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4 FROM THE EDITOR

Dear Readers,

AORTIC is very
proud to have
been involved
at the UICC
World Cancer
Congress held
in Geneva, Switzerland from 27-
31 August 2008. Dr Twalib
Ngoma, President of AORTIC and
Dr Mike Chirenje, Vice-President
of AORTIC, Southern Africa,
were both guest speakers and
presented at this conference.

AORTIC also had a presence at
the conference, alongside other
prominent international cancer
organisations, with a modest
stand sporting posters, informa-
tional pamphlets about AORTIC
and information about the up-
coming AORTIC 2009 confer-
ence. | was most fortunate to
have been able to host the stand
and there was much interest
generated at the exhibition, with
people signing up as members,
and entering our competition.

AORTIC is also proud to be a
registered member of the UICC,

and hope this membership be-
comes a point of collaboration in
the future.

Please send your comments,
news and views, as these are
always welcome, to:

aortic@telkomsa.net.

Signing off.
5/@/1‘{}«%’

Belmira Rodrigues

Photo above: AORTIC Stand at
the UICC World Cancer Confer-
ence in Geneva
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.__|| Tanzania celebrates new radiotherapy unit

Tanzania will remember 14 May 2008 as a
pivotal date in its cancer control efforts.
On that day, high-level political support
for tackling cancer in the years ahead was
clearly demonstrated in Dar es Salaam.

President Jakaya Kikwete of Tanzania,
who is also Patron of AORTIC and current
Chairman of the African Union, was guest
of honour at a special ceremony at the
Ocean Road Cancer Institute (ORCI) to
launch a new radiotherapy unit, donated
through the International Atomic Energy
Agency (IAEA) “We in Tanzania consider
this event as one of the milestones in can-
cer control in our country,” said President
Kikwete. “For us it is a great leap forward
in our fight against this dreaded disease.”

The equipment donation was the result of
efforts made by the IAEA’s Programme of
Action for Cancer Therapy (PACT) to help
Tanzania advance its national cancer con-
trol plans. PACT and its partners are
working with Tanzania to build capacity
and mobilize resources towards a cancer
strategy which, for the first time, includes
not only curative treatment but also sur-
veillance, prevention, early detection and
palliation.

IAEA Deputy Director General Werner
Burkart, who attended the ceremony, ac-
knowledged the importance of interna-
tional partnerships. “Only by working to-
gether can we prevent the cancers that
can be prevented, treat and cure those
that can be cured, and ease the suffering
that cancer causes,” he said. Echoing the
optimism of the day, Dr. Burkart contin-
ued: “This ceremony marks a celebration
of hope in what must be a sustained and
collaborative effort to control the burden
of cancer in this country.”

The colourful, well-coordinated launching
ceremony attracted a large audience of
local dignitaries, officials, international or-
ganizations and the press, as well as hos-
pital staff and dozens of cancer patients
currently under treatment at ORCI.

AORTIC President Dr Twalib Ngoma, who
is Executive Director, ORCI and Secretary
of the Tanzanian National Cancer Control
Steering Committee, gave opening re-
marks at the ceremony. “Today’s event
demonstrates the ability of international
partnerships to raise Tanzania’'s capacity
to treat cancer today and in the future,”
he said.

He was followed by speeches from Aisha
Kigoda, Deputy Minister of Health and So-
cial Welfare, Janet Siddall, Canadian High
Commissioner, and Jag Uppal, General
Manager of Best Theratronics, a U.S.-
based firm that recently purchased the ra-
diotherapy division of Canada’s MDS Nor-
dion. It was MDS Nordion that originally
made the donation of the radiotherapy
unit to Tanzania, through the PACT initia-
tive.

