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The aim was to expand our understanding of oncology as practiced in a very different 
environment to the London hospitals where we are currently working as registrars. 

The importance of cancer as a major cause of morbidity and mortality in low- and middle-
income countries has been generally overlooked compared with the progress and advances 
reported in high-income health systems and institutions. We aimed to experience how 
oncology services are managed and delivered in a low-resource setting and understand the 
challenges faced given the ever increasing expense of oncological treatment and services. 

Interest and opportunity in this area is growing as an understanding develops around the 
immense and disproportionate burden of global cancer faced by low- and middle-income 
countries.  

Cancer in Nepal 

Nepal has a population of around 32 million people, about half that of the UK, but the 
population has a median age of around 23 years compared with over 40 years in the UK.   
Over 18% of the UK population is over 65 years old but in Nepal the figure is only around 5%.  

A study over a four-year period in Nepal from January 2010 to December 2013 showed that 
cancer registrations in both males and females are increasing year by year. Over this period 
the most commonly occurring cancers in males were lung (17.5%) followed by stomach 
(7.6 %) and laryngeal cancer (5.4%). For females the three most common cancers were 
cervix (18.9 %), breast (15.6 %) and lung (10.2%). These findings match our observations 
during our placement. 

In terms of radiation treatment, there are currently six functioning machines in the country; 
two linear accelerators and two cobalt machines in the government sector and two linear 
accelerators in the private sector. In comparison there are 353 machines at 70 radiotherapy 
centres in the UK. Following a cancer diagnosis, the Nepali government will provide 100,000 
Nepali rupees (approximately $1000) for treatment. This money can be spent in the 
government or private sector. There are currently waiting times of approximately four 
months for initiation of radiotherapy in the government sector. The alternative option of 
treatment in the private sector requires substantial additional self-funding, an option not 
feasible for the average Nepali.  

Our internship 

We spent four months at the Nepal Cancer Hospital and Research Centre (NCHRC) in 
Kathmandu. It is one of only three centres offering radiation treatment in the Kathmandu 
Valley. The department has one linear accelerator, treating 50–60 patients daily five days a 
week. There are also daily brachytherapy cases. 

During our internship we spent time in both outpatient clinics and the wards with the 
remaining time spent in radiotherapy planning; both contouring and reviewing plans. At 



NCHRC there is a weekly tumour board meeting where teams present any challenging cases 
to the various departments and a recommendation is made for ongoing management. 

We also visited the nearby BIR and Bhaktapur government hospitals. BIR Hospital currently 
has a non-functioning cobalt machine following the earthquake in 2015. The hospital is 
awaiting delivery and installation of a tomotherapy machine. Bhaktapur Hospital has a 
functioning cobalt machine with no X-ray simulator facilities, but the waiting time for 
treatment is approximately four months. 

Our observations 

There are many challenges faced by radiation oncologists in Nepal. A knowledge of the 
management and treatment of all tumour groups including paediatrics is needed, as there 
are not currently sufficient facilities or radiation oncologists to allow subspecialisation. There 
was a clear awareness among staff of current advances in radiotherapy treatment but 
frustrations at not having the available resources to offer these. 

In Nepal patients often present late due to lack of education, lack of any screening 
programmes and due to the long travel distances to access healthcare. Some patients were 
noted to have extended neo-adjuvant treatment for logistical or financial reasons. This 
allowed treatment to begin if there were a long waiting time (in a government centre) or 
allowed time for patients to raise funds for radiotherapy treatment and travel to a private 
centre for care. 

There was a tendency for radiotherapy planning to be more cautious with larger margins 
and inclusion of equivocal nodes in volumes. Overall treatment tended to be more 
aggressive, as compared to the current trend for de-escalation of treatment in the UK; for 
example all patients undergoing adjuvant breast radiotherapy received a tumour bed boost. 
This in part is due to the difficulties relating to follow-up as patients return to their home 
towns in remote regions and often receive no further regular oncological follow-up. 

There are also significant cultural differences with regard to general management, 
communication and treatment. Discussions and decisions are often undertaken with the 
family alone and in many cases the patient was unaware of their diagnosis. Festivals are 
culturally significant and patients were often not willing to attend treatment on festival days, 
some of which last for an extended duration. Due to capacity, compensation for these gaps 
was with additional treatment days at the end of the course only, thereby extending 
treatment duration significantly in some cases. 

Summary 

Our experience compliments our training in the UK. It provides a stark contrast between the 
management and treatments we would consider as standard of care back in the UK 
compared to those available in a low-resource setting like Nepal. Management and 
treatment delivery was shaped by a number of factors including the social and cultural 
environment, types of cancer presentations, the age and geographic distribution of the 
population and the limited resources available to the staff. 

We were also provided with an opportunity to see older techniques no longer used in the UK 
and understand the constraints and limitations involved.  



All of the staff in Nepal were very welcoming and eager to learn and provided us with many 
contacts in the country, both senior and in training with whom we will stay in touch and 
hopefully visit again in the future. Finally although the NHS is by no means perfect, it 
reminded us of how fortunate we and our patients are here in the UK. 

 

 


