tumours are discussed in MDT

Paediatric Oncology

In Ibadan, paediatric oncology care is led by Dr. Brown, the sole paediatric oncologist, who
manages approximately 50 patients annually. Due to staffing limitations, the dedicated
paediatric oncology ward was closed, necessitating the transfer of paediatric oncology
patients to the general paediatrics ward, where they are allocated around five beds.

Palliative Care and Survivorship

University College Hospital (UCH) has an established palliative care program that operates
both within the hospital and at the community level. A dedicated palliative care building houses
four consultation rooms and five inpatient beds, where patients can stay for up to 48 hours
before being referred home. The program is staffed by a multidisciplinary team, including four
full-time physicians, five nurses, two social workers, and two psychologists. Patients are
identified in hospital wards and referred to the palliative care team, who assess and enroll
them into the program. This holistic approach provides comprehensive services to both
patients and their families, including access to opioids for effective pain management. A
structured discharge process facilitates the transition of patients from hospital to home.

UCH also runs a community-based palliative care service, where enrolled patients are
followed at home by the palliative care team until end of life, with bereavement support
extended to their families. The program consults approximately 10 new patients per month,
totaling around 110-150 patients annually. Opioids are available and accessible within the
hospital for managing physical pain. Additionally, UCH offers a palliative care training program
for healthcare providers and incorporates palliative care into its medical school curriculum,
equipping future physicians with essential skills for integrated patient care. Currently, the
program serves only patients and families residing in Oyo State; referrals from outside the
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state are not followed due to limited resources. The survivorship program is run in
collaboration with private non-profit organizations that support survivors

University of Benin Teaching Hospital (UBTH)

The University of Benin Teaching Hospital is located in Edo State in the mid-western region
of Nigeria and serves as a referral centre for Edo, Delta, part of Kogi and Ondo states with a
capacity of over 900-beds.

Benin Cancer Registry

The registry did not submit the imPACT review self-assessment questionnaire. It was
established in 2008 as a PBCR for the City of Benin. It occupies a small office within the UBTH.
There are 4 members of staff who also perform other duties. The only desktop computer is
said to have crashed recently and has been sent for repairs.

Diagnostic Imaging

The equipment in operation within the department is as follows: Three ultrasound machines,
digital and conventional radiography machines, two Computed tomography (128 slices)
machines, and two fluoroscopy machines. The department does not have a mammography
unit nor an MRI machine. In total the department may receive 50 patients a day for all exams.
They perform 20 CT scans per day including emergencies. Nonvascular Interventional
Radiology is done from time to time by ultrasound- and CT-guided biopsies or fluid drainage.
Staff were not observed wearing personal dosimeters.

Haematology

Staffing is composed of 7 haematopathologists and 30 laboratory scientists. There is a
haemato-oncology unit and dedicated units for in-patients, out-patients, emergency patients
and NCDC laboratory. The turnaround time varies from 30 minutes to 24 hours. Bone marrow
examination is done locally but immunology testings are referred.

Chemical pathology - Not visited
Pathology Laboratory

Staffing is composed of 9 pathologists, 12 laboratory scientists and 6 laboratory technicians.
Routine histopathology and immunohistochemistry (manual technique, for breast and
lymphomas) are performed. The other IHC tests are referred to Abuja. No frozen sections are
done (cryostat broken). The immunofluorescence microscope is broken. 2126 cytology, 2941
histology (from January to October 2024), and 120 autopsies per year are done. The technical
room and the gross station are in the same area without appropriate safety cabinets and/or
vapours of formalin aspiration system. MDTs are scheduled twice a month and there is an
EQA system with WADIAP and Pathologists Overseas. A training collaboration is established
for quality management with Essex. Staff attrition is observed in the laboratory secondary to
the brain drain. The service is also currently undergoing rehabilitation. NB: there is a molecular
biology laboratory for virology, but it does not perform HPV DNA testing due to a shortage of
reagents.

Medical Oncology

Medical oncology services are delivered by a clinical oncologist, however there many general
surgical specialists who prescribe chemotherapy without input from oncologists. MDTs are
infrequent and in virtual format, only conducted for difficult cases, and are directed by
surgeons. Gynaecology cases are discussed much more frequently and chemotherapy for

166



adjuvant ovarian, endometrium, etc. is referred to the oncologist. Neoadjuvant chemotherapy
for ovarian cancer is delivered by gynaecologists. NCCN SSA treatment guidelines have been
adapted as the official guidelines. The institution is enrolled in chemo access programs safe
program. There is an oncology pharmacist in training who supervises the central constitution
and distribution of drugs. There are 3 pharmacists, 15 nurses, 4 clinical oncologists and 3
residents. They have 2 anti-microbial biosafety units. The nurses were not observed wearing
PPE. There were separate chemotherapy beds/chairs for oncology and surgery. There is also
a 42-bed inpatient ward shared with other specialities. Approximately 40 chemotherapy
treatments are executed per day. SOPs are visually available. Patients on admission are seen
by an internist and generalist for oncology emergencies and other medical problems.

This hospital had a local stem cell transplant unit for haematology which was shut down from
lack of governance support. Haematology oncology drugs are limited on the drug access
program list. There is no MDT for haematology cases. Diagnostics is a major challenge to
direct personalized care and the high cost of some targeted drugs outside of the access
program. There are minimal reported stockout periods from stringent planning. OPPs are still
high due to shortages on access program or options leading to high attrition rates. In spite of
this, the copayments required for the access program are considered affordable to most. EMR
was observed to not be reliable, so records still depend on handwritten notes. There is a
research office for individual research support, but no external research collaboration.

Radiation Oncology

The hospital has set up radiotherapy centre with a bunker for 2 linear accelerators and a
brachytherapy unit. It was last functional in 2016. The external beam unit, a vital beam, is still
in place and lasted only for a few years; no maintenance contract is in place . The cobalt 60
brachytherapy equipment was functional until 2023 when a source fell out and could not be
replaced. The bunker containing the orphan source is locked up. The hospital is expected to
receive a full renovation with equipment under the public private partnership agenda. It has in
addition to staff detailed above, 3 medical physicists and 3 RTTs currently rotating in other
hospitals. The radiation oncologist and residents also rotate in other hospitals to maintain their
skill sets.

Paediatric Oncology

The University of Benin Teaching Hospital (UBTH) in Benin City has a dedicated paediatric
oncology ward with two rooms and a total of 12—15 beds, although they are not separated.
Approximately 100 paediatric patients are treated each year, and records are kept on paper.
The most frequently seen cancer types include acute leukaemia, retinoblastoma (RB),
nephroblastoma, and non-Hodgkin’s lymphoma (NHL); Burkitt lymphoma (BL) cases have
recently decreased. The paediatric oncology team consists of two oncologists, while nurses
rotate between the paediatric and adult cancer centres.

Diagnostic resources are limited, and although chemotherapy is available, it remains
unaffordable for many patients. Surgical services are available on-site, but radiation therapy
is not, requiring patients to travel to Lagos for treatment. Supportive care is constrained by
limited access to blood products. Palliative care is informal, and multidisciplinary team (MDT)
meetings occur irregularly. For protocols, UBTH follows an adapted BFM protocol for acute
lymphoblastic leukaemia (ALL) and the SIOP strategy with upfront chemotherapy for
nephroblastoma; RB patients eligible for conservative treatment are referred to ILORY.

The facility’s infrastructure is aging and in urgent need of renovation to enhance patient safety
and accommodation. Additionally, the current environment is not safe for the preparation and
administration of chemotherapy, which further highlights the need for immediate
improvements.
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Most patients require palliative care, emphasizing the need for a structured approach to
allocate resources effectively. No specific NGO or financial support program is currently
available for paediatric oncology at UBTH.

Palliative care and survivorship (Information not available)

University of Maiduguri Teaching Hospital (virtual visit)

The University of Maiduguri (UNIMAID) is a federal government institution located in
Maiduguri, the capital city of Borno State in Northeast Nigeria.

Pathology

There are 4 pathologists, 10 laboratory scientists. 3500 specimens are processed per year
with 10 frozen sections by imprints. IHC is essentially done for breast, others are referred.
There are rare forensic autopsies. MDTs are occasionally done. They have guidelines and a
quality manual.

Laboratory

The haematology department has 5 haematopathologists. The chemical pathology
department has 8 chemical pathologists, 18 lab scientists and 8 lab technicians. The
turnaround time is 24h. The laboratory is involved in diagnosis and follow up of treatments.
The lab utilizes a Cobas machine.

Diagnostic Imaging

There are two CT scans, one is a Toshiba machine, and the other one 128 slice Siemens
machine. There is a digital mammography with stereotactic biopsy and an interventional
radiology machine. There is a PACS system in the department. There are 13 consultant
radiologists in the hospital. Specialists in radiology include neuroradiologists, musculoskeletal,
paediatric radiology, and interventional radiology. There is one medical physicist, four
radiology nurses, and three biomedical engineers in the hospital. There are ad hoc MDTs
happening within the radiology department.

Medical Oncology

Medical Oncology is directed by a clinical oncologist. There is a narrow scope of
multidisciplinary tumour boards. Non oncology specialized surgeons are at the forefront of
triaging patients. National drug access programs apply here, but there are indications that
drugs options are not readily available such as frequent stock outs and lack of access to
trastuzumab. Specific pathology tests for cancer drug appropriation are limited, for example
hormone receptor testing, Fish test, BRAC test.

Radiation Oncology

There are 2 Elekta Linacs and one brachytherapy unit, which are treating from 50-70 patients
per machine a day and 5-6 brachytherapy treatments per week. The department is staffed
with 6 radiation oncologists, 6 Medical Physicists, 14 RTTs, 4 Oncology Nurses, 2 biomedical
engineers and 4 registrars. There is a CT simulator, and most patients receive 3D conformal
radiotherapy. New patient clinic runs on 2 days with teaching and case review on
Wednesdays. Brachytherapy is scheduled on Thursdays and Fridays.