Tanzania is one of the six PACT Model
Demonstration Sites (PMDS), along with
Albania, Nicaragua, Sri Lanka, Vietnam
and Yemen. In each PMDS country, PACT
works together with international partners
including the World Health Organization
(WHO) and its regional offices, the Inter-
national Agency for Research on Cancer
(IARC), the International Union Against
Cancer (UICC) and several others to help
national authorities prepare comprehen-
sive, sustainable cancer control strategies
and plans. PACT takes advantage of the

Continued on next page ...

President Kikwete (Patron of AORTIC) &
Dr Twalib Ngoma (President of AORTIC)
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.__|| Tanzania celebrates new radiotherapy unit (Cont.)

promised that in his capacity as current
Chairman of the African Union he would do
his utmost to place cancer high on the Afri-
can agenda.

IAEA’s years of experience and technical
capacity in providing equipment and train-
ing in radiation medicine to low and middle
income countries.

Yet despite the many challenges, a sense
of optimism and determination to win the
fight was palpable at the launching cere-
mony. “The expectant faces of the patients
listening to their President's remarks left a
lasting impression on everyone present at
this august ceremony,” said Massoud
Samiei, Head of the PACT Programme Of-
fice. “It was a powerful reminder of the
great opportunity we have to think and

Even with its newly bolstered treatment
capacity and the heroic efforts of its staff,
ORCI still can meet only a small part of
Tanzania’s cancer burden, currently in the
region of 35,000 new cases a year. In
other parts of the African continent, the
situation is even worse, with 40 percent of
countries having no radiotherapy facilities
at all. “This is very disturbing because can-

cer diagnosis in such a situation is synony- ) . .
mous to a slow and painful death sen- work globally in partnership with WHO and

tence,” said President Kikwete. Appealing others to help developing countries fight
for continued international support, he cancer.

ﬁ Society of International Humanitarian Surgeons

By Peter Kingham

By 2020 it is estimated that 70% of all cancer-related deaths will occur in developing
countries. Survival rates in these areas are generally 20-30%. Breast, lung, cervical, eso-
phageal, stomach, prostate, and liver cancers are all diseases that have a high incidence
in Africa. All of these solid organ cancers are optimally treated with surgery if diagnosed
early enough, or with palliative surgery if the patient is in a late stage of disease. As can-
cer centers are developed throughout Africa, and radiation and chemotherapy are avail-
able at an increasing rate, one question is how to best incorporate surgeons into the multi
-modality care of patients. The introduction of radiation and chemotherapy changes the
surgical management of many diseases.

Surgical oncologists in the west are keen to assist with developing a training protocol in
partnership with surgeons in Africa that would be applicable to countries that are forming
cancer centers. The curriculum could have three arms: palliative surgery, surgery in com-
bination with chemotherapy and radiation therapy, and techniques for clinical oncology
research. Palliative surgery is a vital part of caring for cancer patients, especially when
many cancers present at late stages. Included in this would be techniques such as eso-
phageal stenting for palliative esophageal cancer therapy. Surgical treatment in combina-
tion with radiation and chemotherapy would also be a central aspect of the curriculum,
both in broadening treatment algorithms and in treating patients who are receiving che-
motherapy and radiation. The clinical research aspect of the curriculum would be impor-
tant to try to help link African surgeons with their colleagues in the west, not simply as a
source of tissue or patients, but as a collaborator to assist in trying to understand similari-
ties and differences in cancer patients in different parts of the world. This curriculum
should be developed in tandem between African surgeons and western surgical oncologists
if it is going to be useful and practical. Surgeons at Memorial Sloan-Kettering Cancer Cen-
ter and the Society of International Humanitarian Surgeons
(www.humanitariansurgery.org) are interested in participating in this process. Please

contact peter@humanitariansurgery.org if interested in participating.
- AORTIC NEWS, The Pulse of Cancer Care in Africa
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'é “SPEAKING YOUR HEALING INTO EXISTENCE”

Interview with Eunice Saunders — Cancer Survivor

Belmira: When were you first diagnosed
with cancer?

Eunice: | was 17 years old when | was di-
agnosed with breast cancer.

Belmira: That is a very young age - it
must have been quite a shock for you.

