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Cancer Dashboard for Singapore —

Gynaecological cancers

Purpose

In 2023, the Swedish Institute for Health Economics (IHE), with support from MSD, launched an international initiative
to facilitate the exchange of best practices in cancer care among European countries. This initiative, called “Cancer
Dashboards in Europe”, was developed in response to Europe’s Beating Cancer Plan from 2021 and the need to
translate political commitment into concrete action. Its objective was to produce country reports in a “dashboard”
format, presenting in a comprehensive and visual way a selected set of key performance indicators across all areas
of cancer care. These indicators make it possible to compare a country’s current situation with target values defined
in national cancer plans or by international organisations or values observed in other countries. In addition, the
reports provide evidence-based recommendations to improve the situation in each context.

Since 2024, IHE has started to extend the cancer dashboard concept beyond Europe. This dashboard for Singapore
focuses on the three main gynaecological cancers: cervical cancer, ovarian cancer, and uterine (endometrial) cancer.
It seeks to identify gaps, benchmark performance, and support targeted actions to improve cancer care in the
country. The report is designed to support policymakers in decision-making and in prioritising actions. The dashboard
is intended to be a living document that can be updated as new data become available and expanded to include areas
and indicators that become relevant as the national context evolves.
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Dashboard overview Singapore

Comparative Performance: Singapore vs. Benchmark

Worse than benchmark

AJ

Close

Benchmark
Governance

e National cancer plan WHO

Disease burden

. New cases (incidence)
e  Deaths (mortality)

e  Survival rates

Economic burden
e  Health spending on cancer
e  Productivity losses from cancer

Prevention

Bench. countr.
Bench. countr.
Bench. countr.

Bench. countr.
Bench. countr.

Data for Singapore were not available.

Bench. countr.

Better than benchmark

e  Overweight & obesity

e HPV vaccination (girls) WHO

Early detection
e  Cervical cancer screening
e  Genetic testing and counselling

Bench. countr.
Clin. guidelines

Diagnosis and treatment

Bench. countr.
Bench. countr.
Bench. countr.
Bench. countr.
Bench. countr.

e  Care pathways and waiting times
e  Multidisciplinary care

e  Fertility preservation

e Novel cancer medicines

e  Radiation therapy machines

Survivorship

e  Psychosocial care services Bench. countr.

_O

Palliative care
° Palliative care services

Bench. countr.

ﬁhis chart benchmarks Singapore's\
current performance in cancer

care against WHO targets, the
performance of five benchmark
countries, or international clinical
guidelines. For each indicator, the
directional triangles indicate
whether Singapore's recent 5-10
year trend has improved, remained

Qable, or worsened.

Legend: A Positive development, [> Stable development, VNegative development, |:| No data or not applicable

Abbreviations: Bench. countr. = Benchmark countries (Australia, Japan, South Korea, UK, US), Clin. guidelines = Clinical guidelines, HPV = human papillomavirus, WHO = World Health Organization.

Notes: All indicators are defined in % or per capita terms; see the main text for a detailed description and the Appendix for the exact definition used.
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High-level recommendations

Governance

v' Build on existing national cancer governance by considering a clearer implementation
framework for “Singapore’s Approach to Cancer”, with defined objectives, responsibilities,
and accountability.

v' Consider increasing the visibility of gynaecological cancers within national cancer priorities
by reflecting them more explicitly in targets and implementation plans.

Funding

v Continue strengthening monitoring of cancer expenditure and economic burden, including
direct, indirect, and informal care costs, to support cost-effective resource allocation and
long-term planning.

Prevention

v" Build on existing prevention initiatives and public messaging by further highlighting
modifiable risk factors for gynaecological cancers, particularly excess body weight, diet,
and physical inactivity.

v' Explore opportunities to further strengthen HPV prevention strategies, including the
potential value of gender-neutral vaccination.

Early detection

v Explore options to further improve cervical cancer screening participation, including through
the piloting and evaluation of HPV self-sampling.

v' Further strengthen risk-based early detection for women with inherited cancer
predisposition.

Diagnosis and treatment

v' Continue strengthening national standardisation across the cancer care pathway and
increasing transparency of performance indicators across institutions.

v' Support timely and equitable access to high-quality treatment by ensuring that capacity,
financing, and treatment availability evolve alongside standards of care.

v' Further integrate supportive and patient-centred services into routine cancer treatment
planning.

Survivorship

v' Build on existing psychosocial oncology services by developing national guidance and
standardised referral pathways to promote consistent and personalised care across
institutions.

Palliative care

v' Continue supporting implementation of the National Strategy for Palliative Care and
strengthen timely public reporting of monitoring indicators to facilitate regular evaluation
of progress and inform further action.
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Background

IHE Cancer Dashboards

In recent years, cancer has gained greater priority on the international public health agenda due to its growing burden
on mortality, quality of life, and health systems (1). In many countries, including Singapore, significant challenges
exist due to population ageing and evolving technologies in all areas of cancer care. Although plans to strengthen
cancer response exist in several settings, gaps often remain between the priorities defined in public policy and their
effective implementation. Among the fundamental challenges are the limited availability of timely data and their
evaluation, lack of practical tools to monitor progress, and difficulties in prioritising interventions according to
societal value.

