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Abstract
The COVID-19 pandemic has had a significant impact on healthcare services globally. Whilst it has been
particularly disruptive for cancer care in low-resource settings, a few African countries have been able to
adapt strategies to enable continued delivery of medical care to persons with cancer. This study seeks to
highlight how much effect the coronavirus pandemic has had on oncological care in Africa and to indicate
the way forward. For this narrative review, PubMed and Google Scholar were used to search for literature
addressing the effect of the coronavirus pandemic on the care of patients with cancer in Africa with ensuing
coping strategies. Selection criteria were manuscripts published since the onset of the pandemic in 2019 and
written in the English language with Africa being the focus. In total, 52 research papers involving up to 21
African nations were found and reviewed. Across the board, the COVID-19 pandemic resulted in the deferral
of oncological screening programs and a halt in immunization activities routinely scheduled for preventable
cancers. It caused a colossal shortage in the availability of appropriately trained medical personnel, reduced
frequency and duration of outpatient consultations, and a delay in cancer investigations and diagnosis. It
also stirred up the substandard modification of chemotherapy regimens and radiotherapy due to the scarcity
of anticancer medications and radioisotopes and engendered the cancellation of cancer surgical procedures.
Palliative care for patients with locally advanced and metastatic disease was in many cases interrupted and
cancer research activities were abruptly deferred. Ultimately, these led to poor patient outcomes and
increased cancer-related fatalities. However, a few African countries - Rwanda, Ghana, and Tunisia - have
continued to adapt telemedicine, small unmanned aircraft systems (sUAS), and home therapy to facilitate
cancer care. To date, there is a paucity of data concerning the successes and cost-effectiveness of these
relatively new methods recently adapted to cater to the medical needs of cancer patients in Africa. The
pandemic has presented the African community an opportunity to advance her healthcare systems,
especially as it pertains to the delivery of medical care to persons with cancer. The need of the hour is to
study further the alternative cancer care delivery systems initiated during the pandemic in order to
determine their sustainability in Africa at large.
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Introduction And Background
Globally, cancer is a leading cause of mortality and, it is estimated that per annum, cancer-related deaths
will increase in Sub-Saharan Africa by up to a million by the year 2030 from over 520,000 in the year 2020 [1].
It is a disease that causes body cells to multiply abnormally and uncontrollably with ensuing local invasion
and distant metastasis [2]. There are more than 26 distinct types of cancer and they vary substantially in
their behavior and response to medical and surgical treatment [2,3]. This narrative review of 52 research
papers, involving up to 21 African nations and centered on the impact of COVID-19 on cancer care, has
shown that the coronavirus pandemic has upset the delivery of cancer services in low- and middle-income
nations, especially in Africa [4-7]. It has impacted cancer prevention, screening, diagnosis, management,
palliative care, and patients' follow-up [8,9]. These disruptions especially during the peak of the pandemic
are due to a number of factors. First, oncology healthcare workers were reassigned to the COVID-19
forefront and many times, without adequate personal protective equipment (PPE). Furthermore, the closure
of country borders and movement restrictions posed logistic constraints resulting in the dearth of
medications and clinical supplies requisite to cancer care delivery. Lastly, many oncological patients were
prevented from visiting health facilities due to heightened fear of the COVID-19 virus [10,11] especially
because they are at high risk for the acute form of the viral illness and fatal outcomes from reduced
immunity caused by the malignancy itself, or consequent to radiotherapy, chemotherapy, [12] and surgeries
[13] used in the management of persons with cancer. Telemedicine, small unmanned aerial systems (sUAS),
and home therapy [14-16] are the most significant alternative care methods implemented across Africa
during the peak of the pandemic to facilitate cancer services. This review is aimed at critically examining the
impacts of the coronavirus pandemic on oncological services and highlighting the alternative cancer care
delivery pathways implemented in Africa. Real-world data on these relatively novel cancer care strategies
and their success rate in Africa so far is limited. As there is a need to determine which of these strategies
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can be tailored to the continued delivery of cancer services within complex healthcare systems, we intend
that this paper gears further research to detail undocumented alternative cancer care delivery tactics and
their successes, pan-Africa.

Review
Study methodology in brief
For this narrative review, PubMed and Google Scholar were used to search for literature centred on cancer
care in Africa since the first wave of the coronavirus pandemic till date; November 2019 to June 2023.