Eunice: It was quite shocking for the doc-
tors as well and they said breast cancer
normally affects women from the age of 25
years and older. There was a huge lump
in my breast. At the time | had terrible
pain and all I wanted was to remove the
lump as it was so painful especially after
menstruation. My parents even thought it
was just part of growing up. The mammo-
gram did not show anything suspicious but
my breast became bigger and more painful
and 1 insisted that the lump be removed.
After the operation it was discovered that
the lump was indeed cancerous. | under-
went chemotherapy and radiotherapy
treatment. | was in Matric at the time and
I lost all my hair but it didn’t bother me at
all. I thought it was a lot of fun not to
have any hair as | didn’t have to worry
about washing and blow-drying my hair.

Belmira: How did your friends react when
you told them that you had breast cancer?

Eunice: They were quite shocked. |
sensed a bit of distance from them and
they did not know how to handle me or
what to say. Ten years ago, when | was
diagnosed, it was thought that a cancer
diagnosis is a death sentence. There were
a lot of misconceptions. They didn’t have
much knowledge about cancer and weren’t
very aware and that was the scary part
but | kept my head up high and never

gave in.
Belmira: Describe what happened next.

Eunice: After my treatment | was cleared
of

my cancer for about 6 months. | was
working for 3 months and then started
getting symptoms such as pins and nee-
dles in my hands and severe back pain. |
was rushed to hospital one night and had a
scan and found out that the cancer was in
the vertebra between my spine. The doc-
tors could not believe it and neither could
my family and I. It was very hard for my
family to accept. | went into a deep de-
pression. My family was notified about the
severity of the cancer and the doctors did-
n't know whether I was going to make it.
| felt like giving up but the support from
my family and people from my congrega-
tion played a big role in my mind set and
overcoming this cancer diagnosis. My 21°
birthday was coming up and | didn’t want
to go for a bone marrow transplant as |
would be in hospital for a long time. There
was no bone marrow match available for
me but eventually I did not need to have a
BMT. | was extremely happy that | didn’t
have to go for the BMT and could enjoy my
21%'.  Three years down the line the can-
cer appeared again this time in my brain.
| started getting severe headaches. | was
working at the time and one day | had a
blackout and was rushed to hospital. The
doctors thought it was due to stress. |
eventually went for more tests and it was
discovered that | had 2 tumours in my
brain as big as golf balls.

Continued on next page ....

- AORTIC NEWS, The Pulse of Cancer Care in Africa
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Interview with Eunice Saunders—Cancer Survivor (Cont.)

Belmira: What sort of treatment did you
undergo this time?

Eunice: | was advised to undergo chemo-
therapy to the brain with lumbar punc-
tures. The tumours could not be removed
due to where it was located. After the 3™
chemotherapy the tumours shrunk and
could hardly be seen. This was a great re-
lief. 1 handled the treatment very well and
had very little side-effects compared to the
previous 2 cancer treatments. | was able
to help other patients in hospital and peo-
ple couldn’t believe that | was sick during
this period. 1 believe the word of God and
that what you say carries a lot of power so
I never spoke about it negatively. 1 believe
on keeping my eyes on the light and not
the darkness that | was in during my treat-
ment. | was asked to testify at churches to
encourage other people who may be going
through the same thing. I believe that
this is what God wants me to do.

Belmira: How did you become involved
with CANSA?

Eunice: A friend of mine who is also a brain
cancer survivor first introduced me to
CANSA and encouraged me to get involved.

Belmira: What words of advice would you
give to cancer patients and their family
members?

Eunice: Support from family plays a big
role and if there are family members that
don’t know how to help the cancer patient
to get support themselves. There was a
time that | felt that | was a burden to my
family but after speaking to my parents
and was assured by them 1 felt much bet-
ter. | would therefore encourage patients

to be open and to speak to their family
members or caregivers and to thank them
for what they are doing. Don’t think that
you are a burden, after all you did not ask
for the cancer to appear. There are two
things that | always say to patients. Ac-
cept it and fight back or accept the cancer
and say | am going to die and give up. Ac-
cept the cancer and keep positive. It's a
psychological thing and its up to you on
how you handle your situation. “Speaking
your healing into existence, for me that is
the most important thing, speaking.”