To help bridge this gap between policy and action, the Swedish Institute for Health Economics (IHE) has developed a
series of Cancer Dashboards which are publicly available on IHE’s website. The first dashboards were produced for
several European countries, and this work has since evolved into a second generation of dashboards with a broader
international scope and a more adaptable approach across different health systems. These dashboards provide a
structured and intuitive overview of country performance in key areas of cancer care. By combining data,
benchmarking, and evidence-based recommendations, they aim to support policymakers, healthcare professionals,
and other relevant stakeholders in identifying progress, gaps, and priorities for investment and action.

Gynaecological cancers

During the reporting period 2019-2023, 6,469 new gynaecological cancer cases were recorded in Singapore,
representing 14% of all cancers diagnosed in women (2). Uterine cancer (also called endometrial cancer, although
strictly speaking only about 90% of uterine cases are endometrial cancer and the remaining 10% uterine sarcoma) was
the most commonly diagnosed gynaecological cancer, accounting for 53% of cases, followed by ovarian cancer at 29%
and cervical cancer at 18%. Over the same period, gynaecological cancers cancer caused 1,527 deaths among women
in Singapore, corresponding to 11% of all cancer-related deaths in women. Progress in survival since the 1990s has
been relatively modest for gynaecological cancers compared with progress observed for other major cancers affecting
women, including lung, breast and colorectal cancers. In 2019-2023, the five-year age-standardised relative survival
rate was 73% for uterine cancer, 62% for cervical cancer and 45% for ovarian cancer (2).

Major opportunities - particularly through prevention, earlier detection, and more effective treatment - exist to
reduce the burden of gynaecological cancers, although these opportunities differ by cancer type (3). For instance,
uterine cancer is most strongly linked to overweight and obesity, whereas ovarian has a weaker link and cervical
cancer no established link. Virtually all cases of cervical cancer are caused by persistent infection with human
papillomavirus (HPV), while HPV does not cause ovarian or uterine cancer. An effective screening method suitable
for population-based screening only exists for cervical cancer but not for ovarian and uterine cancer. Unlike cervical
cancer, ovarian and uterine cancer cases may both include a hereditary component, making genetic counselling and
testing relevant. The main treatment of all gynaecological cancers typically includes surgery to remove the tumour
and nearby tissue and organs, which has negative implications for the fertility of women of reproductive age.
Radiation therapy and cancer medicines are also widely used in the treatment of gynaecological cancer cases.
Relatively few new medicines have been approved from the mid-1990s to 2020, but since then there have been more
launches. Psychosocial care services and palliative care services are important for all gynaecological cancers, yet the
former more for cervical and uterine cancer patients (due to their higher survival rates) and the latter more for
ovarian cancer (due to its lower survival rate).

Beyond their clinical impact, gynaecological cancers also impose a substantial economic burden (3). A considerable
share of this burden arises from - often overlooked - indirect costs, including productivity losses and premature
mortality. Despite their significant and growing impact, ovarian and uterine cancers continue to receive
disproportionately limited attention and public research funding internationally compared with other cancer types.
This mismatch between burden and investment highlights an important gap in current cancer control efforts.

Structure of the dashboard and choice of indicators

This report opens with an overview of Singapore’s approach to cancer control. It then presents an analysis of the
disease and economic burden of gynaecological cancers, specifically cervical, ovarian, and uterine cancer,
highlighting their impact on patients, the healthcare system, and society more broadly. These contextual elements
help establish the scale of the challenge and the need for coordinated national action. The report then examines the
gynaecological cancer care pathway through the lens of the five pillars of “Singapore’s Approach to Cancer”. Taken
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together, the dashboard provides a comprehensive picture of the current state of gynaecological cancer care in
Singapore and helps identify key gaps and opportunities for improvement.

The dashboard is structured as follows:

¢ Governance (1 indicator): National cancer strategy

e Disease burden (3 indicators): New cases (incidence), deaths (mortality), survival rates

e Economic burden (2 indicators): Health spending on cancer care, productivity losses from cancer

e Prevention (2 indicators): Overweight and obesity, human papillomavirus (HPV)

e Early detection (2 indicators): Cervical cancer screening, genetic testing & counselling

e Diagnosis and treatment (5 indicators): Care pathways and waiting times, multidisciplinary care, fertility
preservation, novel cancer medicines, radiation therapy machines

e Survivorship (1 indicator): Psychosocial care services

e Palliative care (1 indicator): Palliative care services

The starting point for the selection of indicators were indicators used in previous cancer dashboards by IHE, which
originally were compiled by IHE for the European Cancer Pulse of the European Cancer Organisation (4). The initial
selection was discussed with MSD Singapore, and the final selection also took into account local data availability.

For each indicator across the cancer care pathway, this report provides:

e A general explanation of its relevance and related governance approaches in Singapore
e A description of the current situation in Singapore, with international comparisons
e Recommendations for improvement and alignment with national and international targets

Data sources for all indicators are summarised in the Appendix. All data were drawn from publicly available sources.
Whenever data are available, the comparative analysis incorporates international reference points, particularly other
high-income countries in the region and beyond - Australia, Japan, South Korea, United Kingdom (UK), United States
(US).
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Governance

In 2017, the World Health Assembly (the decision-making body of the World Health Organization, WHO) adopted
resolution WHA70.12 on cancer prevention and control (5). It calls on governments to commit themselves to
accelerating action against cancer. Specifically, it urges governments to develop and implement national cancer
control plans that are inclusive of all age groups, that have adequate resources, monitoring and accountability, and
that seek synergies and cost-efficiencies with other health interventions.