Our search strategy involved; (Cancer OR Malignancy OR Tumour OR Oncology) AND (Covid 19 OR
Coronavirus OR SARS COV2 Infection) AND (Management OR Treatment OR Care) AND (Africa OR “each of
the 54 African countries”). Literature satisfying the search strategy was selected and exported into Rayyan.ai
(a systematic review software) for duplicate removal and screening. The screening was in two phases. The
first phase involved screening of titles and abstracts, making sure that selected manuscripts matched the
inclusion criteria of being human studies, centred on cancer care in Africa, published since the first wave of
the Covid-19 pandemic and written in the English language. Exclusion criteria include animal studies, meta-
analysis, abstract-only papers, conference presentations, papers not written in the English language and
literature not related to Africa. The second phase involved screening of cancer care types, the pandemic's
impact on oncological care and strategies devised to mitigate the impact of the pandemic on the care of
persons with cancer. From the fully screened papers, data gathered include the first author, title of the
study, year of publication, country of origin, type of medical care provided, effect of the pandemic on cancer
care and mitigating strategies. With only 52 papers fully satisfying the screening process just 21 African
nations were found to have been mentioned in the papers. One other piece of literature that was included in
this study was a paper written by Joung et al. and published in March 2022 so as to provide a developed
country’s perspective from which the African community can learn [17]. 

Impact on the oncological workforce and physician-to-patient
interaction
Oncological services require vast medical personnel as well as clinician-patient interaction in making
diagnoses, administration of therapy and treatment response follow-up; however, the COVID-19 pandemic
disrupted these significantly. The pandemic worsened cancer care staff shortages; oncologists in Africa are
meagre in number which is why they have a higher workload when compared to the world’s average [18,19].
As a result of fear of coming down with the virus, particularly in settings where there was the inadequacy of
PPE (as was the state in Ghana oncology centres as of May 2020) the situation worsened as many of these
staff failed to show up at work [20]. The mental health of many frontline health workers was also affected
and this necessitated the enactment of mental health teams as reported in Zambia as of May 2020 [5].
During the same time period in Zambia, staff were categorised into Schedule A, B and C such that Schedule A
staff had to be physically present at work because they are essential staff, ‘B’ had to stay at home but report
on a rotational basis and ‘C’ had to work from home [5]. This system may have in itself been advantageous in
that truly, work efficiency can be attained whilst being physically absent from one's workplace. In a
qualitative survey of March 2020 involving eight oncologists in Nigeria, it was mentioned interestingly that
physical attendance to work had stopped in order to prevent cancer care staff from becoming carriers of the
virus infecting other patients - thus being a way of protecting their patients according to the Hippocratic
oath [11]. In Kenya, the pressure on oncological staff became enormous as clinic load increased from the pre-
pandemic figure of 100 patients daily to over 250 patients per day as of March 2021 - a situation brought
forth when the travel restrictions were lifted in an attempt to sort out backlog caused by the pandemic’s
lockdown [8]. This situation has inevitably led to workforce burnout since the same time period in Ghana as
well [8]. Moreover, the pandemic hampered physician-patient interaction. During the heat of the pandemic
in Tunisia for instance, the number of consultations lessened from about 2,700 in May 2019 to a little over
900 in the same period in year 2020 as a result of movement restrictions as well as patients' anxiety and
hesitancy in attending their clinic appointments [21]. A paper originating from the University of Ibadan,
Nigeria, in July 2020 and the University of Cape Town, South Africa, in January 2021 highlighted that the fear
of being infected with the Covid-19 virus due to hospital staff being potential carriers as the main cause of
patients anxiety stalling clinic attendance [11,16]. Similarly, in a Rwandan oncology centre, there was a drop
of over a quarter in the sum total of new outpatient cases during the peak of the pandemic in comparison to
the pre-coronavirus era [22].

