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OVERVIEW OF UICC

» UICC is the largest and oldest (founded in 1933) global
cancer fighting organisation  of its kind in the world

» We are at the heart of the cancer community and uniquely
positioned to drive action

» Our global membership base includes the world’s major
cancer societies, treatment and research centres, patient
organisations, and governmental health institutions and
currently stands at 770+ organisations in over 155 countries

» We have developed important strategic partnerships  with
like-minded public and private sector organisations

» We play to our strengths, which include our ability to advocate
on behalf of the cancer community, convene leaders to drive
action and run programmes that require international
coordination



Our Influence has grown

Membership has
increased across all

continents
# members
2010 2012
Africa 44 97
Australasia 15 145
Asia 110 125
Europe 109 159
North America 47 70
_ South America 48 165

Our membership now
spans 155 countries

(up 26% from 123 in

0 —— 776

# members 2010 # members today




Journey to the UN High Level Meeting on
Non-Communicable Diseases (NCDs)

As a founding member of the NCD Alliance, UICC was at the
forefront of the civil society campaign to hold a UN High-Level
Meeting (HLM) on NCDs to put cancer and the other NCDs on the
global agenda.

International Union Against

@), VORLD HEART l(-£ ) Tubarculosis and Lung Disease
FEDERATION. Health solutions for the poor

Formed in 2009, the NCD Alliance now represents over 2,000
organisations in 170 countries. Together with NCD Alliance partners,
UICC campaigned for a strong outcomes document with concrete
targets and actions on NCDs to be adopted at the UN HLM from19-20
September 2011 in New York.
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United Nations A res

Distr.: General

General Assembly

Sixty-sixth session
Apgenda 1tem 117

Resolution adopted by the General Assembly

[without reference to a Main

Political Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of
Non-communicable Diseases

The General Assembly

Adoprs the Political Declaration of the High-level Meeting of the General
Assembly on the Prevention and Control of Non-communicable Diseases annexed to
the present resolution.




WORLD BANK COUNTRY GROUPS

WORLD BANK CLASSIFICATION (ATLAS

\

World Bank

Country Groups
(GNI per capita)

Low

Income
(5995 or less)

Average female life
expectancy at birth

57.8 yrs

Average GNI per capita

(2009 US dollars) $403

Total national health
expenditure per capita

S22

Fraction of GDP spent
on health care

5.1%

Lower

Middle Income
($996 - $3,945)

69.3 yrs

$1,723

S76

4.3%

High
Income
(512,196 or more)

Upper

Middle Income
($3,946 - $12,195)

74.4 yrs 82.4 yrs

$6,314 $36,953
$458 54,266

6.4% 11.2%

Health expenditure figures 2010 for calendar year 2007; GNI = gross national income
http://data.worldbank.org/data-catalog/health-nutrition-and-population-statistics.

© 2013 BHGI. All rightsreserved
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BREAST CANCER INCIDENCE AND MORTALITY
More vs. Less Developed World Regions
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2008 2010 2015 2020 2025
—— Incidence: Less Developed 691521 725592 823787 921727 1022548
== |ncidence: More Developed 692634 707880 744700 777129 806450
~— Mortality: Less Developed 269048 283226 325442 370049 417254
Mortality: More Developed 189455 194257 206634 217990 230785

SOURCE: Globocan 2008 (|ARC) © 2013 BHGI. All rightsreserved
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GLOBAL BREAST CANCER BURDEN
INCIDENCE AND MORTALITY: 20152024

> Most common cancer among women

< 17.5 million cases in next decade

< 9.1 million cases in less developed countries
< By 2024, over 1 million cases per year in LMCs

> Most common cancer killer among women

< 5 million women will die in next decade

< 3.6 million deaths in less developed countries
< 650,000 deaths are premature and preventable

SOURCE: Globocan 2008 (IARC) ©2013 BHGI. All rightsreserved




GLOBAL CANCER BURDEN:
FEMALE CANCER MORTALITY BY AGE

Breast cancer (deaths in thousands [95% uncertainty intervals])

15-49vyears =50 years Total

Global

94-0 (87-1-102-3) 3312(269.9-352:8) 4252 (358-6-453-4)

Developing 67-8 (61-6-74-2) 145-9 (125-8-160-2) | 2137 (188.6-231.2)
Developed 26-1(24-1-29. 185-3 (143-2-200-4) | 211.4(169.3-228-