Surgical Oncology

UMTH has a department of surgery where there are general surgeons, one surgical oncologist
with whom we interacted during the virtual meetings, and the different organ specialist
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surgeons. It also has a gynaecological unit, headed by a female professor in gynaecology,
who manages female cancer cases.

Paediatric Oncology
No formal paediatric oncology services

Palliative care and survivorship (information not available)

Usmanu Danfodiyo University Teaching Hospital (UDUTH), Sokoto

UDUTH was officially opened in 1980, and it provides tertiary healthcare services and training
in the entire Northwestern region of Nigeria extending to the neighbouring countries like Niger
Republic. The hospital has an 800 in-patient bed capacity.

Diagnostic Imaging

There are two digital X-ray machines and one image intensifier for theatre. There are two
ultrasound machines in the department. The CT scan has not worked for the last year. The
MRI is not working; however, it is under warranty and the suppliers are working on restoring
it. The mammography machine is an old one and has not worked for two years, they are
planning on replacement. There is no PACS for reporting of images.

There are five radiologists in the department, 15 radiographers, one biomedical engineer, and
three radiology nurses. There is no physicist and interventional radiologist in the department.
MDT and tumour board are done on an ad hoc basis and only for challenging cases. There is
radiation monitoring of workers with TLDs. Endoscopy is done twice a week, one medical and
another surgical. A total of 10-12 patients are done per week.

Surgical oncology

UDUTH has a surgical department headed by a paediatric surgeon, followed by organ
specialists and residents. No surgical oncologist nor medical oncologist is available. Thus,
chemotherapy is being done by surgical consultants, residents and radiation oncologists.
There is collaboration between the surgical and pathological department, but
immunohistochemistry is lacking. There are also trained oncology nurses.

Medical Oncology and Radiation Oncology

Radiation oncology is done through a PPP with OncoClinic that was initiated about 3 months
ago based on the hospital campus. They have a single Varian machine (Vital beam). Prior to
that there was no functional radiotherapy in Sokoto (population 5-6 million). They are treating
with 3D and IMRT/VMAT. Currently 40 patients are being treated per day on the single
machine, but the plan is for 60 patients a month.

They have 3 RTTs (1 more were being hired during our visit). There are 2 oncologists on site.
There is another oncologist off site that is hired by OncoClinic who reviews all the contours.
All planning is done by 7 physicists.

Currently there is no brachytherapy, but in negotiation if it will be acquired through the PPP or
public. There are two clinics per week. About 10 new patients are seen in every new clinic day
(for a total of 20 per week). Prior to the PPP, there were reportedly major issues with machine
maintenance (there was no machine for over 5 years). Now, maintenance is taken care of
through there PPP and there are extra-shifts provisioned to enable increased patient load. All
chemotherapy is done at the University hospital but is funded by patients. Most of the drugs
are available at the hospital, however they are more expensive.
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There are 5 registrars, however, the program is not currently accredited. There are 7 nurses
in the department. All the chemotherapy is done as in-patient. There are approximately 10
beds available for it. There is a sperate chemotherapy pharmacy, but no biosafety cabinet is
available nor specifically trained chemotherapy pharmacists. Nurses mix chemotherapy at the
bedside, without PPE.

There is no clear system for treatment visits or follow up. Currently there is no housing
provision for = patients. However, OncoClinics is working on renovating a building near the
hospital to provide free of cost housing for radiation patients.

Paediatric Oncology: No formal Paediatric oncology services are available. OncoClinics has
committed to treat all paediatric radiation patients free of cost.

Palliative care and survivorship (Information not available)
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ANNEX 3: ADVANCED DATA ANALYSIS OF CANCER DIAGNOSIS AND
TREATMENT FACILITIES

General overview of ImPACT review facility-level questionnaire data

As part of the imPACT review methodology, facility-level questionnaires were distributed to
healthcare facilities with cancer diagnosis and/or treatment services to capture care delivery
at the facility level. The initial mapping exercise of eligible facilities, as completed by NICRAT,
revealed 261 facilities, of which 111 were government and 150 were private. From that list,
questionnaires were sent out to a strategic sample determined by NICRAT, covering all states
and a diversity of facility type. The questionnaire was available in electronic format with 8
sections: General facility overview; Diagnosis: diagnostic imaging and nuclear medicine;
Diagnosis: laboratory and pathology; Treatment: radiation oncology; Treatment: surgical
oncology; Treatment: medical/paediatric oncology; and Treatment: nuclear medicine therapy.

A total number of 51 facilities responded to the questionnaire with variable response rates
across the different sections of the questionnaire.

o 9 facilities responded with data in all sections of the questionnaire (Benue State
Teaching Hospital, Federal Teaching Hospital Katsina, Federal Medical Centre Yola,
Lakeshore Cancer Centre, Lagos University Teaching Hospital, Federal Medical
Centre Nguru, Federal Medical Centre Jalingo, Asi-Upko Hospital Cross River and
University of Maiduguri Teaching Hospital in Borno).

e 12 facilities responded with answers in several but not all sections (University of
Nigeria Teaching Hospital, Federal Medical Centre Birnin Kudu, Unilorin Teaching
Hospital, Gumel General Hospital, Federal Teaching Hospital Lokoja, National
Obstetrics Fistula Centre Katsina, Enugu State University Teaching Hospital, Alex
Akwueme Federal Hospital Ebonyi, Federal Teaching Hospital Gombe, Murtala
Mohamed Hospital, Marcelle Ruth Specialized Hospital and University College
Hospital Ibadan). These hospitals provided very useful information although not in all
sections.

¢ In the remaining facilities, the information provided was not feasible for evaluation due
to incomplete answers.

Mapping the territory

The country is organized into 36 states. Figure 16 shows the distribution of theresponsive
health facilities across the geopolitical regions marked with different colors.

Public hospitals and private are differentiated. The majority of the private facilities taking part
in the survey are from the eastern part of the country. While the public hospitals are more
distributed across the whole country. All the geopolitical regions have respondents in the
survey.
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Figure 10: Facility distribution by state and public/private status

Resources

The number of beds reported by the respondent facilities totaled 12,000. The majority are
concentrated in University Teaching Hospitals and in public hospitals, with a range of 400 to
1,320 beds (Table 24).

Fourteen private facilities reported data. The number of beds in these facilities was lower
(between 105 and 22). Many of the private facilities provide cancer screening and diagnostic
procedures, a few perform surgical procedures.

The staff working in the facilities totaled 27,939 professionals. All specialties are available in
the country, covering all the diagnostic, therapeutic classical specialties; this is particularly the
case in the university hospitals. It is important to mention that these university hospitals, also
have professionals for supportive care such as physiotherapist, psycho-oncologist,
rehabilitation therapist, pharmacist, nutrition and spiritual support. Palliative care is also
mentioned by a small number of respondents, including one private facility where the care is
mainly provided.

The estimated catchment area covered by the public hospitals is 214,4 million inhabitants,
although some overlapping among catchment areas is highly probable. Private facilities were
not included in this estimation due to their limited range of therapeutic options (only surgery)
and in half of the cases they are devoted to cancer screening and/or diagnosis.

To note, major hospitals report that the percentage of cases referred beyond the catchment
area is between 10 to 40%.

239 Generated from data collected in the imPACT facility-level quesitonnaires
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What proportion (%) of

Please indicate ~ Please indicate the total ~ What s the population patients come from
the numberof  number of staff working in of the hospital's outside of the catchment
STATE  population HOSPITAL hospital beds  the hospital (Numberin FTE)  catchment area? area?
Abia 4.841,943|Abia State University Teaching Hospital 350 723 4,143 million 40
Adamawa 5.236.948|Federal Medical Centre, Yola 750 1782|  6million to 8 million 30
Benue 6.687.706|Benue State Teaching Hospital (BSUTH) 450 1500 6,000,000 45
Borno 6.651.590|University of Maiduguri Teaching Hospital 1320 3982| Over 30 million people 12
Ebonyi 4.007.155|Alex Ekwueme Federal University Teaching Hospital 8830 1 4000000 2000000
Enugu 5.396.098|General Hospital, Oji River 22 24 50000 0.5
Gombe 4.623.462|Federal Teaching Hospital Gombe 500 About 50 million 30
Jigawa 6.979.080|Federal Medical Centre, Birnin Kudu 235 829 8000000 10
Jigawa Rashid Shokoni Special Hospital, Dutse 250 91 7499100 20
Kano 4.491.000|Murtala Mohamed Hospital 1000 2150 10000000 40
Katsina 9.300.382|Federal Teaching Hospital Katsina 700 2502 10,368,500 5
Katsina General Ahmad Rimi Orthopaedic Hospital Katsina 250 232 9300382 20
Katsina Turai Umar Yaradua Maternity and Children Hospital 200 170 200000 5
Katsina National Obstetrics Fistula Centre Katsina 140 571 10368000 25
Kwara 3.551.000{Unilorin Teaching Hospital 1200 3900 22790868 1
Lagos Lagos University Teaching Hospital 761 2300 16, 536,000 5
Niger 6.720.617|Federal Medical Centre Bida 350 1950 3,000,000.00 30
Ondo 3.460.877|University of Medical Science TH Annex 300 700 3 million 40
Taraba 4.331.885|State Specialist Hospital 230 850 1200000 200000
Taraba Federal Medical Centre Jalingo 600 1698 2290000 10
Yobe 4.350.401|Federal Medical Centre Nguru 450 8,649,600 40

Figure 11: Respondent public hospitals with high volume of beds

Self-assessment of the cancer services

Self-reported assessment of the overall situation of the cancer services, ranged from: not
encouraging, lack of staff, limited beds, lack of access to laboratory, patients diagnosed
usually in advanced stage and cost for care reduces the access, among others. Related to
these answers, almost all facilities reported plans to expand the existing resources for care,
but the scope of the survey did not provide an opportunity to explain these plans or to assess
their feasibility.