Impact on cancer screening and prevention
Many African nations do not have organized surveillance programs for early cancer detection. Only a few
have screening programs for cervical cancer and, even in those nations, the surveillance rate is poor,
particularly in Central Africa where just 6% of the target population is reached [23]. The dire state of cancer
screening and prevention in Africa was further worsened by the COVID-19 pandemic. For
instance, Zimbabwe’s countrywide coronavirus movement regulations and social distancing rules put
forward to curb the spread of the virus from reporting its first case in March 2020 till the beginning of its
third wave in June 2021 resulted in the cessation of surveillance services and awareness programs for
cancer [24]. As of April 2021, Uganda, which had already recorded 337 Covid-19-related deaths and 40,000
Covid-19 cases, had in a bid to tackle the pandemic through lockdown and movement restrictions, also
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caused impedance to cancer outreach programmes and screening services [4]. Ghana, which was cited as
having the second-best testing capacity of 13,364 tests per million to a population of 31.13 million, having
recorded 215 Covid-19 related deaths and 2270 Covid-19 cases also had breast and cervical cancer screening
as well as colonoscopic screening for colorectal cancers suspended during the peak of the pandemic in 2020
[8]. To date, there is very limited data suggesting a full return of these countries to their pre-pandemic
cancer prevention states. The World Health Organization’s (WHO) statement published during the first wave
of the pandemic in March 2020 recommending temporary stoppage of vaccination campaigns and
immunization services in low-resource coronavirus hotspots [25] in the heat of the pandemic is likely to
have worsened vaccination services against infections such as human papillomavirus (HPV) and hepatitis B
virus; these viruses have been implicated in the pathogenesis of cervical and hepatocellular cancers
respectively [26]. The endemicity of these cancers in African countries over the past two decades has
remained unvarying [23] and the situation is more likely than not, to have been exacerbated by the
coronavirus pandemic. With only 14 nations having initiated HPV vaccination across Africa [27], the
pandemic may have quashed the intentions of other countries planning to come on board. Although the
pandemic has been noxious to cancer prevention in Africa, it is very likely that recent advancements in
technology may be the antidote. Borrowing a leaf from Zambia's response to the Covid-19 pandemic wherein
clinical meetings involving patients and different strata of the medical care workforce have been taking on
virtual platforms and telephonic means since May 2020 to date [5], cancer screening can as well be aided by
these tools. This however would require patients to be more involved in their cancer screening processes.
For instance, self-breast and testicular exams, self-diagnosis of skin lesions with the use of skin digital
devices and self-test kits for cervical cancers. The results of these tests and management plans can then be
discussed over virtual platforms with the index patient and multidisciplinary team as needed. Surely, there
are risks associated with depending on patients' results from self-testing as these may be inaccurate. That is
why Information, Education and Communication (IEC) materials should be provided through all forms of
mass media in appropriate languages for the select population [24]. As it is likely that it may take a while
before the African community incorporates technology fully into their health care systems, the WHO’s
technical guidance on how to restore and maintain screening services as highlighted in a paper of the
University of Zimbabwe in June 2021 must be adhered to [24].

Impact on cancer diagnoses
Cancer outcomes in the affected individual are hugely dependent on the stage at which it is detected. Delays
in cancer diagnosis forestall treatment commencement, thus worsening patient outcomes. Cancer becomes
difficult to cure once local tissue invasion and metastatic disease have occurred and overall, portends
increased cancer-related morbidity and mortality [28]. The apprehension associated with the possibility of
being infected with coronavirus in health facilities has negatively impacted early diagnostic programs
globally [29]. This impact was remarkable during the first wave of the pandemic in low-resource settings
particularly in Africa due to poor infectious disease control policies deterring cancer patients from visiting
healthcare facilities for fear of developing the severe form of the COVID-19 disease [10,11]. Also, during the
initial phase of the COVID-19 pandemic, many medical personnel were hesitant in assuming daily duty on
account of the non-availability of PPE required as a safety measure against the infection [16]. The economic
recession experienced in Africa during the peak of the pandemic posed financial constraints to the provision
and delivery of oncological diagnostic services [16]. This situation was the case in certain Ghanaian health
facilities where, by 12th April 2020 with 408 cases and eight deaths, routine cancer diagnostic
procedures had become hugely delayed [6], as was the rescheduling of oncological imaging services used for
cancer diagnosis in a number of Nigerian hospitals by July 2020 [30]. Although these are facility-level
reports, it is logical to surmise that these interruptions occurred on a national scale and across many African
countries and as such, worsened the existing state of poor cancer prognosis on the continent from delay in
tests and investigations used in the diagnosis of cancer.

Impact on medical care
Whilst chemotherapy and radiotherapy play a critical role in cancer care, the coronavirus pandemic has had
a marked effect on these modes of care for patients with cancer. By May 2020, Western and South African
oncologists had halted chemotherapy and started adjuvant therapy for many patients [20]. During the same
time frame in Sudan, cancer centres suspended non-urgent intravenous chemotherapy and follow-up
appointments and delayed treatment for newly referred cases except in the instance of an emergency [20].