Cervical cancer (deaths in thousands [95% uncertainty intervals])

15-49vyears =50years Total

Global

55-9 (39-5-78-7) 144-1(98-9-195-7) 200-1(139-0-276-3)
Developing

462 (327-643) 1092 (731-146:3) 1554 (1062-212.1)

Developed 97 (6-8-131) 35-0(25-6-49-3) 447 (32:3-62-3)

Forouzanfar, Lancet Oncol 378:1461, 2011

© 2013 BHGI. All rightsreserved
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@) World Health
97 Organization

EXECUTIVE BOARD EB132/7
132nd session 11 January 2013
Provisional agenda item 6.2

Draft action plan for the prevention and control of
noncommunicable diseases 2013-2020

Report by the Secretariat

© 2013 BHGI. All rightsreserved
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NCD GLOBAL ACTION PLAN
CANCER-RELATED GOALS

» Maintain disease registries, including for cancer
Incidence by type

» Reduction in maodifiable risk factors (tobacco,
physical activity, obesity, saturated fat, alcohol)

» Promote breast feeding (exclusive for 6 months,
continue until 2 years with complementary feeding)

> No specific goals or actions relating to breast cancer
early detection, diagnosis, treatment or palliation

SOURCE: WHO ZerO DI'CIﬂ' (] 2 OCTOber 20] 2) © 2013 BHGI. All rightsreserved




BREAST CANCER EPIDEMIOLOGY

STAGE AT DIAGNOSIS: UNITED STATES VS.

5 year
SURVIVAL USA

100% 16%

STAGE EXTENT

0 Noninvasive

| Early stage

100% 40%

disease
Early stage

disease

86% 34%
Locally
advanced

57% 6%

Metastatic
disease

IV pAO 4%

DISTRIBUTION

INDIA

1%

23%

52%

24%

USA:
90% DCIS or

early staged

invasive
disease at
diagnosis

INDIA:
76% locally
advanced or
metastatic at
diagnosis

Sources: SEER Survival Monograph (NCI), 2007;
Chopra, Cancer Institute Chennai, 2001

© 2013 BHGI. All rightsreserved
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U.N. ALUIVIAN SRIGELL S LA 966)

wA' Y N,

ECONOMIC, SOCIAL AND CULTURAL
RIGHTS (ICESCR), ARTICLE 12(1)

“The States Parties to the present
Covenant recognize the right of
everyone to the enjoyment of the

highest attainable standard of
physical and mental health.”

SLIDE CREDIT: Beth Rivin, MD ©2013 BHGI. Al ightsreserve
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CANCER CONTROL GUIDELINES
DISEASESPECIFIC APPROACH

EARLY
DETECTION
PRIMARY
PREVENTION BIAGHOIE
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BHGI GUIDELINE DEVELOPMENT

» Comprehensive guidelines by selected expert panels
» Consensus opinions based on evidence review
» Publication of a) consensus and b) individual manuscripts

GUIDELINE DEVELOPMENT SUMMITS:

Global Summit 2002: Health Care Disparities
Global Summit 2005: Resource Stratification

GUIDELINE VALIDATION SUMMITS:

Global Summit 2007: Guideline Implementation
Global Summit 2010: Healthcare Delivery

© 2013 BHGI. All rightsreserved
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GLOBAL SUMMIT 2005-BETHESDA
RESOURCE STRATIFICATION

» Basic level: Core resources or fundamental services necessary
for any breast health care system to function.

» Limited level: Second-tier resources or services that produce
major improvements in outcome such as survival.

» Enhanced level: Third-tier resources or services that are
optional but important, because they increase the number
and quality of therapeutic options and patient choice.

» Maximal level: Highest-level resources or services used in
some high resource countries that have lower priority on the
basis of extreme cost and/or impracticality.