National cancer strategy

Singapore does not have a standalone National Cancer Control Plan. Instead, cancer control is embedded within a
broader national health strategy and is currently articulated through the Ministry of Health’s 2026 report, Singapore’s
Approach to Cancer (6). The report presents a comprehensive framework for cancer control across five stages of the
care continuum: prevention, early detection, cancer management, survivorship, and palliative care. This reflects a
broader approach than in the past, moving beyond prevention, diagnosis, and treatment to also address the longer-
term needs of people living with and beyond cancer. The overall aim is to reduce cancer incidence and mortality in
Singapore, while improving quality of life and survivorship for people affected by cancer. The five key areas are:

- Prevention

o The aim is to reduce exposure to preventable risk factors. This involves a mix of regulation, public
health campaigns, and preventive services to address major contributors to cancer burden,
including tobacco use, unhealthy diet, physical inactivity, alcohol consumption, and obesity.
Vaccination also plays an important role, particularly through Singapore's national HPV vaccination
programme for school-aged girls and routine hepatitis B immunisation. These efforts have been
further reinforced through Healthier SG (Singapore’s national preventive health initiative), which
aims to embed prevention more firmly in primary care and support healthier lifestyles through
regular monitoring and early intervention.

- Secondary prevention (early detection)

o Efforts focus on improving outcomes through timely diagnosis of cancers for which screening is
evidence-based and nationally supported. In practice, this means providing heavily subsidised
screening for breast, cervical, colorectal cancers, while regularly reviewing recommendations to
ensure they remain aligned with emerging evidence. The strategy also recognises that access alone
is not sufficient, as screening uptake remains moderate, and therefore combines population-wide
programmes with more tailored efforts to encourage participation among specific groups. In
parallel, Singapore is exploring the role of genetic testing for hereditary cancer syndromes, which
could help identify individuals at higher risk and enable earlier intervention.

- Cancer management (diagnosis and treatment)

o The cancer management strategy aims to ensure that care is evidence-based, affordable, and
accessible, while also becoming more holistic and community-oriented. It combines national
clinical guidance, subsidised access to cost-effective therapies, and delivery through specialised
cancer centres and public healthcare institutions. At the same time, it seeks to strengthen
workforce capacity, expand supportive and rehabilitative care, and shift suitable services closer to
patients’ homes.

- Survivorship
o Greater attention is given to life after treatment, with an emphasis on helping cancer survivors and
their caregivers regain stability and maintain quality of life. This includes strengthening follow-up
care, psychosocial support, rehabilitation, and peer support, while also expanding community-
based services for those with ongoing needs. Shared care programmes for certain groups,
particularly breast and colorectal cancer survivors, reflect efforts to improve continuity between
specialist and primary care and to manage suitable cases closer to home.

- Palliative care
o Recent policy efforts have centred on expanding capacity, improving affordability, and
strengthening palliative care delivery in community settings. More broadly, palliative care is
positioned within a supportive care framework that extends across the cancer journey rather than
being confined only to the end of life.
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The strengths and limitations of Singapore’s approach are also reflected in a recent ANCCA review of cancer control
strategies across 21 member countries (7). Singapore scored 11 out of 24 on cancer policy, equivalent to 45%. The
review highlighted stakeholder involvement and the use of national evidence to inform planning as Singapore’s
strongest areas, while oversight arrangements, implementation planning, and budget inclusion were rated more
moderately. However, lower scores for legal basis and plan type, together with no points for formal evaluation or
public progress reporting, suggest that Singapore’s cancer strategy remains less formalised than a standalone National
Cancer Control Plan with explicit accountability mechanisms.

While Singapore’s cancer strategy is designed to apply across the full continuum of care, gynaecological cancers are
not given a distinct strategic priority in the current framework. Among them, cervical cancer is the most clearly
represented cancer type, primarily through established public health measures such as HPV vaccination and
subsidised screening. Ovarian cancer receives more limited attention, mainly in relation to the possible future use of
genetic testing for hereditary cancer syndromes. By contrast, uterine cancer is not explicitly addressed. More
generally, the sections on cancer management, survivorship, and palliative care are framed in broad system-level
terms and do not identify gynaecological cancers as a specific focus for service development, care pathways, or
outcome improvement. The examples provided under survivorship are also centred on breast and colorectal cancer
rather than gynaecological cancers. Overall, this suggests that, although gynaecological cancers fall within the scope
of Singapore’s broader cancer strategy, they remain comparatively underrepresented, particularly ovarian and
uterine cancer.

Recommendations

e Formalise cancer control objectives within a dedicated national framework or equivalent implementation plan.
Singapore has a clear five-area approach across prevention, early detection, management, survivorship, and
palliative care, but a more explicit cancer control framework with defined objectives, timelines, and
responsibilities could strengthen coordination and accountability.

e  Make gynaecological cancers more explicit within national targets and implementation priorities. Singapore could
define measurable targets or named initiatives specially for ovarian and uterine cancer.
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Disease burden of cancer

During the reporting period 2019-2023, 44,751 new cancer cases in women were recorded in the Singapore Cancer
Registry (SCR), excluding non-melanoma skin cancer (2). Of these, 6,469 were gynaecological cancers, corresponding
to 14% of all cancers diagnosed in women. Uterine cancer was the most common diagnosed gynaecological cancer
(53%), followed by ovarian cancer (29%) and cervical cancer (18%) (2). In the same period, cancer caused 14,146
deaths in women in Singapore (2). Gynaecological cancers accounted for 1,527 of these deaths, corresponding to 11%
of all cancer-related deaths in women. Ovarian cancer was the leading cause of gynaecological cancer mortality
(51%), followed by uterine cancer (26%) and cervical cancer (23%) (2).

