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Cancer care: widening the scope of innovation
The keynote address at the 2022 American Society of 
Clinical Oncology (ASCO) meeting earlier in June was 
met with great enthusiasm. André Ilbawi, WHO’s Cancer 
Control Officer, announced the first partnership between 
ASCO and WHO that, he says, “catalyses meaningful 
innovation to address persistent inequities—locally and 
globally—in cancer care”. The principle of the collaboration 
is to incentivise “social and organisational innovations” 
rather than the development of new drugs or diagnostics, 
particularly in low-income and middle-income countries. 
What exactly does this mean?

The definitions of social and organisational innovation 
vary but WHO and ASCO are concentrating on 
community-rooted strategies that increase patient 
satisfaction, reduce inequalities, and improve treatment 
quality. In oncology, social innovation has often meant 
new forms of advocacy, destigmatisation, empowerment 
of patient groups, and public education: such as 
harnessing patient voices to influence awareness, patient 
care, and screening for breast cancer. Or introducing 
school-based vaccination programmes to increase HPV 
vaccination coverage. Organisational innovation might 
involve putting hospitals and  providers in charge of local 
cancer programmes (they will know best what works 
locally) rather than national leadership, or optimising the 
use of the workforce (training surgeons to deliver basic 
low-risk chemotherapy, or nurses to deliver palliative 
care). The point is that, although new drugs, diagnostics, 
and technologies are important, they are not what 
most patients with cancer really need. Instead, the most 
required innovations are at a community level, finding 
new ways to put into practice what is known to work 
already and enabling access to effective interventions that 
have the most meaningful benefit for patients. 

This principle is well established. There are research 
programmes for implementation science and conferences 
dedicated to health systems research. The UNICEF/UNDP/
World Bank/WHO Special Programme for Research and 
Training in Tropical Diseases has championed community-
based health interventions for decades. For example, in 
HIV, the development of effective new antiretrovirals was 
coupled with innovative, pragmatic means of detection, 
treatment delivery, and prevention using public health 
and community-based approaches. The number of new 
HIV infections during 2000–14 fell by 41%.

Despite the clear value of people-centred health 
systems, oncology research—as in most fields of 
medicine—is dominated by clinical trials of new drugs 
and technologies. Research priorities are skewed by 
the interests of drug companies and research funding 
organisations favour drug trials. Large funding 
projects geared towards the development of high-tech 
science are undoubtedly well intentioned: the recently 
relaunched Cancer Moonshot programme, Cancer 
Research UK’s Grand Challenges, the Canadian Institutes 
of Health Research’s Grand Challenges, and the EU 
Mission on Cancer. However, without a complementary 
investment in research into implementation, the 
result is likely to be increasingly inequitable cancer 
care globally, focused on incremental advances that 
only a small minority of patients can access. In 2018, 
Bishal Gyawali and colleagues called for a “cancer 
groundshot”, with investment made to optimise 
infrastructures, health systems, and interventions 
already proven to work: “going global before going to 
the moon”. Such investments are yet to be made. 

The burden of cancer in low-income and middle-
income countries is set to double over the next 
two decades (from 12 million cases per year to 20 million 
cases per year by 2040, representing more than 75% of 
global cancer cases). The world is not on track to achieve 
universal health coverage goals. How can oncology best 
serve the many and not the few? A research agenda 
driven by the priorities of industry must change. Existing 
programmes to strengthen global cancer care—by the 
likes of ASCO, ESMO, the World Bank, WHO, and non-
governmental organisations—have been fragmented. 
They need to be expanded and better coordinated, with 
a broader range of collaborators, from governments 
to civil society. The new WHO–ASCO programme is 
promising—it must be judged on its outcomes. 

But the issue it seeks to address is long standing: 
drugs and technologies are important but will make 
little difference in a health system insensitive to the 
needs of individuals and communities. The balance 
between the two has long been out of kilter in 
oncology. It’s time for a radical reset in cancer research, 
one that takes the context of care more seriously 
and insists that equity is as important as survival.   
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