The situation was similar for radiation therapy as many patients were unable to access this form of cancer
care for various reasons [20]. For example, it was reported that patients with cancer of the cervix in Zambia
were unable to attend their radiotherapy appointments in the month of June 2020 [30] because the country
experienced difficulties in importing radioactive medicines at the time it imposed movement regulations
and international borders closure as measures against the COVID-19 pandemic [16]. In Sudan, although
radiotherapy services were continued in oncology centres as of May 2020, patients domiciled in remote
locations far from these facilities found it difficult to travel to receive treatment due to movement
restrictions [20]. Ghanian reviews show that by January 2021, patients who ought to be administered chemo-
radiation therapy received only radiotherapy whilst new referrals for this form of treatment were attended
to depending on the effect of delays in treatment on prognosis [16]. Hypo-fractionated radiotherapy, which
was not widely practised prior to the coronavirus pandemic, also gained quantifiable acceptance during the
first wave of the pandemic in order to reduce the frequency of hospital admissions [16,32]. 
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Repercussions are bound to happen when patients with cancer are denied access to medical care. The
Ghanian populace, for example, has a sect that believes that consumption of large volumes of alcohol and
strong faith could prevent the virus from infecting them [6]; meaning, they could ignore social distancing
measures as well as personal hygiene without having to worry about being infected with the virus. Cancer
patients having this mindset become a risk to themselves and their communities. First, they are likely to
become infected with the virus. Second, the co-occurrence of cancer and Covid-19 in a single person
increases the chance of mortality. Third, the consumption of huge volumes of alcohol in an individual with
both cancer and Covid-19 causes a geometric rise in the chance of death and fourth, they are likely to
inadvertently infect other people. Still, in Ghana, many people have strong beliefs that their Covid-19 test
samples are being taken for ritual purposes and this made it difficult to curb the virus at its onset as of April
2020 [6]. In Nigeria, strong traditional belief systems do exist as well. This was seen about two decades ago
during the global polio eradication programme wherein many citizens avoided being vaccinated because they
thought it would render them infertile, infect them with HIV and would cause them to develop cancer. If
this belief was upheld at that time, it is logical to assume that there may be some cancer patients in Nigeria
and other parts of Africa who may not have been tested nor vaccinated against the Covid-19 virus and, this
may lead to increased morbidity and mortality [6]. Although many papers since the first case of the
pandemic have given alternatives to standard chemotherapy and radiotherapy regimens [5], it is difficult to
state whether the regimens used by oncologists in Africa to care for cancer is right for the continent as
Africa has always had to rely on regimen recommendations from the developed countries. It is therefore
important to use this opportunity to carry out research on what regimen is best for Africa and concurrently,
adapt the regimen alongside basic epidemiological measures leveraging technology as much as possible. 

Impact on surgical care
Many cancers if detected early are hugely amenable to surgical procedures. Delay in cancer surgeries has a
detrimental effect on cure [33] as there is a 6-13% increase in death risk if an oncological operative
procedure is delayed by four weeks [34]. The COVID-19 pandemic has caused marked delays in cancer
surgeries [16,35]. During the one-hour-long expert panel discussion which was held by oncologists in Nigeria
on 30th March 2020, it was reported in a few African countries including Nigeria, that patients in stable
state who had been booked, hospitalized and awaiting elective surgeries were discharged without having
their surgeries done [11,36]. According to a research paper involving Sudan, it was stated that during the
onset of the pandemic, by April 2020, elective cancer surgeries had been cancelled for up to 14 days as the
country was trying to understand and adapt strategies to combat the coronavirus pandemic [20]. In South
Africa, it was reported that as of July 2020 surgical procedures for oncological cases had been cancelled or
reduced in about 30% of health facilities surveyed [37] and it followed forecasting from a modelling study
that had predicted that close to 13,000 surgical procedures were likely to be cancelled weekly across the
country, including those for cancers [38]. Still, in July 2020, it was advised in the Good Clinical Practice
document issued by the Lagos University Teaching Hospital, Nigeria that gynaecological cancer patients who
had been infected by coronavirus and awaiting operative procedures should have their surgeries delayed by
up to 14 days in order for the patents to recover from their viral illness so as to avert fatal outcomes
associated with the co-existence of both pathologies in a single individual [30] perioperatively. Although
there were significant suspensions in the number of surgeries performed for cancers across Africa,
by January 2021 [36], it was reported that in select countries on the continent, breast cancer surgeries were
mostly not postponed but, only a few patients deferred their surgery as a result of coronavirus related
anxiety [39]. A number of factors have been highlighted as the reason for delays in cancer surgical
procedures during the coronavirus pandemic in Africa. This includes the non-availability of operating
theatres, a shortfall in the number of qualified medical and surgical personnel [40] and financial constraints
experienced by cancer patients who required funds to cover the cost of surgery during the
pandemic [10]. According to a paper published in March 2020, cancer patients have to pay out-of-pocket to
access cancer care despite the fact that it is quite expensive [39]. It is therefore expected that there would be
increased morbidity and mortality due to further financial crises caused by the loss of livelihood as a result
of patients having to stay at home during the Covid-19 lockdown and movement restrictions. 