Belmira: How are you feeling now?

Eunice: I'm feeling very good and go for
checkups every six months. | am very in-
volved with the cancer patients at Eikehof
(CANSA’s interim home) and with the Relay
for Life events in the Western Cape.
Where | am now, is what | want to do,
need to do and to be able to speak to peo-
ple and to change their view about what
they are going through during their cancer
treatment. A cancer diagnosis is a life-
changing experience, gives you the oppor-
tunity to look at people differently and to
enjoy life.

Eunice Saunders being interviewed
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ﬁ Greetings from the Cancer Nurses Society of Australia

- phursts Society M}th
Ko )bgo

4“’“’”?0&9 Ad"ﬂ"d‘j@d\
The Cancer Nurses Society of Australia (CNSA) is a membership based organisation that
has been developed to serve cancer nurses in Australia. It is governed by a National Execu-
tive Committee that comprises elected representatives from all states and territories, and a
nationally elected Chairperson.

The organisation was founded in 1998 under the umbrella of the Clinical Oncological Soci-
ety of Australia (COSA). We have grown to be the largest member organisation of COSA
with over 800 members throughout Australia.

As an organisation CNSA is committed to our mission of achieving and promoting excel-
lence in cancer care through the professional contributions of nurses. Our members are
registered or enrolled nurses dedicated to patient care, research, and education in cancer
nursing.

To achieve our mission, the CNSA acts as a resource to cancer nurses around Australia, no
matter what their geographical location or area of practice. Our dedication is apparent with
both our widespread presence and representation by our Regional Groups currently estab-
lished in Sydney, Hunter Region (NSW), Melbourne, Perth, Adelaide and Brisbane and with
our focussed Special Interest Groups for Radiation Oncology and Breast Care Nurses.

These regional and specialised outlets offer many ways for cancer nurses to become in-
volved with the CNSA and enjoy the many benefits and rewards of being a member.
Regular newsletters are published by the CNSA and our activities culminate with our annual
Winter Congress. This two or three day scientific meeting gives nurses an opportunity to
hear about research and practice issues related to cancer nursing, from beginning to ad-
vanced practice level. It is a wonderful opportunity to catch up with old friends and meet
new ones. We encourage nurses from near-by countries to join us — such as New Zealand,
just as much as we encourage any nurse with an interest in cancer to join us.

We are very active at the international level through the ISNCC — we have a member who
is the Australasia/Pacific regional representative, and the current President and Treasurer/
Secretary are Australia cancer nurses.

Gabrielle Prest
Chair, CNSA

About 25 million people worldwide are living with cancer. It is the second
leading cause of death worldwide, accounting for about 13% of all
deaths. Last year, cancer Killed about 7.9 million people, about 72% of
whom were in developing countries. The World Health Organisation
(WHO) forecasts that by 2030, the annual global death toll will rise to
about 11.5 million.

CANCER
FACTS!

Lung cancer is the most common cause of death from cancer in the world
Tobacco use is the single largest preventable cause of cancer in the world. In developing

countries, smoking is responsible for more than 80% of all lung cancers.

- WHO
- AORTIC NEWS, The Pulse of Cancer Care in Africa
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Cervical cancer test poised to be a boon
& : -
in developing world

by AFP,
Yahoo! News

Paris, 9/22/2008 - A simple test for cervical cancer, designed to be used in developing
countries, could strike a massive blow against the disease notorious as a "silent killer" of
women, doctors said on Sunday.

Screening for cervical cancer is routinely done in rich countries and has helped cut mortal-
ity from this disease in advanced economies by between 50 and 80 percent.