Multidisciplinary cancer care and clinical guidelines

17 facilities reported that multidisciplinary cancer care is used to organize decision making
and the delivery of treatment; all are university teaching hospitals except 4. This way of
organizing cancer care was explicitly not available in 23 facilities. Additionally, participation in
such meetings was reported as variable with surgery and medical oncology as the most
commonly represented.
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The frequency of the meetings is also highly variable; in about half of the hospitals, meetings
are done on an as-needed basis, and in the rest weekly. The tumor board meetings are
oriented to the most frequent tumors (prostate, breast, and cervical) with others less frequently
mentioned).

Paediatric oncology follows the same pattern, with active multidisciplinary teams in 9 hospitals.
They are attended by the relevant specialist, but the meetings are on an as-needed basis.

Clinical guidelines are available in 24 hospitals for the most frequent tumors (with less frequent
tumors having guidelines in some University Hospitals). The majority (14 cases) are national
guidelines and in 11 hospitals they are developed in-house based on national and international
guidelines.

Guidelines are also available for paediatric cancer patients in 16 hospitals for the most
frequent childhood tumors (Acute lymphoblastic leukemia, Burkitt lymphoma, neuroblastoma,
among others).

Follow-up policies for cancer patients are available in 24 facilities, with 12 facilities having
policies specific to paediatric cancer patients transitioning to adult care. The follow up is
made by a paediatric oncologist, medical oncologist or paediatrician. In two cases a nurse or
a social worker is mentioned.

Support to patients

Supportive services like psychosocial support, dietary counselling, spiritual support and
physiotherapy are available in 34 facilities (not in all cases with all the services but all in major
hospitals).

Eight hospitals provide some form of support (transport, accommodation, etc.) to the families
of cancer patients (Table XX). Out of these Katsina and Ogun support transport,
accommodation and some finances (for drugs or discounted costs) while LUTH only provides
accommodation.

Pathology

Pathology and laboratory data is reported in 24 hospitals, with majority providing a similar
range of services (histopathology, cytology, biochemistry, hematology, biomarkers). 6 facilities
reported not having a pathologist with specific experience in paediatric oncology.

Regarding the volumes of activity in each area of pathology and laboratory by hospital:

The histopathology annual volume was 25,168 for 19 facilities providing data, resulting in 1448
per hospital as average. The highest volume was 6,012 (Lagos hospital) while lowest was
150. The list of facilities with histopathology were mostly university teaching hospitals:

Cytology volume was 18,217 in 16 facilities, with an average of 1,036 carried out by facility.
Except for two facilities with 2,000 (Lagos Hospital and Gombe Hospital), the rest were around
200 per facility. The list of facilities included two private hospitals and one highly specialized
hospital focused on orthopedic therapy.

Immuno-histochemistry volume was 2,796 in 11 facilities with an average of 349 per facility,
with only one from the private sector:

Autopsies were minimally reported with two exceptions with 1,200 and 1,000 cases (Unilorin
and Lagos Hospital, respectively) the rest of the facilities perform a very limited number of
autopsies (from 1 to 150 per year).
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The data on biochemistry tests performed is higher per hospital (613,179 in total for 16
hospitals, with an average of 38,323 per hospital.

Hematology: 751,762 tests were reported to have been performed from 21 hospitals providing
data, an average of 38,820 lab tests per facility.

Resources for frozen intraoperative section examinations were available in 7 hospitals. Inone
hospital (Lagos Hospital) the total number was 1,000, with other facilities reporting from 2 to
25 per year.

Biopsies for children were available in 15 facilities. High-performing hospitals included Unilorin
Hospital (3000 cases), Lagos Hospital (1000 cases) and University of Maiduguri Hospital
(1200). Other facilities reported ranges from 2 to 50.

Hormone receptors and genetic markers were available in 9 facilities. Several additional
facilities (7) reported sending biomarkers for analysis to other facilities. The percentage of
patients with access to these biomarkers was between 5% to 100%.

The average days to receive the informed report was 10 days, with a range from 5 to 21.
Laboratory and pathology staff

Pathologists: 56 in total were reported across 19 facilities (4 private and one highly specialized
in orthopedics). Average pathologists per facility was 2.8

Hematologists: 48 were reported across19 hospitals, with an average of 2.4 per facility

34 biochemists were reported in 12 facilities, averaging 1.6 per facility with range from 1 to 6
specialists.

11 molecular biologists were reported in 5 facilities, all university teaching hospitals. The
average was 2 per facility, with a range from 0 to 6.

396 technologists were reported in 18 hospitals, with an average of 20.3 per facility, and a
range from 1 to 78.

Diagnostic imaging and nuclear medicine

18 facilities provided data in this section. To note: none of the respondents reported a nuclear
medicine facility anywhere in the country. However, other sources of information from the
imPACT review revealed that there is one PET in a private facility in the capital and two
departments of nuclear medicine in university teaching hospitals (National Hospital Abuja and
the University College Hospital, Ibadan), with three SPECT in total.

Respondent self-assessment of the facilities discussed the lack of specific equipment such as
CT scan or MRI (for instance, Federal Hospital Lokoja, Federal Centre of Nguru); in other
cases they mentioned broken-down equipment (e.g. that the mammography is not working in
Nigeria University Hospital).

Plans to improve were reported in all facilities except one (University of Nigeria Teaching
Hospital).

Radiologists: 74 were reported across 15 facilities with an average of 4.9 per facility and a
range from 0.5 to 19. Radiologists were working full-time except for two hospitals where they
were employed part-time.

Challenges mentioned included power discontinuity, maintenance of equipment and lack of
trained staff. It is interesting to highlight one hospital that mentioned as a challenge the
impossibility to use the imaging equipment for research due to the PPP agreement
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Equipment and utilization

Conventional X rays: 48 units reported in 16 facilities, with an average of 3, and range from 1
to 10.

o Activity: 85,000 examinations performed per year in 15 hospitals, with an average
of 5,673. Enugu Hospital reported 300,000 procedures per year; this was
considered an outlier and not included in the average)

Ultrasounds: 58 units were reported in 16 facilities, with an average of 3.6 and range from 1
to 14 (highest number in University of Maiduguri Hospital)

o Activity: 104,420 examinations were performed per year in 16 facilities. (Average:
6,526 per facility. Also, the same hospital reporting 300,000 procedures was
excluded).

Mammography: 7 units were reported in 6 facilities, with an average of 1.2 and range 1-2.

o Activity: 1,958 examinations annually in 6 facilities (University of Maiduguri
Teaching Hospital, Federal Teaching Hospital Katsina, General Ahmad Rimi
Orthopaedic Hospital Katsina, Federal Medical Centre Birnin-Kebbi, LUTH and
Federal Medical Centre Nguru), with an average of 326 and a range of 70-1,000.
The average waiting time is 1 day.

CT scanner: 10 units were reported in 9 facilities with an average of 1.1 per facility, range of
1-2 units

o Activity: 26,440 examinations performed annually in 9 facilities, with an average of
2,644 and range of 60-6,000. Average waiting time is 1-2 days.

MRI: 4 units were reported in 4 facilities (University of Maiduguri Teaching Hospital, General
Ahmad Rimi Orthopaedic Hospital Katsina, LUTH and University of Port Harcourt Teaching
Hospital).

o Activity: 3200 examinations annually in 4 facilities with an average of 800 per facility
and range of 500-1300. Average waiting time is 1-3 days.

Interventional radiology: 9 reported across 6 facilities, with an average of 1.5 per facility, range
of 1-2.

e Activity: 697 examinations annually were reported across the 6 facilities, with an
average of 99.6 per facility and a range of 30-200. The report from Enugu Hospital
is considered an outlier and not included in the estimate.

Endoscopy was reported as available in 2 hospitals with 40 procedures annually in Lagos
University Hospital and 7 in National Obstetrics Hospital.

Activity by tumor type and gender

Table 16: Most common cancers among males treated by radiotherapy

Type of | UNTH LUTH | Asi-Ukpo | University | Marcelle University
cancer Hospital | College Ruth Maiduguri
Specialist | Teaching
Hospital Hospital
Prostate 78 400 102 100 60 84
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Head Neck 42 300 76 70 45 80

Rectal cancer 20 150 34 80 30 74

Soft tissue 15 - 15

Bladder 100 14 48

CNS 70 6

Liver 18

Pancreas 15

Osteosarcoma 27

CNS 21

TOTAL * 155 1020 232 283 177 307

Table 17: Most common cancers among females treated by radiotherapy

Type of cancer | UNTH | LUTH | Asi-Ukpo | University | Marcelle University

Hospital | College Ruth Maiduguri
Hospital Specialist | Teaching
Hospital Hospital

Breast 170 800 180 200 80 156

Cervix 95 400 124 190 60 201

Endometrial 15 350 65 120 55

Rectal cancer 200 16 150 40 45

Head Neck 25 35 31

NHL 80 8

CNS 4

Lung 50

TOTAL* 315 1830 389 710 270 441

Table 18: Most common cancers among children treated by radiotherapy

Type of cancer | UNTH | LUTH | Asi-Ukpo | University | Marcelle University

Hospital | College Ruth Maiduguri
Hospital | Specialist | Teaching
Hospital Hospital

CNS 7 300 5 7 8

Neuroblastoma 5 70

Hodgkin - 100 7 4

Lymphoma

Soft tissue 3 50 3 6 5 26

Osteosarcoma - 70 1 6 5

Retinoblastoma 4 5 5 7 4

Wilms 1 6 15 4

TOTAL* 19 590 17 28 63 46
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*Total corresponds to the sum of the patients with treatment reported.

Surgical oncology

20 facilities reported surgical oncology capacity, including one from the private sector and one
highly specialized orthopedic therapy facility.

Facility self-assessment was generally positive, highlighting the services provided. There is
one hospital dedicated to surgery of the bone and soft tissues (National Orthopedic Hospital)
and another dedicated to gynecology and breast surgery but with limited overall activity
(Upland Hospital with 4 cases).