Singapore had an estimated crude incidence rate of gynaecological cancers of 58 new cases per 100,000 women in
2024. This was slightly lower than in Japan (62 per 100,000), the UK and the US (59 per 100,000 each), but notably
higher than in Australia (44 per 100,000) and South Korea (37 per 100,000) (8). Singapore had an estimated crude
mortality rate of 14 deaths per 100,000 women, lower than in the UK (23 per 100,000), Japan (21 per 100,000), the
US (18 per 100,000), and Australia (16 per 100,000), but slightly higher than in South Korea (12 per 100,000).

In Singapore, age-standardised incidence and mortality rates for gynaecological cancers have shown diverging trends
over time. Between 1993-1997 and 2019-2023, uterine cancer incidence increased from 8 to 20 cases per 100,000
women, while cervical cancer incidence fell from 14 to 7 per 100,000 (2). Ovarian cancer incidence showed a more
modest increase from 11 to 12 per 100,000 (2). During the same time, age-standardised cervical cancer mortality
declined substantially, from 5.4 to 1.8 deaths per 100,000, while ovarian cancer mortality remained stable at around
4 per 100,000 (2). Uterine cancer mortality increased from 1.3 to 1.9 per 100,000 (2).

Cancer incidence in Singapore in 2019-2023 Cancer mortality in Singapore in 2019-2023
Number of new cases among women: 44,751 Number of deaths among women: 14,146
Gynaecological Gynaecological
’ 14% ' 11%
0;2;: Other

89%

All cancers excluding non-melanoma skin. Source: SCR i i
All cancers excluding non-melanoma skin. Source: SCR

Gyn. cancer incidence in Singapore in 2019-2023 Gyn. cancer mortality in Singapore in 2019-2023
Number of new cases among women: 6,469 Number of deaths among women: 1,527
Cervix A
o Cervix
E 23% g
Uterus
53%
Ovary
Ovar F 51%
29% Uterus
26%
SoEes SR Source: SCR

International comparison of gynaecological cancer incidence and mortality per 100,000 women in 2024
80 60 40 20 0 20 40 60 80

Singapore
Japan
South Korea m Mortality mIncidence
Australia
K
us

Notes: Crude rates per 100,000 women. Source: IARC
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Gynaecological cancer incidence (age-standardised Gynaecological cancer mortality (age-standardised

rates) in Singapore over time rates) in Singapore over time
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Age-standardised rates per 100,000 inhabitants. Source: SCR Age-standardised rates per 100,000 inhabitants. Source: SCR

In recent decades, progress in survival has been modest and uneven across gynaecological cancers in Singapore. Data
from the SCR show that age-standardised five-year relative survival increased from 66% to 73% for uterine cancer and
from 60% to 62% for cervical cancer between 1993-1997 and 2019-2023 (2). By contrast, ovarian cancer survival
remained low at 45% in 2019-2023, with no improvement over time. Survival gains in gynaecological cancers over this
period were smaller than those seen for several other major cancers in women, including lung, breast, colorectal,
lymphoid, and pancreatic cancers. This mirrors trends observed in the European countries and the US (9, 10).

International comparisons of cancer survival are limited and largely based on outdated data. The most recent
available estimates, from the CONCORD-3 study for patients diagnosed between 2010 and 2014, indicate that
Singapore’s five-year age-standardised relative survival for cervical cancer was lower than in Japan, South Korea,
and Australia, and broadly similar to the rates reported in the UK and the US (11). For ovarian cancer, Singapore’s
survival rate was lower than in Japan and South Korea, but higher than in Australia, the US, and the UK.

Trends in gynaecological cancer survival rates in Singapore
(five-year age-standardised relative survival by cancer site and time period, women aged 15 years or older)

80% 66% 66% 68% 1 69% 3%
® A e ——— —
60% 64% 62%
60% ° 62% 61% 60% o
40% 8L e === o — = —
45% 43% 3% 42% 43% 45%
20%
0% —@=—_Uterus =—@=Ovary Cervix
0
1993-1997 1998-2002 2003-2007 2008-2012 2013-2017 2019-2023

Source: SCR

International comparison of gynaecological cancer survival rates in the diagnosis period 2010-2014
(five-year age-standardised relative survival by cancer site and country, women aged 15-99)

100% Cervix mQvary
80%
60% 77%
63% % 66% 64% 63%
40% 44% 46% 48% 9
0%
Singapore Japan South Korea Australia UK us

Source: Allemani et al. (2018)

Recommendations

e Build on the SCR’s existing stage-at-diagnosis reporting by expanding public reporting of stage-specific survival
across cancer types. This would support closer monitoring of progress in early detection and treatment outcomes.

e The SCR should strive to publish on a more predictable timetable. At present, the public release dates of the
registry reports suggest that they are not issued on a fixed annual schedule.

e The SCR should add annual downloadable tables for site-specific incidence and mortality by sex, age, and
ethnicity, beyond the 5-year rolling summaries. This would make it easier to monitor shorter-term changes.
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Economic burden of cancer

In Singapore, the overall economic burden of cancer is not well documented in publicly available sources. While the
Ministry of Health (MoH) prioritises cancer care across the full continuum, from prevention and early detection to
survivorship and palliative care, no national estimate of the total economic burden of cancer has been identified. As
a result, the full burden of cancer in Singapore, including healthcare expenditure, productivity losses, and informal
care, remains unclear. Evidence from the member states of the European Union (EU) helps illustrate the potential
scale and composition of this burden: in 2018, healthcare expenditure accounted for about half of the total economic
burden of cancer, while productivity losses represented just over one-third and informal care the remaining part of
the total (12).