© 2013 BHGI. All rightsreserved
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BHGI GUIDLINE TABLES

EARLY DETECTION

HEALTH CARE SYSTEMS

Patient st F amiy [duc abon
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parnng system

Level of
resources

Public Education and Awareness

Development of culturally sensitive,
linguistizally appropriate locsl education
programs for target populstons to te
of early deteciion, breast cancer risk factors
and breast heaith awareness
(educafion + seff-examination)

Detection Methods

Ciinieal history and CBE

Cuiturally and finguisfically sppropriate
targeted outreachieducsiion encouraging CBE
for age groups at higher risk administer=d
at districtiprovincial level using healthcare
providers in the field

Diagrostic breast US +- diagnosiic
mammography in women with posifive CBE

Mammographic screening of target group”

Regions| awareness programs regarding
breast heath linked to general health and
‘women's health programs

Mammographic sereening every 2 years in
women ages 50-52°

‘Cansider mammographic screening every
12-18 months in women ages 40-42°

Cansider annual mammagraghic screzning in
40 and older

Otherir 2
high-risk groupsT

DIAGNOSIS

Level of

resources. Clinical

History
Physial examination
Clinical breast examinaton (CBE
Tissue sampling fo cancer diagnosis
o istologi) picr 1o
iniation of reatment

Imaging and Lab Tests

Pattoicgy dagnosis obtained for
svery breast lesicn by any avalable

Patnology regert contsining

appropriatz diagnosiic and prognosiicl

precicive nformaten to incud tumor

siza, lymph nod status, histologic

ype and tumor grade

Process o establish harmone reses
status possily incuding empir

asszssment of e raprt
Determination and reporting of

THM stage

US-guided FNAB of sonographicafy
suspicious avilary nodes

Sentn lymph node (SLN) biopsy
wih blue dye.

Diagnosiis breast irassund (US)
Plain chest and skeletal radiography
Liver US
Blood chemisty profle”
Complete blaod count (CBC)"

Determination of ER status by IHCH
s

Determination of margn status,
content, presznce of LVI

Frozen section o fouch prep
5L anaiysi

H

‘overexpression ar gene ampification§
Determiniton of PR status by HC

PET scan, MBI scan, breast MRI.
ERCAI12 festing

Mammograghic doutie reading

METASTATIC

Systemic Treatment (Palliative)

STAGE | STAGE I

Level of Local-Regional Treatment

Level of Loeal-Regional Treatment

resources Sugay

Modified radical
mastectomy

Systemic Treatment (Adjuvart)
Radiation Therapy  Chamolberspy  Endoerine Therapy _ Bioioglcal Therapy

Gophorectomy in
premenopausal
wamsn

Tamasifen®

Level of

resources surgary

Modified radical
mastectomy

Local-Regional Treatment

Systemic Treatment (Adjuvant)

Radabon Therspy  Chemolnerspy  Encocrina Therspy  Bological Tharapy

Oophorectomy in
premencpausal
viomen

Classical CMFT

AC. EC. or FACH
Tamosifent

Breast
consenving
surgeryt
Sentinel ymph
node (SLA)
biopsy with
blue dyef

Classical CMF§
AC, EC, or FACH

Breast
conserving
surgeny§
Seninel ymph
node (SLM)
biopsy with
blue dyel

Pastmasteciomy
irradiation of
chestwall and
regional nodes
for highvrisk
cases”

SLN biapsy using
iotrar

part of breast-
canssning

therspyt

Aromatase
inhibitors

LK-RH agonisis

SLN biapsy using

Trastuzumab for
treating HER-2/
neu pasitive
diseasel

Aromatase
inhibitors

LH-RH agonists

Cancer: 113 (8 supp

), 2008

Local-Regional Treatment
Radlation Therapy

Level of

resources surgery

Modified radical
mastectomy

Systemic Treatment {Adjuvant or Necadjuvant)

Chemotherspy  Endocring Therapy  Biologlcal Therapy

Freoperatye | Oophoreciom,
premencpausal
women

or CMFf Tamosifent

Fostmasteciomy
irradiation of
chest wall and
regional nodes®

therapy

Aromatase
inhibitors

Trastuzumab for

LH-RH agonists

resources Surgary

Total mastectomy
for ipsilateral
breast tumor
recurrence

Radiation Therspy  Chematherspy  Encocrine Therapy _ Supportive Therapy

Gophorectomy in | Nongpicid and

0ausal | opicid analgesics
and sympiem
management

women

Tamosifent

radiation therapy

Classical CMFE

Paliative Anthracycine
menatherapy or

in combination

Aromatase

b | Bisphospnontes

© 2013 BHGI. All rightsreserved
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Public Participation Health Care Delivery
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Courtesy of Benjamin O. Anderson, M.D., Chair & Director Breast Health Global Initiative
Fred Hutchinson Cancer Research Center, Professor of Surgery & Global Health

Medicine University of Washington, Seattle, Washington