The total number of procedures performed was 5,641 with a range of cases from 15 to 2,000
and averaging 282 (excluded from this estimate was the facility dedicated to breast and
gynecology with only 4 procedures per year mentioned above). The most active Hospital is
the Lagos University Hospital with 2,000 procedures annually, followed by University Teaching
Hospital Gombe with 700 and Nigeria University Teaching Hospital with 600. The surgical
procedures seem to be significantly concentrated in a very limited number of hospitals.

Curative intent is performed in 54% of cases but it should be mentioned that Lagos University
Hospital performed 75% with curative intent. The average waiting time is 14 days with a range
from 4 to 60 days (National Orthopedic Hospital).

Number of surgeons by specialty is quite variable.

Table 19: Distribution of surgeons by surgical speciality

Facilities with | Average number
Surgical Number of [this surgical |of surgeons per
specialization |surgeons |specialty facility Range of values
Head and Neck 47 16 29 1-11.2
Gastro-Intestinal |62 17 3.6 1-16
Thoracic 67 9 7.4 1-33
Breast 84 17 4.9 2-12
Gynaecology 63 15 4.6 1-10
Urology 47 13 3.6 0.2-8
Bone surgeon 40 15 2.7 1-8
Neurosurgery 33 12 2.8 1-11
Paediatric surgery |47 12 3.9 1-84
Ophthalmic 48 15 3.2 1-8

The highest number of surgeons is observed in University of Nigeria Teaching Hospital.

In total, 530 surgeons are reported with specific area of practice in cancer surgery. However,
the training of the surgeons is in many facilities based on on-the-job training. In the hospitals
with higher number of beds and university teaching hospitals, there professionals with formal
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surgical oncology training from abroad. Continuous training programs are implemented in
some hospitals.

107 operating theaters were reported in 20 facilities (average: 5.1 per facility) with a range
between 1 to 15. No robotic surgery is available in the country, while laparoscopic technology
is available in 10 hospitals.

Most frequent surgical procedures by tumor type

(Lagos University Teaching Hospital has a significantly higher number of cases in comparison
with the other facilities, so its volume is counted separately). The numbers were inconsistent
between total and per type of tumor.

Table 20: Top S surgical procedures by sex and tumour type

Males Females

Tumor Type | Lagos Univ | Others Tumor type Lagos Univ | Others
Hosp Hosp

Prostate 700 386 Breast 1000 831

Colo-rectal 500 230 Endometrial 800 32

Lung 200 31 Ovarian 500 134

Head Neck 100 5 Colo-rectal 400 197

Upper Gl 100 53

Total 1600 562 2700 1194

There is no subspecialty training for surgical oncology as a specialty, also there is no training
for high-complexity surgical oncology procedures. According to national focal team members,
training is practice-based in many professionals. However, there are ongoing discussions and
proposals to establish structured training programs for surgical oncology in Nigeria to address
this gap and enhance the quality of care.

Medical and paediatric oncology

20 facilities provided information on medical and paediatric oncology.

Chemotherapy was reportedly administered to 5,917 patients in the last year, with an
additional 5000 patients in Lagos University Teaching Hospital alone. This is an outlier for the
country. The same discrepancy was observed in the hormonal treatments provided to patients:
1,068 in the rest of the facilities and 3,000 in Lagos University Teaching Hospital. With
biologicals, Lagos University Teaching Hospital treated 2000 patients, while the rest of the
facilities totaled 1,035.

In terms of staffing, 39 medical oncologists were reported in 10 facilities which responded to
the questionnaire (information gathered during the in-country mission however revealed that
there is only one certified medical oncologist in the country). 26 hematologists were reported
in 10 hospitals with a range between 1-8 per facility. The same pattern was demonstrated in
training, with most specialists trained in-country and only one abroad. Fifty-one nurses trained
in oncology were reported in 10 hospitals, but they do not exclusively work with cancer
patients._Pharmacists were 10 across 5 hospitals, with only one with specific expertise in
paediatric oncology. Paediatric oncologists were 15 in 10 hospitals, all of them university
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teaching hospitals. In 2 centres, staff received training abroad. In 10 hospitals, general
paediatricians supported the care of paediatric cancer patients, highlighting the reliance on
non-specialist support for oncology care in these settings.

Medical oncology beds were reported as 92 in the 9 facilities which answered this question
(Range between 4 and 20; separate medical oncology wards reported in 8 hospitals.)

Paediatric patients receiving treatment in the last year were 2,306. Among these it should be
mentioned that 2000 were only in Lagos Hospital. Paediatric oncology beds were 256, with
day care hospital available in 3 hospitals. Play areas for children were available in 8 hospitals,
of which two have a play leader. No hospital-based teacher was available to provide
educational support for hospitalized children. A paediatric intensive care unit was available in
3 hospitals with 25 beds total.

Bone Marrow_transplantation was reported exclusively for children and only in_Lagos
University Teaching Hospital. They carried out 1,000 cases in the last year; the hospital also
provides anesthesia and nutrition support.

Drugs: A list of essential drugs was available in 9 facilities. National processes for quality
assurance of the drugs purchased were reported in 5 facilities. One facility reported the
possibility for procurement of medications outside of the essential drug list. Off-label drugs
were used in one facility within randomized trials. However, there is no mechanism at the
National level for reviewing new drugs and approving funding. And there is no specific
reimbursement for drugs to deal with side effects. The percentage of time drugs included in
the essential list were available at the facility was highly variable, from 10% in Lagos University
Teaching Hospital to 95% in Lakeshore Hospital.

Protocols for chemotherapy were available in 11 facilities and were based on international and
national guidelines. Centralized preparation of drugs was reported in 3 hospitals but was not
available in 8 hospitals. Documentation for chemotherapy prescriptions was available.

Safety: In 9 facilities, special procedures for high-risk drugs were available and in 8 cases
reporting critical incidents. Measures to protect patients and professionals implemented in 10
hospitals (including a variety of actions such as safe waste disposal, equipment for protection
of professionals and others). In only one hospital, special area for administration of high dose
chemotherapy or Bone marrow transplantation.

Summary

A total of 51 facilities responded to the questionnaire, but only 21 provided information in all
or most sections. The catchment area of the hospitals that have reported information was 214
million inhabitants, suggesting complete coverage of the country’s entire population. It is,
however, worth noting that this could be due to the different facilities reporting overlapping
catchment populations.

General information

¢ Clinical guidelines were available in 25 facilities for the most frequent tumors and in 16
facilities for paediatric oncology. Follow-up guidelines for the transition from children
to adulthood were available in 12 facilities.
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o Multidisciplinary boards were established in 13 facilities with amajority holding
meetings on an as-needed basis.

e Quality control protocols are available in 11 facilities (imagining and radiation
oncology)

e Supportive care (psycho-oncology, physiotherapy, nutritional counselling, spiritual
support) is available from 34 providers.

o Support to the families (transport or accommodation) is offered in 8 facilities, with
hostel accommodation in 3 facilities and transport in 2 facilities.

Pathology

¢ Pathology and laboratory services were reported in 24 facilities but with a high
variability in activity, from 150 to 6000 cases annually. Cytology was also quite variable
from 2,000 (Lagos University Teaching Hospital) to 200. Average days for receiving
the report were 10 days. There were 56 pathologists with an average of 2.8 per facility.

Imaging and nuclear medicine

¢ No nuclear medicine was reported in any facility that responded to the survey. From
other sources, it could be estimated that there are 3 SPECT equipment in 2 facilities
with a PET in one private facility.

e CT scan was reported in 9 facilities with one per facility on average reported. MRI was
available in 4 facilities. Endoscopy was available in 2 facilities, with 40 procedures in
Lagos Hospital and 7 in the other reporting facility. Regarding radiologists, 74 were
reported in 15 facilities.

¢ Another source of information beyond the survey, reported 183 CT scans in Nigeria as
a whole, with 57% in the private facilities and the rest in federal hospitals, with no
equipment in three states in the northern part of the country.

Surgical oncology

e Surgical oncology was strongly concentrated in one hospital (Lagos University
Teaching Hospital) with 2,000 procedures (although inconsistent reporting was
observed). In total, about 5,641 surgical procedures were reported, with colorectal,
breast and prostate the most frequent. The average waiting time was 14 days, and the
number of surgeons was 530 in the hospitals reporting data.

¢ Notably, most training was on-the-job, with professionals trained abroad only in major
hospitals. A specific training program in surgical oncology is planned.

e There was an average of 4.5 operating theaters in 20 facilities reporting this data. No
robotic surgery and laparoscopy were reported.

Systemic therapy, including paediatric treatment

e Chemotherapy was administered to 5,917 patients but 5,000 received chemotherapy
in one hospital (Lagos), so this data should be considered with care.
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There are 27 clinical oncologists in 10 hospitals. Hematologists were 18 working in 8
hospitals. Most of the specialized training was carried out in-country and on-the-job,
with few exceptions in major hospitals.

Paediatric cancer patients receiving treatment were 2,306, most of them (2,000) in
Lagos University Teaching Hospital.

Bone marrow transplantation was available only for children and in the Lagos
University Teaching Hospital with 1,000 cases carried out in 2024.

Access to chemotherapy drugs was restricted to those included in the national
essential medicines list. Access was feasible but costly to patients, including
copayments. Drug availability was variable across facilities. Centralized preparation of
drugs was available in 3 facilities. Measures for protection in case of administering
high risk drugs were implemented in 9 facilities. There was There was no formal
mechanism to introduce new drugs on the essential medicines list.