The economic burden of cancer consists of: Composition of the economic burden of
® Healthcare expenditure (direct costs): cancer in the European Union in 2018

. Resources of the healthcare system (medical
ﬂ equipment, staff, medicines, etc.) funded both by
public and private sources

;? Costs of lost productivity (indirect costs):

13%

= Healthcare
expenditure

e  Productivity losses from absence due to sickness,
permanent incapacity/disability, and premature
mortality of working-age patients

= Costs of lost
productivity

Informal care

° o o Informal care costs: costs

'I‘b . Valug of the Fime forgone by relatives and friends to
provide unpaid care

Source: Hofmarcher et al. (2020)

A recent population-based analysis provides new evidence on direct medical expenditure associated with cancer in
Singapore. Among people diagnosed with 15 common cancers, total first-year expenditure increased from SGD 135
million in 2005 to SGD 400 million in 2016, while mean first-year expenditure per patient increased from SGD 20,600
to SGD 36,200 (13). Initial treatment accounted for 50% of the direct medical costs captured in the study, while end-
of-life care accounted for 35%. Expenditure grew particularly rapidly for stage IV cancers, highlighting the potential
economic importance of prevention, early detection and timely diagnosis (13). Nevertheless, comparable data on
total cancer care expenditure or cancer care expenditure as a proportion of total health spending remain unavailable
for Singapore. International estimates show that cancer accounts for 5% to 8% of total health spending in benchmark
countries (9, 14-18), despite accounting for 18% to 31% of deaths across these countries (9, 19).

Health spending on cancer care vs total cancer deaths by country

27% 31% 30% 29% 25%
18%
o . 8% 6% . 7% 5% . 5%
data | — | — — -
Singapore Japan South Korea Australia UK us

H Health spending on cancer care ETotal cancer deaths

Notes: Cancer deaths as a share of total deaths were obtained from the WHO Global Health Estimates (2021). Total current health expenditure was obtained from
the WHO Global Health Expenditure Database. Cancer spending data were obtained from CMS (US), AIHW (Australia), NHIS (South Korea), MHLW (Japan), and
Manzano et al. 2025 (UK) from different years. See more in the appendix.

Costs of lost productivity

In the absence of national estimates of the total

economic burden of cancer in Singapore, Value of total productivity loss per

productivity-loss indicators provide useful insight $4,000 gynecological cancer death in 2022

into one important dimension of the burden. g $3.000 m Cervix W Uterus = Ovary
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S $2,000 ’
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surpasses the economic burden seen in the UK and S0
Japan and aligns closely with South Korea, though
it remains lower than the values for Australia and
the US. Cervical cancer accounts for the largest
share of this economic loss (37%), followed by
ovarian cancer (32%) and uterine cancer (approximately 31%). Given that cervical cancer is largely preventable
through HPV vaccination and regular screening, this large share points to a substantial and potentially avoidable
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Source: IARC
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economic burden. This indicator does not measure the total national burden of gynaecological cancers. Rather, it
estimates the productivity loss associated with each death, capturing the economic value of both paid work and
unpaid contributions, such as caregiving and domestic work. Cross-country differences therefore reflect not only
mortality patterns, but also differences in wages, labour-force participation, and the valuation of unpaid activities
(21). Even so, the magnitude of this value suggests that gynaecological cancer deaths in Singapore are associated
with substantial losses of productive life, with important consequences for families and for the wider economy.

The number of years of productive life lost is also notable. Singapore’s productive life loss rate for ovarian cancer
(80 years per 100,000 people) and uterine cancer (44 per 100,000) is more than twice that seen in most benchmark
countries. This suggests that gynaecological cancers in Singapore are generating a comparatively heavy societal
burden through premature mortality and lost productive life years.

o 80 Years of productive life lost rate in 2022

3 57

S 94 g 3% 40 9 32 7 39 4“4 36
5 Hl 12 11 12 []

ge | - .- - [

% Singapore Japan South Korea Australia UK us

& Source: IARC m Cervix mUterus Ovary

Health spending on cancer care & survival rates

Th i im of health ing i i . .
e ultimate aim of health spending is to improve Health spending and cancer patient

. 9 . (O]
pat1§nt outc'omes, bth in terms of'survwal and % outcomes in 2018
quality of life. The figure to the right offers a o 038
. . (S}
crude way of .explormg .the link between E 0.7 TWNOKOSRGP & AUS
healthcare spending and patient outcomes across T 06 * * JPN
the Asia-Pacific region; see Hofmarcher et al. %50.5 HkG NZL
(2021) for clarification of methodology (22). The £ © 0.4
upward-sloping trend line suggests that countries E 0.3 ¢ CHN
with higher healthcare spending tend to achieve = S mys
. . : ) = 0.2 THA ) _
higher survival. In contrast, countries with low £ 54 INDvNM R? =0.75
>
spending generally report lower survival. ; ’
- . .. . 0.0
Singapore is positioned above the trend line, 50 $2,000 54,000 $6,000

suggesting that survival outcomes are higher than . )

; . Total health expenditure per capita
might be expected based on spending levels alone. Source: Hofmarcher et al. (2021).
Several features of Singapore’s health system may
help contextualise this comparatively strong performance, including broad financial protection through public
subsidies and national health insurance, subsidised cancer screening, and well-developed specialist cancer services.
While this correlation does not imply direct causality, it aligns with global evidence showing that countries investing
more in healthcare and cancer care tend to achieve better survival outcomes (23, 24). The scattered pattern in the
graph also underlines that spending alone is not enough. Patient outcomes are shaped by how resources are allocated
and used across the entire care pathway. Strategic prioritisation, such as early detection, timely diagnosis, and
equitable access to effective treatment, is essential to translating spending into tangible survival benefits. Going
forward, further gains in survival will likely depend on the broad adoption and expansion of effective technologies,
many of which come at a higher cost. Health systems must therefore ensure that investments in cancer care are used
in a cost-effective and outcome-oriented way. This means not only evaluating the value of new interventions but
also identifying and addressing existing inefficiencies along the entire care pathway.