But the technique requires access to sophisticated labs, which makes it unsuitable for coun-
tries that lack financial resources and medical infrastructure and may not even have elec-
tricity in remote areas.

Researchers said a prototype of a straightforward, affordable test had been tested in trials
among nearly 2,400 women in rural China and proved to be highly accurate.

Pap smears identified as pre-cancerous by lab screening were spotted by the device 90 per-
cent of the time. It was also 84.2 percent accurate in identifying samples that were not
precancerous.

The gadget, called careHPV, amplifies telltale strands of DNA found in the human papillo-
mavirus (HPV) which causes cervical cancer. It is a spinoff of a lab technology called Hybrid
Capture 2.

Able to detect 14 high-risk types of HPV, the mini-lab needs an area of clean benchtop
workspace that is about the size of a tabloid newspaper.

It does not require mains electricity or running water and can be used by non-technical
support staff.

The test results come in around two and a half hours, which means a woman can be
screened and given help in the same visit if need be.

The study is published online by the British journal The Lancet Oncology.

One of the authors, John Sellors of McMaster University in Hamilton, Ontario, said the re-
sults were "very promising."”

"If women 30 years and older could be screened at least once in their lifetimes with such a

test, and appropriate treatment administered at the same visit, public-health programmes
would be affordable and deaths from cervical cancer would be reduced by a third,"” he said.

- AORTIC NEWS, The Pulse of Cancer Care in Africa
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ﬁ Echoes from Africa

Dr. Anne Merriman
AORTIC Vice-President, East Africa

Palliative care is alive, well and moving in
the African sub continent. However, the
needs are far greater than what is pres-
ently available or in progress. HIV/AIDS
has brought finances to cover palliative and
support care to HIV patients. However, the
proportion of funds allocated to palliative
care is reduced because support care cov-
ers nearly all persons and includes food,
mosquito nets and other supportive needs,
whereas palliative care, which is care inten-
sive, covers only those who are critically ill
or at the end of life.

Cancer has been neglected in the era of
AIDS except for those lucky(?) enough to
have AIDS as well!

By 2020, there will be more than 1 million
deaths from cancer in Africa representing
10% of the world’s cancer deaths_. There is
a great deal of suffering in Africa where few
countries have access to any radio or
chemo therapy, and when, and where, it is
available less than 5% will access or take
advantage of these modalities because of
late presentations. This is unlike HIV where
there is tremendous physical suffering dur-
ing intercurrent infections as well as the
total suffering experienced by families and
orphans left behind.

Palliative care is now present in varying de-
grees in 16 out of 48 African countries, but
only 12 of these have affordable morphine
available. Many countries declare that they
have palliative care, but when visited it
may be nonexistent or very small, serving
a tiny population. The African Palliative
Care Association (APCA) and Hospice Africa
are trying to improve and move frontiers in
order to provide care for more and more of
our suffering friends.

Hospice Africa was founded in 1993, with a
mission to support palliative care through-
out sub-Saharan Africa by means of a
“model”. Hospice Africa Uganda was chosen
as the model a year later following a feasi-

bility study of 4 countries. Hospice Africa
Uganda is now a model and teaching centre
for Uganda and other African countries. In
May, 2007, Hospice Africa started a new
initiative. An experienced Ugandan pallia-
tive care Nurse, Catherine Nawangi, is now
our Clinical Trainer for International Pro-
grammes. She spends a month with a pal-
liative care service, where she shares ex-
periences and discusses standards, ex-
plains the holistic approach to care, and
provides training in clinical palliative care to
the team. She later keeps in touch with the
teams through text messages as many are
not able to access email.

This innovative approach initiated by Cath-
erine, is working very well. The teams feel,
and know, they are supported after she
leaves. Since November 2007, she has as-
sisted four teams in West and Central Af-
rica (Cameroon, Nigeria and Malawi).