There was no specific reimbursement for drugs to manage adverse effects.
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ANNEX 4: CANCER CONTROL BASELINE DATA AND INDICATORS

Year of data collection: 2024

Policy Response

Non-Communicable Disease

(NCD) Strategy /Plan/Policy up to Yes
date

Cancer Control law No
NCD Unit Yes
NCCP Unit Yes

NCCP Plan (stage of
development)

Yes (Completed)

National Cancer Control Steering

Committee and or equivalent Yes
NCCP with Work Plan Yes
NCCP with costed Work Plan Yes
Cancer Registration Policy

Cancer registries Yes

Cancer registries: data type and
coverage

Demographics, clinical, treatment and follow-up/outcomes
Population-based and hospital-based

Cancer specific staging per

! . No
diagnosis
Cancer specific survival rates No
Cancer is notifiable disease Yes

Cancer registries: latest data year

2022 (GLOBOCAN estimates)

Cancer Prevention Policies

HPV in national schedule and
coverage

Yes

HBV in national schedule and
coverage

Yes

Tobacco Control Policy or
equivalent and assess level of
implementation

Yes/Low level of implementation

Alcohol Control Policy or
equivalent and assess level of
implementation

No

Breast Cancer Early Detection

Early Detection Programme and
linkages to cervical cancer early
detection/women health
programmes

Opportunistic screening not integrated with cervical cancer screening

Programme guidelines

No

Type and coverage of the
programme

Limited to teaching and major federal hospitals

Programme primary screening test

Clinical Breast Examination

Programme target age range start

25

Programme target age range end

49

Cervical Cancer Early Detection

Cervical cancer early detection
Programme (linkages to breast

Opportunistic screening without any linkages to breast cancer early
detection
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cancer early detection

programmes)

Programme guidelines No

Type and coverage of the Facility based/Outreach based (Primary and District Health care
programme level)

Programme primary screening test | Visual Inspection with Acetic Acid/HPV DNA Testing

Programme includes treatment of

. Yes
precancerous lesions

Programme target age range start | 25

Programme target age range end 49

Colorectal Cancer Early Detection

Early detection Programme No

Programme guidelines No

Type and coverage of the
programme

NA

Programme primary screening test | NA

Programme target age range start | NA

Programme target age range end NA

Paediatric Cancer Early Diagnosis

Early Diagnosis Programme Yes

Programme guidelines Yes

The programme trains community and primary healthcare workers

PO (8725 E173 EEVEEED covering multiple states (Ogun, Oyo and Lagos)

Structured sessions with case discussions and assessments, in

B e collaboration with NGOs, health authorities.24?

Cancer Diagnosis Infrastructure

# X-ray units 5000
# Sonography units N/A
# Mammography units 42

# CT scanners 200
# MRI units 58

# SPECT scanners 4

# PET scanners 1

# Cyclotrons 1
Assess availability and access to
conv_entional diagnostic imaging Yes, but more available in urban centres
services

Assess availability and access to

o . . Limited to the City of Lagos
nuclear medicine imaging services

Pathology services are available in all the political geographic
regions of the country, but accessibility is low due to the long
distances to the services and the high cost of the tests.

Assess availability and access to
pathology services

Cancer Treatment Infrastructure

# Cancer centres 13

240 Adedayo Olufemi Joseph, Onyinye D. Balogun, Adeseye M. Akinsete, Muhammad Yaqub Habeebu, Mutiu
Alani Jimoh, Nwamaka N. Lasebikan, Kanyinsola A. Oyeyinka, Korede T. Akindele, and Opeyemi Mercy
Awofeso. "Early Detection of Paediatric Cancer: Equipping Primary Health-Care Workers in Nigeria." Nigerian
Journal of Medicine 48, no. 2 (2021): 82-87. https://doi.org/10.4103/NJM.NJM 123 21.
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# RT units 15
# Cobalt-60 2
# LINAC 13
# Brachytherapy 7
List of Essential Medicines for
Yes
Cancer
List of Essential Medicine No (60%)

compliant to WHO EML

Assess availability and affordability
of chemotherapy

Yes, but limited coverage

Assess availability and access to
radiotherapy (as per IAEA
standards)

Yes, but limited coverage and several challenges to access

Assess availability and access to
cancer surgery

Yes, but limited availability of surgical oncologists and dedicated
theaters for surgical interventions.

Cancer Workforce

Availability of national cancer-
related pre-service training
programmes

Not yet implemented on wide scale

Availability of national cancer-
related in-service training
programmes

Not yet implemented on a wide scale

# Pathologists

56 (estimate)

# Pharmacists & radio pharmacists

10 (estimate)

# Nurses (specialized in oncology)

60 (estimate)

# Medical oncologists

1

# Clinical oncologists 75

# Paediatric oncologists 65 (estimate)
# Radiation oncologists 74

# Medical physicists (RT) 62

# Medical physicists (NM) 70

# Radiologists 300

# NM physicians 6

# Radiographers 2000

# Radiation therapy technicians Not known
# NM technologists 10

# Licensed surgeons 530

# Licensed surgical oncologists

No available data

QUALITY OF DIAGNOSIS & TREATMENT

National guidelines for the cancer
management

Yes

Quality Assurance System

Yes

Multidisciplinary Tumour Boards

Required by FMOH&SW circular, not yet implemented

Public, Occupational and Patient
Safety Guidelines

Yes

PALLIATIVE CARE

National palliative care plan

National Hospice and Palliative Care Policy in place

Status of development

Launched in 2023; limited dissemination

185



Availability and access to opioids

Available, but accessibility varies by state based on the specific
state's regulations and resources.

Availability and access to oral
morphine

Available, but accessibility varies by state based on the specific
state's regulations and resources.

Availability and access to palliative
care in PHC/hospital/hospices

Available but not accessible in all states. Access depends on
individual hospital initiatives to integrate palliative care services

Availability and access to home-
based palliative care

Available but not accessible in all states. Access depends on
individual hospital initiatives to integrate palliative care services
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ANNEX 5: BACKGROUND INFORMATION ON, IAEA, IARC AND WHO
The International Atomic Energy Agency (IAEA) and Cancer Control

Widely known as the world’s “Atoms for Peace and Development” organisation within the
United Nations family, the IAEA is the international centre for cooperation in the nuclear field.
The IAEA was established in 1957 and for more than 60 years has been working with its
Member States and multiple partners worldwide to promote safe, secure, and peaceful nuclear
technologies, with emphasis on the use of radiation medicine and of related regulatory and
safety infrastructures. Health is an important part of the IAEA’'s mandate and of its
programmes, mainly because nuclear techniques play a major role in medicine and a
particularly prominent role in fighting cancer.

The IAEA also provides advice, support and assistance with regard to all of the prerequisites
to ensure radiation techniques and technologies in healthcare are used safely and securely.
Focusing on capacity building and education and training in particular, the IAEA’s assistance,
through its technical cooperation and human health programmes, has enabled over one
hundred LMI Member States to establish radiotherapy services, and in many cases nuclear
medicine services.

The IAEA established its Programme of Action for Cancer Therapy (PACT) in 2004 to support
more effectively the fight against cancer in developing Member States, through a focus on
public health. PACT stands as the IAEA’s umbrella programme for coordinating cancer-related
activities and builds upon existing experience in radiation medicine technology to enable LMI
Member States to introduce, expand and improve their cancer care capacity by integrating
radiotherapy into comprehensive national cancer control programmes, which maximize
therapeutic effectiveness, sustainability and impact. Following WHO guidelines, such
programmes integrate and align activities and investments in cancer prevention, early
detection, diagnosis, treatment, palliative care, and surveillance into a public health system
based on available scientific evidence.

The World Health Organization (WHO) and Cancer Control

The WHO is the international agency within the UN system responsible for health. Established
in 1948, its objective is the attainment by all peoples of the highest possible level of health,
based on the “Health for All” concept. One of the missions of the WHO is to provide leadership
and advice on the evidence base for international action on prevention and control of non-
communicable diseases (NCDs), including cancer. Given cancer’'s human and economic cost,
the WHO has intensified its efforts to respond to the cancer pandemic more effectively. The
World Health Assembly has passed several key resolutions to put knowledge into action
concerning cancer and NCD control. One such highly significant resolution related directly to
cancer, resolution WHA 58.22 (“Cancer prevention and control”), was adopted by the World
Health Assembly in 2005. That resolution listed a number of objectives, in particular the
development of the WHO cancer control strategy at the global, regional and national levels,
aimed at improving knowledge to implement effective and efficient programmes for cancer
control, leading to a reduction of the cancer burden and improving quality of life for cancer
patients and their families. In this context, the WHO has encouraged Member States to
establish National Cancer Control Plans to respond to the cancer needs in populations by
preventing, detecting early, curing, and caring. Basic steps of the planning process can be
consulted on the WHO’s website.
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In September 2011, the UN General Assembly convened for the High-Level Meeting on the
Prevention and Control and Non-communicable Diseases, a significant milestone in the efforts
to make international commitments that put NCDs high on the development agenda. In May
2013, the World Health Assembly endorsed the WHO’s Global Action Plan for the Prevention
and Control of Non-communicable Diseases 2013-2020 and adopted a global monitoring
framework to enable global tracking of progress in preventing and controlling major NCDs,
including cancer, and their key risk factors.

WHO, as the UN agency with the overarching health mandate, sets norms and standards in
health planning and implementation and assists countries in developing national health plans,
including on cancer control. The WHO country offices play a key role as interface to the
national health authorities. The respective head of a WHO Country Office represents the WHO
Director General and the Regional Director of the respective WHO regional. Important WHO
partner organisations related to cancer are Union for International Cancer Control (UICC;
advocacy and communication), European Society for Medical Oncology (ESMO; access to
anti neoplastic medicines survey), International Network for Cancer Treatment and Research
(INCTR; cancer treatment in resource constrained settings), and International Psycho-
Oncology Society (IPOS; psychosocial support for cancer patients).

There are currently three WHO global initiatives on cervical cancer, childhood cancer and
breast cancer. In 2018, WHO made a global call for eliminating cervical cancer as a public
health problem and the World Health Assembly adopted the Global Strategy for cervical
cancer elimination in 2020. For elimination, countries should reach and maintain an incidence
rate below 4/100,000 women, and for this, they should achieve by 2030: 90% of girls fully
vaccinated against HPV by age 15, 70% of women screened with a high-performance test
twice by age 45 and 90% of women with pre-cancer treated as well as 90% of those with
invasive cancer adequately managed. That same year, the WHO Global Initiative for
Childhood cancer, aiming to achieve at least 60% of survival for all children with cancer by
2030, was launched and more recently, in 2021, WHO established the Global Breast Cancer
Imitative, aiming to reduce global breast cancer mortality by 2.5% per year by 2040 and
prevent 2.5 million global cancer deaths.