Impact on palliative care
End-of-life care is frequently required in patients with terminal cancer disease in order to improve
symptoms and quality of life without necessarily making attempts at curing the affected individual. There
were reports of the COVID-19 pandemic causing disruption to palliative care, particularly during the peak of
the pandemic in May 2020. This was the situation in Morocco as there was a postponement of anticancer
palliative therapy for oncological patients infected with coronavirus until they had made full recovery, and
in Western Africa, secondary-level chemotherapy for palliative care was brought to a halt [20]. Very little
data exist concerning the return to proper palliative care since the lockdown was lifted across the continent. 

Impact on cancer care in children
Whilst children have a low predisposition to coming down with the coronavirus disease and its
complications, the public health regulations that were put in place against the pandemic have had an
attendant effect on the diagnosis and treatment of cancer amongst the pediatric populace in many African
countries [41,42]. These have been worsened by inadequate financial allocations to healthcare, paucity of
appropriately trained medical personnel, non-availability of laboratories, delay in cancer surgeries,
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rescheduling of radiotherapy, non-standard alteration to chemotherapy regimens due to shortages in
anticancer medications, blood products scarcity, difficulty accessing health care, inability to afford
investigations and treatments and attend follow-up [10,16,43]. Almost 60% of pediatric oncologists involved
in a transverse study carried out from 1st to 15th May 2020, involving 15 countries spanning the five regions
of Africa indicate that the coronavirus pandemic has had a deleterious effect on the management of the top
six childhood malignancies indexed in the World Health Organizations Global Initiative for Childhood
Cancers [10]. Since the onset of the pandemic, children have continued to suffer from advanced local and
metastatic disease and quite a number of them have not been offered effective treatment to date [43].

Impact on medical supplies and cancer research
Many healthcare facilities in Africa rely on the importation of medical supplies to cater for the medical
needs of their patients; however, the COVID-19 pandemic has had an inimical effect on the availability of
these consumables. As almost all the medications used in Ghana are imported, there was an acute depletion
of medications stock because of importation restraint from border closures as of April 2020 [6]. A similar
situation was reported in Zambia as many women missed multiple radiotherapy sessions in June 2020 as a
result of international movement restrictions and consequently, difficulty in bringing across international
borders, essential anti-cancer supplies [31]. As a result of shortages in COVID-19 test kits and PPE especially
during the first, second and third waves of the pandemic, it became a norm for oncological facilities to
decline and defer the treatment of patients with cancer [31,44]. As anticancer medications acute depletion
has caused treatment delays and cancellations, the long-term implication of this situation remains unknown
to date and needs to be monitored [45]; however, countries may continue to battle anticancer medications
exhaustion due to multiple fold influx of cancer patients requiring anticancer therapy since the lift of
lockdown as was the case in a Kenyan paper published in March 2021 [8]. It is important to mention that
South Africa which is among the top seven developed countries in Africa struggled a lot with making
available anticancer therapeutics by July 2021 as it hugely relies on pharmaceutical ingredient production in
China and medicines production and export from India [8]. This therefore ought to serve as a pivot for the
African community to delve into anticancer therapeutics production for self-reliance. Besides the impact on
medical supplies, the pandemic also undermined cancer research activities, particularly at its onset [45]. In
Morocco for example, whilst enlisting of new research patients was rescheduled, students in pursuit of a
doctorate degree as well as administrative personnel were urged to not come to work by June 2020 [46]. In
many other parts of Africa, there was a shutdown of research sites and laboratories, discontinuation of
clinical research projects, prioritization of care of patients with coronavirus over research by physicians and
the re-distribution of resources meant for routine studies on health to the development of COVID-19
vaccines and therapeutics [47,48] since the first reported case of Covid-19 up until now. Whilst these are
acute impacts of the pandemic on cancer research, long-term complications have been reported by a few
authors. The most important of them is a prolongation of drug development timelines resulting in overall
increased cancer-related morbidity and mortality [47]. Research is the backbone of modern advancements in
health. It is therefore important for African governments to increase funding and support to academic and
research institutions [48] in order to return to their pre-pandemic state and become globally competitive.