Recommendations

e Build on the recent analysis of direct medical expenditure by conducting a comprehensive cancer cost-of-illness
study that captures all cancer types and that also captures productivity losses and informal care requirements.

e Develop routine national reporting on cancer expenditure across the care continuum. The limited availability of
comprehensive and regularly updated estimates of total cancer spending makes it difficult to assess the scale
and composition of the burden, identify spending gaps, and prioritise resources effectively.

e While Singapore has already strengthened survivorship support (see governance), further expansion of national
structured return-to-work services, rehabilitation, and employer engagement could help reduce productivity
losses during and after treatment.

e Consider complementing existing health-economic assessments with broader societal impacts, such as
productivity losses, patient time and caregiver burden, where robust evidence is available.
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Prevention
Overweight & obesity

Background

e Overweight (defined as a body mass index, BMI >25) and obesity (BMI >30) is a medical condition that increases
the risk of several health conditions, including the development of 13 cancer types (25, 26). Globally, around 4%
of new cancer cases are estimated to be attributable to high BMI (27). In the UK, excess body weight is linked to
an estimated 34% of uterine cancer cases and 11% of ovarian cancer cases, while current evidence for a link with
cervical cancer remains unclear (28).
The WHO “Acceleration plan to stop obesity” endorses approaches relating to prevention, health literacy, and
implementation of fiscal policies, including taxes and subsidies to promote healthy diets, to fight obesity (29).
e Singapore’s approach to tackling overweight and obesity has focused on prevention through a mix of regulation,
healthier food policies, and lifestyle interventions (6). This includes Nutri-Grade labelling and advertising
restrictions, a ban on partially hydrogenated oils, industry partnerships to expand healthier food and beverage
options, and national initiatives such as the National Steps Challenge, MOVE IT, and the Healthy 365 app to
promote physical activity and healthier habits (6). Healthier SG further supports this approach through
personalised Health Plans developed with family physicians, including agreed health goals, diet and exercise
recommendations, annual check-ins and, where relevant, weight-management interventions (30).

Current status in Singapore

e According to WHO data, overweight and obesity rates have risen in Singapore and all benchmark countries since
2010 (31, 32). In Singapore, 35% of women were overweight in 2021 and 11% obese in 2022. Overweight
prevalence was considerably higher in Australia, the UK, and the US, reaching 60% to 71% in 2021, while obesity
prevalence ranged from 28% to 43% in 2022 (32). By contrast, overweight and particularly obesity rates were
lower in Japan and South Korea compared to Singapore. Singapore also experienced a steeper increase in
overweight and obesity over time than its Asian peers (31).

Overweight (BMI 25+) Obesity (BMI 30+)
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e According to the National Population Health Survey (NPHS) 2024 report, obesity prevalence among women aged
18 to 74 years reached 12.3% in 2023-2024 (33). During the same period, 20% of women were at risk of high BMI,
defined as a BMI above 27, while 45% had abdominal obesity, defined as a waist circumference greater than 80
cm (33). The same report also identified significant changes in obesity trends for men and women combined
between 2019-2020 and 2023-2024. Obesity prevalence increased significantly among those aged 18 to 29 years
and 50 to 59 years, whereas a significant decline was observed among those with only primary school education
(33).

Physical inactivity may also contribute to overweight and obesity. In 2023, 77% of women reported sufficient
total physical activity in the NPHS, compared with 86% in the 2007 National Health Surveillance Survey (34). As
these figures were derived using different methodologies, they are not directly comparable. Nevertheless, they
may indicate a potential decline in physical activity over time.

Recommendations

e Integrate information on the links between excess body weight and (gynaecological) cancer, particularly ovarian
and uterine cancer, into public health messaging and preventive care for women.

e Continue to monitor and strengthen existing measures, including Nutri-Grade labelling, advertising restrictions,
and reformulation incentives. If further action is needed, consider complementary fiscal policies, such as
subsidies for fruits and vegetables or taxes on sugar-sweetened beverages, in line with WHO recommendations.
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Prevention
Vaccination against human papillomavirus (HPV)

Background

e HPV (human papillomavirus) is a group of sexually transmitted viruses that causes about 8.6% of all cancers in
women worldwide (35). The first HPV vaccine in the WHO Western Pacific Region was approved in 2006, and the
first national vaccination programme was launched in 2007, both in Australia (36, 37). HPV vaccines have been
found to be an effective and cost-effective way to prevent cervical cancer and other HPV-related cancers (38).
According to the WHO, the primary target group is girls aged 9 to 14 years, before they become sexually active
(39). As part of its Cervical Cancer Elimination Initiative, the WHO calls on all countries to achieve a 90% HPV
vaccination coverage rate (VCR; fully vaccinated) in girls by age 15 by 2030 (40).