The International Agency for Research on Cancer (IARC) and Cancer Control

The International Agency for Research on Cancer was established in 1965 as an autonomous
agency of the WHO with the aim of promoting international collaboration in cancer research.
IARC’s mission is to coordinate and conduct international studies on the causes of human
cancer, the mechanisms of carcinogenesis, the development of evidence-based strategies for
cancer prevention and control as well as education and training for cancer research.

IARC contributes directly to the planning, implementation, and evaluation of national cancer
control programmes by supporting the necessary expansion of quality-assured population-
based cancer registries worldwide, as well as the implementation of cancer prevention and
early detection activities. The Cancer Incidence in Five Continents series, the GLOBOCAN
database, and the publications/electronic resources, Cancer Survival in Africa, Asia, the
Caribbean and Central America (SurvCan), and International Incidence of Childhood Cancer
(lICC), produced by IARC’s Section of Cancer Information, are international reference sources
of incidence, prevalence, mortality and survival data.
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Through the Global Initiative for Cancer Registry Development in Low- and Middle-Income
Countries (GICR), IARC seeks to increase the quality, coverage and usage of registry data in
LMI countries, and advocates the central role of population-based cancer registries in
planning, monitoring and evaluation of cancer control activities. IARC Regional Hubs provide
support, training, and research capacity building activities to registries within defined world
regions. IARC contributes to cancer prevention through its research into the causes of cancer
and its international evaluations of carcinogenic hazards published in the IARC Monographs.
IARC also coordinates research initiatives worldwide to evaluate specific strategies for
prevention and early detection of cancer. The ultimate objective of this research is to guide
the development of public health policies for implementing appropriate, quality assured
prevention and early detection strategies in a range of health-care settings, particularly in LMI
countries.

WHO-IAEA-IARC Joint Activities on Cancer Control

In March 2009, WHO and IAEA signed arrangements at the Director-General level to
implement a Joint Programme on Cancer Control. The main purpose of this arrangement is to
coordinate activities and resources to provide evidence-based and sustainable support to
comprehensive cancer control programmes, particularly in LMI countries.

The joint activities currently under development by WHO, IAEA and IARC further seek to raise
cancer awareness, assess cancer control needs, develop cancer control demonstration
projects, and attract donors in order to establish effective new funding mechanisms beyond
those currently available.
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ANNEX 6: IMPACT REVIEW OVERVIEW

The inherent complexity of the different aspects required for comprehensive cancer control
and the burden of the disease make it a serious threat to public health, particularly in LMI
countries. To address health system challenges and effectively respond to the cancer burden,
WHO has recommended the development of national cancer control programmes, which are
defined as “public health programme[s] designed to reduce cancer incidence and mortality
and improve quality of life of cancer patients, through the systematic and equitable
implementation of evidence-based strategies for prevention, early detection, diagnosis,
treatment and palliation, making the best use of available resources”.

To develop and strengthen national cancer control programmes, an understanding of the
cancer burden of a country is crucial. The assessment should then identify structures, service-
delivery mechanisms, and cost-effective interventions (based upon the latest scientific
evidence) to effectively address this burden. The assessment allows healthcare authorities to
plan any investments in cancer control in a balanced manner that is in line with country
priorities, evidence-based strategies, and existing resources. It also enables Member States
to build cancer treatment capacity in a manner that is complemented by other elements of
cancer control.

In view of the above, the IAEA — through its Division of Programme of Action for Cancer
Therapy— offers a service to its Member States known as imPACT (integrated missions of
PACT) Review. The service counts on the engagement and technical support from the IAEA
Division of Human Health (NAHU), Division of Radiation, Transport and Waste Safety
(NSRW), Division of Nuclear Security (NSNS); with other IAEA technical divisions as
appropriate.

This service assesses a Member State’s readiness to develop and implement a long-term
radiation medicine infrastructure and capacity-building plan, including the relevant safety,
regulatory and quality assurance requirements, within the framework of a national cancer
control programme. The imPACT Review is carried out, upon request from the health ministry
of a Member State, in consultation and close collaboration with WHO, IARC and other
partners. Following an intensive desk review, data collection and research process, the
imPACT Review expert team visits the Member State to assess its comprehensive cancer
control capacity and needs.

During the mission the team examines the status of existing strategies, plans, safety practices,
regulations, capacities and infrastructure related to cancer services (from prevention to
palliative care, including radiation medicine and human resource development), and advises
on actions to be taken on the issues reviewed. The National Focal Team identified the relevant
stakeholders to meet and the facilities to visit in full consultation with the WHO country office.
In addition to meetings with public stakeholders, the Union for International Cancer Control
(UICC) was engaged in the process and facilitated linkages with national civil society
stakeholders which were in turn involved them in the consultation process.

The outcome of this assessment is the “imPACT Review Report” submitted to the Minister of
Public Health. The report is endorsed by the participating organisations and contains detailed
findings and expert recommendations. Based on the report, the health ministry is expected to
develop a “Short to Medium Term Action Plan” to improve services while ensuring the most
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efficient use of resources in the control of cancer. The implementation of the Action Plan may
also lead to the design of suitable project proposals, multidisciplinary assistance packages
and identification of potential sources of funding for established priorities. This in turn will help
in the planning of the country’s cancer-related IAEA technical cooperation projects and the
relevant Country Cooperation Strategy with the WHO.
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ANNEX 7: CANCER CONTROL RESOURCES
World Health Organization

Cancer Control: Knowledge into Action, WHO guide for effective programmes (publication in
6 modules), Policies and managerial guidelines, 2002

Global Atlas of Palliative Care at the End of Life, 2020

WHO Collaborating Centre for Cancer Early Detection and Screening in Turin/ltaly:
WHOCC - WHO Collaborating Centres

WHO Pain Management Guidelines: WHO revision of pain management guidelines, 2019

Planning and implementation palliative care services: quide for managers, 2016

Palliative Care Toolkit: Improving care in resource poor settings (Updated 2016)

WHO Guide for Planning and Implementation of Palliative Care Services: Palliative Care

(who.int)

International Agency for Research on Cancer

CANCERMondial — access to various databases on the occurrence of cancer worldwide,
including GLOBOCAN; Cancer Incidence in Five Continents (CI5); Cancer Survival in Africa,
Asia, the Caribbean and Central America (SurvCan): CANCERMondial (iarc.fr)

Global Initiative for Cancer Registry Development (GICR): The global initiative for cancer
registry development (iarc.fr)

International Atomic Energy Agency

Radiotherapy Facilities: Master Planning and Concept Design Considerations (2014):
RADIOTHERAPY FACILITIES: MASTER PLANNING AND CONCEPT DESIGN
CONSIDERATIONS (iaea.orqg)

Planning National Radiotherapy Services: A Practical Tool (2010): STI/PUB/1462 (iaea.orq)

Setting up a Radiotherapy Programme: Clinical, Medical Physics, Radiation Protection and
Safety Aspects (2008): STI/PUB/p1296 (iaea.org)

Human Health Campus: Resources and Learning for Health Professionals: Human Health
Campus - Home (iaea.orq)

The IAEA Medical Imaging and Nuclear Medicine Global Resources Database: Human
Health Campus - Database & Statistics (iaea.orqg)

Roadmap towards a National Cancer Control Programme. Milestones for Establishing
Nuclear Medicine, Diagnostic Imaging and Radiotherapy Services: milestones-document-
2019.pdf (iaea.org)
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https://www.who.int/activities/controlling-cancer
https://cdn.who.int/media/docs/default-source/integrated-health-services-(ihs)/csy/palliative-care/whpca_global_atlas_p5_digital_final.pdf?sfvrsn=1b54423a_3
http://dcp-3.org/cancer?tXDb+6+naMETt9/mGkeEIw==
http://www.incb.org/documents/Narcotic-Drugs/Yellow_List/58th_Edition/Yellow_List_-ENG.pdf
https://www.who.int/publications/i/item/9789241565462?sequence=1
http://www-pub.iaea.org/MTCD/publications/PDF/pub1296_web.pdf
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://www.who.int/teams/immunization-vaccines-and-biologicals/vaccine-access/planning-and-financing/cmyp-tools
https://gicr.iarc.fr/
https://gicr.iarc.fr/
http://www.who.int/choice/en/
http://www.who.int/choice/en/
https://ncdalliance.org/sites/default/files/resource_files/WHO%20From%20Burden%20to%20Best%20Buys.pdf
http://www.cancercontrol.eu/cancercontrol.eu/guide-landing-page/
https://www.who.int/publications/i/item/9789241511940
https://www.who.int/publications/i/item/9789241511940
https://humanhealth.iaea.org/HHW/DBStatistics/IMAGINE.html
https://www.who.int/publications/i/item/9789241550390
https://www.paho.org/en/documents/safe-handling-hazardous-chemotherapy-drugs-limited-resource-settings
https://www.paho.org/en/documents/safe-handling-hazardous-chemotherapy-drugs-limited-resource-settings
https://www.paho.org/en/documents/early-detection-breast-physiology-and-clinical-breast-exam-cbe
https://www.paho.org/en/documents/early-detection-breast-physiology-and-clinical-breast-exam-cbe

The Lancet Oncology Commission on Imaging and Nuclear Medicine Report (2021)
Medical imaging and nuclear medicine: a Lancet Oncology Commission - The Lancet
Oncology

Lancet Oncology Commission | IAEA

The Nuclear Medicine Resources Manual 2020 Edition: 19-00731 PUB1861 15.12.20-Print-
PDF.indd (iaea.orq)

Planning a Clinical PET Centre: STI/PUB/1457 (iaea.org)