Prospects
Africa can borrow a leaf from the return-to-screen (RTS) study published in March 2022, regarded as one of
the largest efforts the United States of America has made to bridge the Covid-19 related screening gap [17].
The authors of the paper performed a national audit by creating a network of country-wide local audits and
have found that there has been a gross fall in the national cancer screening rate when compared to the pre-
pandemic era. They have suggested that patient reminders, provider assessments and reductions in
structural barriers are required to return the country to the pre-pandemic screening rate within six months.
This means that not just Africa was hit by the pandemic but, developed countries inclusive of the United
States of America as well. The difference is that the developed countries are making giant strides in
returning to their pre-pandemic states. If Africa were to bridge the screening gap by towing the RTS pathway,
the first step will be for cancer facilities pan-Africa to form a network and use the RTS tool to define what
screening was pre-pandemic and compare it to screening now. Then, the next step should involve setting a
time target to return to the pre-pandemic screening rate through the mentioned evidence-based
interventions. Next would be to set further medium and long-term goals to achieve up to 90% screening and
vaccination rates within a specified period. Although prevention is the rate-limiting step if a continent free
of cancer is to be achieved, the continent must advance in its cancer care delivery strategy by seizing this
opportunity brought by the COVID-19 pandemic for technological advancement in healthcare. It is
delightful to see that during the peak of the pandemic, telemedicine outpatient consultation replaced
physical face-to-face interactions [6,49,50] and a number of patients already on follow-up as well as those
only requiring prescription in Nigeria, Ghana and Morocco were digitally attended to [6,11]. Furthermore, a
report from Rwanda published in March 2021 showed that drones were used to supply medicines to persons
with cancer in order to prevent discontinuation of treatment [51]. Lastly, in Ghana, unmanned aerial
vehicles used in the distribution of vaccines prior to the COVID-19 era were used to convey specimens of
bodily fluids and tissue during the heat of the pandemic from local hospitals to major stations in order to
centralize testing [52]. This leapfrogging depicts the potentiality of a pandemic in revolutionizing health
care, pan-Africa. The successes of these relatively novel methods of cancer care delivery on the continent
and their cost-efficiency is yet to be known; however, they are likely to reduce oncological morbidity and
mortality and allow patients with cancer to continue therapy from home where possible [53]. 
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Conclusions
Beyond an iota of doubt cancer and Covid-19 have, to date, continued to remain topical issues of discussion
around the world and particularly in Africa. At various peaks and troughs of the pandemic, many cancer care
staff have experienced burns outs, mental health challenges and did stop presenting to work, especially at
the onset of the pandemic. Cancer screening services, which were barely existing pre-pandemic, have
suffered further declines. During the initial waves of the pandemic, cancer care facilities and hospitals shut
down as a result of government regulations resulting in difficulty accessing cancer diagnostics and surgeries
with patients consequently seeking alternative cures. Anticancer medicines became extremely scarce due to
overreliance on importation. Palliative care, research activities and the WHO-indexed childhood
malignancies as well, took a hit. Lessons to be learnt include that whilst essential cancer care staff need to
be physically present to attend to patients, others can remain effective by leveraging virtual platforms.
Furthermore, the RTS pathway needs to be adopted to bridge the Covid-19-induced cancer screening gap and
develop strategies to improve cancer prevention pan-Africa. Funding is required from the government to
make cancer care facilities, diagnostics and research facilities globally competitive. Academic institutes
have to increase their capacity for training healthcare staff including doctors, nurses, paramedics and other
allied health professionals. Paediatric oncologists need to figure out a way to return to proper management
of the six childhood malignancies indexed in the WHO Global Initiative for Childhood Cancers. Although the
pandemic has been injurious to cancer prevention, diagnosis, treatment and research, alternatives such as
telemedicine, the use of drones and home therapy have to an extent, been effectuated to continue care of
patients with cancer in Africa. Even with a number of countries adopting these alternatives to cancer care
delivery, it appears that the coronavirus disease may have had a multiplier effect on cancer-related
morbidity and deaths so far. The occurrence of the Covid-19 pandemic has shown that there is much room
for improvement in the healthcare systems of Africa. There is also a need to study further and follow the
relatively new alternatives adapted to cancer care delivery on the continent so as to determine and allow for
their sustenance.
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