e WHO also recommends extending vaccination to secondary target populations, including females aged 15 years
and older, where feasible and affordable (41). Women who were not vaccinated earlier may still benefit from
HPV vaccination up to age 45, as vaccination can provide protection against HPV types to which they have not
previously been exposed (42, 43). WHO also identifies boys and older males as potential secondary target
populations where vaccination is feasible and affordable (41). Gender-neutral vaccination can directly protect
boys and strengthen herd protection for unvaccinated girls and women. Its cost-effectiveness is context specific
and depends on factors including vaccine price, vaccination coverage among girls, and the range of HPV-related
health outcomes considered (44). By July 2026, 87 WHO Member States had included boys in their HPV vaccination
programmes, representing 54% of the 162 Member States that had introduced HPV vaccination (45).

e In Singapore, HPV vaccination was first incorporated into the national childhood and adolescent immunisation
framework in 2010 through the National Childhood Immunisation Schedule (NCIS) (46). It was subsequently added
to the adult schedule in 2017 for women aged 18 to 26 years (47). HPV vaccination is currently delivered through
school-based and clinic-based routes (48). Since April 2019, a national school-based programme has offered HPV
vaccination to Secondary 1 female students. Although participation is voluntary and requires parental consent,
HPV vaccination is nationally recommended for females aged 9 to 26 years, and completion as early as possible
is advised (49, 50). Students who choose not to receive the vaccine at school, or who miss or do not complete
the required doses, can receive vaccination through clinic-based services (50). Eligible Singapore citizens can
receive subsidised HPV vaccination at Community Health Assist Scheme (CHAS) general practitioner (GP) clinics
and polyclinics, while permanent residents are eligible for subsidies at polyclinics only (50); MediSave may be
used to offset remaining out-of-pocket costs (50).

Current status in Singapore

e In 2024, 88% of girls (citizens and permanent
residents) at 15 years old had received 2 doses
of HPV vaccination, very close to the WHO goal |
of 90% for 2030 (53). Following the introduction
of school-based vaccination in 2019, completion

6%
coverage increased rapidly, reaching almost 80%
90% as early as 2022 and remaining at this high  60% 58%
level thereafter (53). Singapore has therefore  40%
come within a few percentage points of the 20%
WHO target several years ahead of 2030, 0%
2020

representing a major vaccination achievement. 2019 2021 2022 2023 2024

e The school-based rollout included coordinated
efforts by the Ministry of Health, the Health
Promotion Board, and participating schools to inform and engage parents before vaccination visits. The rollout
achieved an outstanding level of participation, with 93% of students in the first 25 schools opting to receive the
vaccine in 2019 (54). To facilitate informed decision-making, parents were provided with an information package
comprising a factsheet on HPV vaccination, a brochure on HPV risk and prevention, and a letter containing further
information on the HPV vaccination programme (54). The programme also includes a follow-up mechanism
whereby Secondary 1 students who miss school-based HPV vaccination are contacted by Health Promotion Board
vendors and offered the option to complete their vaccination at the vendor’s clinic (55). Parental opt-out appears
to have been limited. Only about 2% of parents opted out (56).

e There is currently no routine recommendation by the Singaporean MoH for HPV vaccination of boys (51). Boys
and men who consider themselves at higher risk are advised to consult a GP (51). Japan’s national routine HPV
vaccination programme also remains limited to girls, whereas Australia, the US, the UK and South Korea (since
2026) have gender-neutral programmes (45, 52).

HPV VCR in 15-year-old girls in Singapore,
| 2019-2024

100% . 88%  89%  89%  88%

Source: Communicable Diseases Surveillance

14 IHE - The Swedish Institute for Health Economics



Recommendations

e Extending vaccination to boys could provide direct protection against HPV-related diseases among men while
also benefiting women indirectly through reduced risk of transmission. This may warrant further assessment of
the cost-effectiveness of a gender-neutral vaccination strategy.

e Increase granularity of public reporting on uptake and disparities. National coverage is reported for girls aged
15, but public reporting does not provide further stratification by socio-economic or geographic variables.
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Early detection

Cervical cancer screening

Background

e The aim of cervical cancer screening is to detect a cancer before the onset of symptoms or even earlier in its
pre-stages. In early disease stages, survival rates are highest and treatment costs lowest (57, 58). Cervical cancer
screening used to be done with a Pap smear test every three years. The discovery of HPV as the cause of cervical
cancer has led to the development of HPV tests as a primary screening method (59).

e The WHO sets a screening goal within the Cervical Cancer Elimination Initiative that, by 2030, at least 70% of

women have been screened with a high-performance test before the age of 35 and again before 45 (40).

Since 2004, Singapore has run an organised programme for cervical cancer screening (60). Women aged 25 years

and older are eligible for screening (61); those 25-29 are advised Pap smears every three years, and those >30

receive HPV testing every five years (62). The Health Promotion Board’s Screen for Life programme, now known
as Healthier SG Screening, invites eligible women and subsidises screening (63). Eligible Singapore citizens pay

a fixed fee of SS5 or less at participating CHAS GP clinics, while eligible Healthier SG enrolees pay SS$O at their

enrolled clinic (63). Screening is also available at polyclinics.

Current status in Singapore

e In 2024, the cervical cancer screening participation rate among women aged 25 to 74 was 45%, defined as having
had a Pap smear within the past three years or an HPV test within the past five years (33). Screening participation
was highest among women aged 30 to 59, with rates ranging from 49% to 60%. Overall, participation has remained
largely stagnant since 2017, except during the COVID-19 period, when it declined temporarily before returning
to pre-pandemic levels.