Additional

Cancer Basics | Oncology Nursing Society

ONS Foundations of Oncology Nursing Practice™ Bundle

Free Courses | Union for International Cancer Control (pathims.com)
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https://www.paho.org/en/documents/early-detection-breast-health-awareness-and-early-detection-strategies-cancer
https://www.paho.org/en/documents/early-detection-breast-health-awareness-and-early-detection-strategies-cancer
https://www.iaea.org/about/partnerships/other-organizations/lancet-oncology-commission
https://apps.who.int/whocc/Detail.aspx
https://apps.who.int/whocc/Detail.aspx
http://www.nccn.org/framework/default.aspx
http://dcp-3.org/cancer
http://www-pub.iaea.org/MTCD/publications/PDF/Pub1462_web.pdf
http://www-pub.iaea.org/MTCD/publications/PDF/Pub1462_web.pdf
https://www.pathlms.com/uicc/courses?filter=free
https://www.pathlms.com/uicc/courses?filter=free

ANNEX 8: COMPREHENSIVE CANCER CONTROL PARTNERS COMPASS -

AFRICAN REGION

Cancer control planning and governance

Evidence-based
recommendation

Available support

Opportunities/Areas of focus

Conduct a comprehensive
assessment of the
country’s capacities and
needs to inform cancer
control interventions

imPACT Reviews by

IAEA/WHO/IARC

Support to member states as part
of joint UN coordination on cancer
control

City Cancer Challenge

Support cities within their network
to carry out a situational analysis
on capacities and needs

Updating or development
of a new National Cancer
Control Plan

WHOI/IAEA/IARC

NCCP advisory support as part of
joint UN coordination on cancer
control upon request

International Cancer
Control Partnership

Providing toolkits and technical
assistance on development and
review of NCCPs; support NCCP
implementation through Cancer
Control Echo program

Union for International

Providing toolkits and technical

mobilization strategies)

Cancer Control (UICC) | assistance on cancer control
planning
WHO Costing of NCCP or other disease-
based plans
Development of strategic | IAEA Through PACT or Rays of Hope
documents for resource project
mobilization (bankable :
documents; investment WHO Support on developing an
cases: resource investment case

Registry and Surveillance

Evidence-based
recommendation

Available support

Opportunities/Areas of focus

Establish/strengthen
capacity for cancer
registration  (either

IARC through the
Global Initiative for
Cancer Registry
(GICR)

GICR collaborating centres in Africa
o Kenya-Nairobi Cancer Registry
o South Africa- National Cancer
Registry
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population or

hospital-based)

ttps:/igicr.iarc.fr/
ttps://gco.iarc.fr/en

o Cote d’lvoire- Abidjan Cancer
Registry
African Cancer Registry Network
(AFCRN) for mentorship and capacity
building

Vital Strategies- Data
for Health Initiative

Support establishment, strengthening and
expansion of population-based cancer
registries

CONCORD
Programme

The Cancer Survival Group at the London
School of Hygiene and Tropical Medicine
supporting countries to determine cancer
survival rates using population-based
registries data

Prevention

Evidence-based Available support Opportunities/Areas of focus

recommendation

Introduce/expand WHO Technical assistance on introduction of

Hepatitis B Hep B birth dose vaccination

vaccination

Introduce HPV | GAVI, The Vaccine jde grants for vaccine introduction,

vaccination as a pilot | Alliance operation costs, vaccine switch, health

project or expand to sys’gem strengthening and technical

the national assistance

immunization WHO stical support (vaccine introduction plan,

program micro planning, development of health
worker guidelines and monitoring tools)

UNICEF Support in vaccine procurement
UNFPA Logistical support for HPV pilot projects;

support on development of cervical cancer
prevention strategies

Implement WHO Support for prevention programs; training

provisions of the and guidelines; surveillance; tobacco

Framework cessation

Convention on o

Tobacco Control Support to dev tobacco control legislation
for member state
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(FCTC) including the
MPOWER package

Centre for Tobacco
Control in Africa

Development of tobacco control policies
and legislations; institutional strengthening
for tobacco control

Tobacco Policy
Action Fund for
Africa (Management
Sciences for Health)

Funding and technical assistance to
advance national tobacco control priorities

Campaign for
Tobacco Free Kids

Provides grants to develop and deliver
high-impact, evidence-based tobacco
control interventions

Africa Capacity
Building Foundation
(agency of the

African Union)

Support development of tobacco control
policies

Bill and Melinda
Gates Foundation/
Bloomberg
philanthropies

Tobacco prevention campaigns; research;
tobacco control policies

African Centre for
Tobacco Industry
Monitoring and
Policy Research in
Africa

Observatory of the WHO FCTC based in
the University of Pretoria; provides up-to-
date information on activities of the
tobacco industry that may impact on
tobacco control policies

International Union
against Tuberculosis
and Lung Disease

Support implementation of FCTC and
MPOWER package in LMIC countries

Reduce harmful use | WHO Support  to member  states on

of alcohol implementation of the Global strategy on
reduction of harmful alcohol use

Healthy diet and | WHO Support to member states on

obesity implementation of the Global Action Plan

on Physical Activity

Early detection (screening and early diagnosis)

Evidence-based
recommendation

Available support

Opportunities/Areas of focus
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Strengthen cervical
cancer  screening
and referral systems
for treatment of pre-
cancerous lesion or
early diagnosed
cases

WHO

Support to member states in
implementation of the Cervical
Cancer Elimination Initiative (CCEI)

Support MS to develop CCEI
strategy

Support on CB for cervical cancer
screening and treatment

UNFPA Support on development of cervical
cancer prevention policies/guidelines

Global Fund (through | Supporting scale up of HPV screening

CHAI/UNITAID) and procurement of material (low
price)

The SUCCESS project Collaboration  between  UNITAID,

Expertise France, Jhpiego, and the
Union for International Cancer Control
(UICC) supporting countries in West
Africa

Supporting the AFRO Comprehensive
Cervical Cancer Prevention and
Control Initiative in partnership with
WHO

IFPMA (International
Federation of
Pharmaceutical

Manufacturers)

International Taskforce
on Cervical Cancer
Elimination in the

Commonwealth

Support for cervical cancer elimination
goals in collaboration with UICC

TogetHER partnership

Global initiative supported by ACS,
CHAI, FHI 360, Grounds for Health,
Jhpiego, PATH, Pathfinder, PSI, Basic
Health International to prevent cervical
cancer among women with HIV

Go Further Partnership

Collaboration between PEPFAR, the
George W. Bush Institute, the Joint
United Nations Programme on
HIV/AIDS, Merck, and Roche to
prevent cervical cancer in women
living with HIV

Establish/strengthen
programmes for
breast cancer

WHO

Supporting member states in the
implementation of the Global Breast
Cancer Initiative
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screening and early
diagnosis

IARC-
platform

https://canscreenb.iarc.fr/

CanScreen

5 | Support for monitoring and quality
improvement for breast and cervical
cancer screening

Roche Working with WHO Afro to integrate
cervical and breast cancer early
detection and other NCD screening in
PHC

AstraZeneca Accelerate Change Together (ACT)

project focusing on breast, lung and
prostate cancers

Bio-Ventures for Global

Health

Access Accelerated Initiative
supporting integration of prevention
and early detection in PHC settings

Diagnosis

Evidence-based
recommendation

Available support

Opportunities/Areas of focus

Strengthening  of
laboratory and
pathology systems
(SOPs, reporting
systems, trainings)

WHO Providing technical assistance (guidelines
development; laboratory accreditation)

World Bank Funding for laboratory systems
strengthening (Pandemic Fund)

College of | Providing pathology fellowships; supporting

Pathologists of East,

institutions  in  developing  pathology

Central and | curriculum; regional network for research
Southern Africa

(COPECSA)

African  Strategies | Supporting advocacy efforts on prioritization
for Advancing | of pathology services; networks for teaching,
Pathology research, and training

College of | Training and fellowship opportunities
Pathologists of

South Africa

West Africa College
of Physicians

Promoting  professional training and
standards of practice; specialist recognition;
networks for research
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American Society for
Clinical Pathology

Supporting telepathology in Nigeria in
collaboration with Memorial Sloan Kettering
Cancer Centre in the US

Strengthen IAEA Support to member states on strengthening
diagnostic imaging radiation medicine use for diagnosis through
and nuclear technical cooperation and the Rays of Hope
medicine initiative
(workforce,
radiation
protection,
infrastructure
improvement)
Treatment
Intervention Available Opportunities/Areas of focus
support
Medical oncology WHO Technical assistance on guidelines
development; essential medicines list; access to
cancer medicines
Allied Against | Collaboration  between  African Cancer
Cancer Coalition, American Cancer Society, CHAI

and NCCN focusing on resource-stratified
treatment guidelines and access to cancer
medicines in partnership with pharmaceutical
companies Biocon Biologics, Novartis, Pfizer
and Viatris through the Cancer Access
Partnership.

African Access
Initiative

Initiative by BVGH African Access Initiative on
expanding access to cancer medicines and
technologies, strengthening healthcare
infrastructure and building clinical oncology
capacity.

ATOM (Access
to Oncology
Medicines)
Coalition

Global coalition led by the UICC to enhance
access to oncology medicines through country
capacity and systems strengthening, increasing
availabilty of WHO EML medicines and
increasing the number of patented and new
medicines in the pipeline
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Radiation oncology

IAEA Support to member states on strengthening
radiation medicine use for cancer treatment
(equipment, workforce, standards, guidelines)
Equipment Supply and maintenance of radiotherapy
manufacturers equipment

(Varian, Elekta)

Global Coalition
for Radiotherapy

Provides a platform for capacity building through
global webinars, shared advocacy and a
community of practice

Surgical oncology

WHO Technical assistance on guidelines
development; essential medicines list; access to
cancer medicines

College of | Providing surgical fellowships and

Surgeons of | preceptorships; regional network for research

East, Central,

and Southern

Africa

West Africa | Promoting training of surgeons and specialist

College of | recognition; regional network for research

Surgeons

Pan African | Providing opportunities for education,

Women’s mentorship and research for practising women

Association of | surgeons

Surgeons

Society of | Supporting fellowships, continuous professional

Surgical training and research for members

Oncology global

curriculum

International
Federation of
Head and Neck

Providing fellowships for head & neck surgery

Oncologic
Societies
Global Surgery | Supports surgical training and education; policy
Foundation initiatives; research; and infrastructure and
equipment through the Surgical Fund
Paediatric oncology | WHO Supporting implementation of the Global

Initiative for Childhood Cancers
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St. Jude’s

WHO collaborating centre for childhood cancers;

Children convenor of the Global Platform for Access to

Research Childhood cancers Medicines

Hospital

Global HOPE | Collaboration involving Texas Children’s

project Hospital and Baylor College of Medicine
working in Botswana, Malawi, Tanzania,
Uganda, Rwanda and South Africa

American Supporting access to childhood cancer essential

Childhood medicines in East Africa

Cancer

Organization

International Promoting advocacy for children and
Society of | adolescents with cancer; education and training;
Paediatric providing research grants

Oncology (SIOP)

World Child | Supporting programmes to improve treatment;
Cancer family support; early diagnosis and enhanced

advocacy.