The idea of pro-

viding a model for
Francophone and

Luciphone Africa is

now being ex-

plored. There is no

model of palliative

care service in ei-

ther of these

countries. This is a

challenge to be

taken up by Hos-

pice Africa and

APCA, and we are

seeking the support also of IAHPC and oth-
ers (including donors) who care.

Most cancer patients in Africa suffer terrible
pain. The lucky ones in Uganda are reached
by a Hospice team. This is urgently needed
throughout SSA.

1. Jones SB, Cancer in the developing world: a call to
action, BMJ 1999;319;505-508
2. Lingwood J et al, The Challenge of cancer control
in Africa Nature Reviews (Cancer)

Volume 8 (May 2008)

- AORTIC NEWS, The Pulse of Cancer Care in Africa
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It's now more than a year since the open-
ing in Lusaka of Zambia’s first specialized
cancer treatment and radiotherapy centre,
the Cancer Diseases Hospital (CDH). At
the official opening on 19 July 2007, a day
filled with celebrations, music and dance,
the Ilate President Levy Patrick
Mwanawasa proclaimed the hospital “the
culmination of a vision”.

For Zambia’s thousands of cancer pa-
tients, the opening of the hospital cer-
tainly was a dream come true. Until then,
they had been placed on lists, waiting to
be sent to neighbouring South Africa or
Zimbabwe for treatment. But the high
costs involved—up to $10,000 per pa-
tient—meant that rarely happened. In the
period 1995-2004, the Zambian Ministry
of Health was able to pay for only 350 of
the 5000
needing radiotherapy 7000
to be sent abroad.
For the rest, there
was little hope. “They
were left to endure
the pain while the disease ravaged their
bodies relentlessly until they died,” Presi-
dent Mwanawasa said in his address at the
opening ceremony.

Today, that bleak picture has changed.
The CDH’s bright, cheerful waiting areas
throng with people and its new diagnostic
and treatment machines handle up to 100
patients a day. Recently, three radiation
oncologists returned from completing four
years of training in South Africa. And the
government is now funding the hospital—
paying for salaries, equipment and sup-
plies—from a separate budget.

Treatment at the CDH is currently free-of-
charge for all Zambians but a cost sharing
scheme is being designed to try and meet
the high cost of providing cancer treat-
ment. Says CDH Acting Executive Direc-
tor, Dr. Kennedy Lishimpi: “The establish-
ment and operationalization of the Cancer
Diseases Hospital has brought equity of

SR Fstimates suggest that more than
new cases are diagnosed Riabiialtts
each year in Zambia, which has a
population of 11.6 million.

ZAMBIA’S CANCER DISEASES HOSPITAL
A First Birthday Full of Promise

access to cost effective cancer treatment
for all Zambians seeking radiotherapy and
chemotherapy. It offers improved quality
for cancer patients, as close as possible to
the family.”

But the cancer situation is still urgent. Es-
timates suggest that more than 7000 new
cases are diagnosed each year in Zambia,
which has a population of 11.6 million.
The most common form in women is can-
cer of the cervix, with an estimated 54
cases for every 100,000 women—one of
the highest rates in the world. Of these,
more than 80% end in death, mainly be-
cause the disease is diagnosed at an ad-
vanced stage and is therefore very difficult
to treat. Tragically, with early detection
and appropriate treatment, cervical cancer
is preventable and curable.

in Zambia
are infection-related. Ex-
perts say the high rates of
cervical cancer are linked
to widespread HPV
(Human Papilloma Virus). In addition, HIV
(Human Immunodeficiency Virus) s
prevalent in nearly one million of the adult
population, leading to increasing numbers
of Kaposi’'s Sarcoma, an HIV-related skin
cancer.

CANCER DISEASES HOSPITAL—LUSAKA

Continued on next page ...
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ZAMBIA’S CANCER DISEASES HOSPITAL

A First Birthday Full of Promise (Cont.)