GFAOP (Groupe
franco-africain
d’oncologie
pédiatrique)

Supporting French speaking countries to set up
paediatric oncology units, training, protocols and
medicine. Partnership signed with WHO/AFRO
in 2022

CCl (childhood
cancer
international)

Supports advocacy and awareness building,
capacity development and psychosocial support
for childhood cancers; platform for collaboration
and networking

Palliative Care and Survivorship

Recommendation | Available Opportunities/Areas of focus

support
Establish/strengthen | WHO Technical assistance on palliative care
palliative care policies/guidelines development; access to
services palliative care medicines

IAEA Support on enhancing access to palliative

radiotherapy

201




African
Hospices and
Palliative Care
Association

Supporting countries to prioritize palliative care;
training of palliative care providers; advocacy for
palliative care

Allied Against
Cancer

Access to essential pain medicines through the
Treat the Pain programme

Hospice

Africallnstitute
of Hospice and
Palliative Care

Training programs for nurses, doctors and other
healthcare providers across Africa

International
Cancer Control
(UICC)

in Africa
Survivorship/ WHO Technical assistance on meaningful involvement
Patient support of persons living with cancer, support MS
developing norms, training, essential medicine for
palliative care
Union for | Supporting civil society and patient groups to

enhance advocacy for greater prioritization of
cancer control

City Cancer

Support patient groups in cities within their

Challenge network to carry out advocacy, patient education
and navigation

American Supporting programs on palliative care,

Cancer Society | survivorship and patient navigation

ATLANTES Collaborative centre of WHO for palliative care

(University of _ . o

Navares) Technical assistance on palliative care, Norms,

assessment, policies/guidelines development,
Atlas, publication

Training and Research

Recommendation

Available support

Opportunities/Areas of focus

education
training
programmes
oncology

Develop/strengthen

IAEA

e Supporting workforce development in
radiation and nuclear medicine

¢ Rays of Hope Anchor centres in
Africa

0 Algeria (the Bab EI-Oued and Pierre
and Marie Curie Cancer Centre,
M'Hamed)

0 Morocco (Institut National
d'Oncologie, Rabat)
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WHO

Supporting  training programs  in
prevention; early detection; diagnosis;
medical oncology; palliative care

IARC
platform

learning

https://learning.iarc.fr/

Training and mentorship programs in
cancer registration, cancer prevention and
early detection

Merck’s Africa
Oncology Fellowship
Programme

Fellowships in medical oncology in Kenya
and Egypt

African Organization

Providing opportunities for education,

for Research and | mentorship and research for oncology
Training in Cancer | professionals through the African Cancer
(AORTIC) Leaders Institute

African Cancer | Virtual community of learning supporting

Research and Control
ECHO

experience sharing across countries on
different cancer control thematic areas

East African Centre of
Excellence in
Oncology

Providing training and fellowships in
haemato-oncology hosted at the Uganda
Cancer Institute

Allied Against Cancer

Supporting the Chemosafe program
building capacity of HCWs on safe use of
chemotherapy

Global Oncology | Providing online continuous medical
University education in oncology
Union for | UICC fellowships to strengthen workforce

International Cancer

Control (UICC)

capacity in cancer control by facilitating
the exchange of knowledge, expertise and
technical skills in cancer prevention, early
detection and diagnosis, treatment and
palliative care.

BIO  Ventures in
Global Health (BVGH)
https://bvghlearn.org/

Free, wvirtual, asynchronous training
courses for oncology professionals
(nurses, physicians, pathologists etc.),
tailored to the African context, in both
French and English
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Establish/strengthen
cancer research
programmes

IARC Opportunities for collaboration and
partnership in cancer research

uUs Government | Supporting the Prostate Cancer Research

Department of | Programme in Africa

Defense

US National Cancer | Supporting collaborations in global cancer

Institute research:

e Affordable Cancers Technologies
program

¢ Implementation Science
programs

e CASCADE Clinical Trials Network

e HIV associated malignancy
research

e Institutional capacity
strengthening

¢ Annual Symposium on Global
Cancer Research (ASGCR)

Network for Oncology
Research in Africa
(NORA)

Collaboration between academic
institutions from Ethiopia, Tanzania,
Nigeria and South Africa with the African
Cancer Registry Network, the Martin-
Luther-University and the Charité
Universitatsmedizin in Germany

BIO Ventures for | Supporting the African Consortium for

Global Health Cancer Clinical Trials (AC®T)

The African | Facilitates capacity building for education

Oncogenetics and training, research, policy, and

Network implementation of cancer clinical genetics
in Africa

Northwestern Supporting  research  in infection-

University West | associated cancers

Africa- US Cancer

Prevention and

Control Initiative
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ANNEX 9: CANCER NOTIFICATION FORM

A
NCR _ NATIONAL CANCER REGISTRY @
e CANCER NOTIFICATION FORM \\¥/
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1. PATIENT
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Middle name: ......
TrDE! weeeerecee e
Date of birth: | |

Place of Domicile in Last 1 Year:.

Place of Usual Domicile: ............
[SE1 71Ty FORR |1 -1 | =1 1 =1 VLSRR s |1 o==14 e 4 T=1 1 = 111

Occupation:......

MoK Mame: oK Phone No

2. TUMOUR

Date of incidence: | | | | | | | | | | | (dd/mm/yyyy)

Basis of d[agnos is: |:| 0. Death certificate only 4. Spedific tumour markers 7. Histology of primary
1. Climical only 5. Cytology / Haematology 8. Autopsy only
2_ Clinical invests (X ray etc.] 6. Histology of metastasis 5. Unknown A Verbal autopsy only

Primary site of the tumour (Topography) ...

[T 1oy el eV . Stage:D] WEC (x000)| | T ] [ ]mf ] ]
Laterality: D 1. Right 2.Lleft 3.Unilateral NOS 4. Bilateral 5.Unknown

Types of Diagnosis: Symptomatic D Asymptomatic D Screening D

Treatment given: surgery |:| Radiotherapy D Chemotherapy

]
Hormonal D Immunotherapy D Palliative Care D

Traditional |:| Others |:|
HIV Status: Y/N/U ] DM Status: [[] HN status: []
]

Differentiation: well D Moderate I:I Undifferentiated

Poor D Unknown |:|

3. SOURCE OF INFORMATION

Institution/Hospital:
Unit/Ward:
Path Lab. Number

4. FOLLOW UPp

Date of last contact (dd/mm/yyyy): | | ” | || | | | |
Status at last contact (1=alive, 2=dead) D

Cause of death (1= this cancer, 2= Other cause, 9= Unknown) |:|

MName of Primary Dr.:

Date First Seen:

Form filled by: Date Signed.

Data entered by: Date Signed.
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ANNEX 10: WHO INDICATORS FOR EVALUATING PALLIATIVE CARE
SERVICES IN A HOSPITAL

and social workers trained in
palliative care?

Indicator Definition Assessment Criteria Score: 0-5

Service Availability of palliative care | Does the hospital have | 0-1: Absent

Availability services within the hospital, | dedicated palliative care | 1-3: Limited
including  outpatient and | units/teams? 3-5: Strong
inpatient services.

Staffing Number and qualifications of | Are there physicians, nurses,

Patient Reach

healthcare professionals
trained in palliative care.

Proportion of patients
accessing palliative care

services compared to those
needing it

Are all eligible patients
identified and referred?

patient care pathway.

Pain Availability and use of | Are medications regularly
Management essential medications like | stocked and used
morphine and other opioids | appropriately?
for pain relief.
Continuity of | Integration of palliative care | Is there a seamless referral
Care across different stages of the | system between departments

and services?

Satisfaction

levels of patients and their
families regarding

Education & | Training programs for | Are there regular workshops,
Training healthcare workers in | courses, or certifications
palliative care practices. provided?

Community Involvement of community | Are families involved in
Engagement and family in palliative care | decision-making and care

plans. plans?
Documentation | Quality of documentation and | Are patient records
& Records record-keeping for palliative | comprehensive and
care patients. standardized?
Patient Feedback and satisfaction | Are surveys or feedback

mechanisms in place?

Cost
Accessibility

Affordability of palliative care
services for patients and
families.

Are financial support
programs or subsidies
available?
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ANNEX 11: AWARENESS TOOLS FOR CHILDHOOD CANCER

CHILDHOOD CANCER :¢... "
AWARENESS L
MONTH 2024 -

The most common childhood
cancer types:

PR rain

Eyes

. .
b (retinoblastoma)
. ——— Lymphoma
‘ — Blood (leukemia)

Bones (osteosarcoma

L4 . '\— and Ewing sarcoma)
\’\‘ Kidneys

N \(Wilms tumor)
™ Neuroblastoma
Muscles - Rhabdomyosarcoma]

#ChildrenareGold

)

JARUN]
ouomT "

| | How to identity childhood | Biosete soidanimo awon o amomi, OuT o6l amats skars oris
| cancer symptoms eartyand [l 3™l arun jojero omode nf ‘oniag a2 nwata oge yen ihe &
What to do next. 1b6re ati sige ni itglo, P¥-ae s2e.

272 - 272 : 2?2
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childhood cancers
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