The International Atomic Energy Agency
(1AEA) played a key role in helping Zambia
to realize its vision of building a cancer
hospital. In 2002, the Agency’s Technical
Cooperation (TC) department helped the
country secure a US$ 5.6 million loan from
the OPEC Fund for International Develop-
ment (OFID). IAEA experts provided the
Zambian government with support and ad-
vice through the years of planning, con-
structing and equipping the hospital. And
IAEA funds were used to help train key
health professionals such as radiation on-
cologists, radiotherapists and medical
physicists. Just as importantly, Zambia
can count on the Agency’s continued sup-
port for at least the next two to four years
of consolidation.

“The IAEA remains committed to helping
Zambia strengthen the delivery of quality
cancer treatment,” says Lameen Abdul-
Malik, Technical Programme Officer, TC
Africa. “Particular importance will be given
to helping the country provide a sustain-
able service through the development of a
national programme on training radio-
therapists, and upgrading the skills of key
staff in oncology and medical physics.”

Many challenges remain for Zambia as it
strives to achieve excellence in cancer care
and control for its people. Currently, hu-
man resources shortages at the CDH are
of particular concern. At the same time,
poor economic performance means that
government funding to the health sector is
declining and there are increasing con-
cerns over meeting the CDH’s estimated
nearly $5 million direct and indirect annual
operating costs.

Still, all stakeholders understand the im-
portance of carrying the dream forward.
As well as funding and staff shortages, all
agree that emphasis must also be placed
on building an effective, sustainable na-
tional programme of cancer care and con-

trol. During the opening of the CDH,
President Mwanawasa underscored this
point, saying: “Now that the Zambian
people have access to radiation treatment
for cancer, public awareness of cancer and
its treatment should be made part and
parcel of the goals of health education.
National programmes for cancer control,
sound policies and projects will be required
in support of radiotherapy to address the
needs of the people.”

In part that has already started to happen.
The opening of this state-of-the-art hospi-
tal has placed cancer squarely in the public
eye. Today, more Zambians are aware of
the extent of the disease in the country
and the urgent need for preventive efforts.

Photo below:

The late President of the Republic of Zam-
bia, Levy Patrick Mwanawasa, is welcomed
on arrival at the hospital by cancer patient
Chiti Kampamba, amid intense media in-
terest.
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l’f" International Implementation of breast health guidelines for
developing countries
published by CANCER

A special supplement of the Oct. 15 journal Cancer for the first time de-
tails guidelines for low- and middle-income countries to implement
breast cancer programs to detect and treat the most common disease
among women worldwide. “Guidelines for International Breast Health

and Cancer Control — Implementation” developed by the Breast Health Global Initiative
(BHGI) outlines a tiered system of resource allocation - based on countries’ overall eco-
nomic status and availability of resources — toward early detection, diagnosis, treatment,
and developing an overall breast health program. Other papers contained in the supple-
ment outline how countries implement programs in breast pathology, radiation treatment,
surgery and treatment of locally-advanced cancer. BHGI, an alliance comprised of a strate-
gic mix of internationally-focused health care organizations, was founded by Fred Hutchin-
son Cancer Research Center and Susan G. Komen for the Cure (www.bhgi.info).

The “Guidelines for International Breast Health and Cancer Control — Implementation” is
available online at:

http://wwwa3.interscience.wiley.com/cgi-bin/fulltext/121417905/HTMLSTART

The Cancer Clock
published by John Wiley and Sons, 2007

ISBN 0470061510, 9780470061510

320 pages

Edited by Sotiris Missailidis

Winner of the 2008 Mike Price Fellowship

A comprehensive overview of cancer as a single topic and provides an all-
encompassing account of the key aspects related to the disease from its
causes and initial diagnosis through to treatment and care and the differ-
ent support mechanisms available.

Oncology Nursing Review
(Rev) by Connie Henke Yarbro

ISBN-13: 9780763750305
January 2007
294pp

Annotated Q&As disc. Quality of life, symptom management, basic body
function changes, emergencies & practice standards.
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