Screening uptake is uneven across the Singaporean population, according to the 2024 NPHS (33). Malay women
have lower screening rates (33%) than Indian (42%) and Chinese (47%). Participation is also lower among women
with less education, as only 22% of women with primary education had been screened, compared with 51% of
women with post-secondary education (33). Screening estimates are based on Singapore residents and therefore
do not reflect uptake among non-residents, including migrant workers.

Cervical cancer screening participation (%) Cervical screening participation (%) by
among women aged 25-74 years in Singapore country, latest year available
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20% 20%
0 0%
0% Australia us England  South Singapore Japan
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Note: Differences in years and population groups are explained in the
Source: NPHS Appendix. Source: AIHW, NCI, NHS, NCC, NHPS, and MHLW.

In international comparison, Singapore’s cervical cancer screening rate is lower than in Australia, US, England,
and South Korea, which achieved rates from 62% to 78% (64-67). Only Japan (44%) had a similar rate as Singapore
(68).

The main deterrents to cervical cancer screening in Singapore are fear of diagnosis, cultural stigma, and
misconceptions about who needs screening, including the belief that screening is only necessary if symptoms or
a family history are present (69). The intimate nature of Pap smears, physical discomfort, cultural sensitivities,
and competing work and family priorities may further reduce uptake.

e InaSingaporean primary care study, HPV self-sampling showed high acceptability and strong potential to improve
screening uptake, with 92% of participants reporting that they would be more likely to attend future cervical
cancer screening if self-sampling were offered (70).

Recommendations

e Consider piloting HPV self-sampling, either as a primary screening method or as a complementary option for
women who do not respond to regular invitations, and evaluate its uptake, acceptability, effectiveness, and
feasibility before broader implementation.

16 IHE - The Swedish Institute for Health Economics



Early detection

Genetic testing & counselling

Background

e Genetic testing for gynaecological cancer predisposition identifies inherited mutations associated with increased
cancer risk (71). In practice, hereditary risk is often first suspected when a person is diagnosed with cancer at a
young age, has certain tumour features, or has a strong personal or family history of cancer. Genetic testing may
then identify an inherited mutation, allowing genetic counselling and testing to be offered to relatives who may
also be at risk (71). This enables tailored prevention, surveillance, earlier detection strategies, and risk-reducing
interventions for unaffected family members (72, 73).

e Hereditary risk is particularly important in ovarian and uterine cancer, whereas its role is limited in cervical
cancer. In ovarian cancer, inherited risk is most commonly linked to Hereditary Breast and Ovarian Cancer
syndrome (HBOC), especially BRCA1 and BRCA2 mutations, although other genes may also contribute (74).
Inherited BRCA1/2 variants are estimated to occur in approximately 0.3-0.5% of the general population but cause
10-15% of ovarian cancer cases (75). In uterine cancer, the main inherited condition is Lynch syndrome, which
affects about 0.1-0.3% of the general population but causes 3-5% of uterine cancer cases (72). Lynch syndrome
also increases the risk of ovarian and other cancers (72).

e Both NCCN and ESMO support family-based genetic counselling and testing in hereditary gynaecological cancer
risk. ESMO recommends counselling and testing for relatives in HBOC and Lynch syndrome, including referral to
specialised genetics services and germline testing when indicated (76-78). NCCN similarly supports counselling
and testing of at-risk relatives in hereditary cancer syndromes, including Lynch syndrome (79).

e In Singapore, the clearest formal basis for genetic testing was the 2015 Singapore Cancer Network (SCAN)
guideline on referral for genetic evaluation of common hereditary cancer syndromes (80). Individuals who meet
referral criteria should be referred to a specialist genetics service centre, but genetic testing services were not
subsidised (81). Formal cancer genetics programmes have long been established at two tertiary cancer centres:
the National Cancer Centre Singapore (NCCS) and the National University Cancer Institute, Singapore (NCIS) (80).

Current status in Singapore

e On 5 March 2026, MoH announced that subsidised genetic testing for HBOC will begin in December 2026 (81). The
decision was based on an assessment that the overall HBOC care pathway, from genetic testing to downstream
interventions such as surveillance and risk-reducing care, was both clinically effective and cost-effective. Eligible
Singapore citizens and permanent residents will be able to access income-based subsidies of up to 70%, alongside
MediSave coverage. The subsidy will follow a targeted eligibility model rather than a universal one. To qualify,
individuals must receive a genetic test for a listed clinical indication, meet the relevant clinical criteria, and be
referred through an eligible referral source. Eligible family members of individuals who test positive may undergo
subsidised cascade testing. Financing support will extend to intensified surveillance and other relevant follow-
up care, while MediShield Life will cover selected risk-reducing surgeries, including risk-reducing bilateral
salpingo-oophorectomy (removal of both the fallopian tubes and ovaries).

e  Currently, no comparable national subsidy policy for Lynch syndrome is in place (82).

Genetic testing and counselling pathway for hereditary gynecological cancer risk in Singapore

Targeted
surveillance
and prevention
for carriers
plus cascade
testing (for
relatives)

Identify
individuals and Pre-test
families counselling and

Post-test
Germline interpretation

meeting informed
referral consent
criteria

testing and risk
communication

Source: Singapore Cancer Network Guidelines

e No national genetic testing uptake rates are available for Singapore but published data suggest that completion
of genetic testing increases substantially once individuals receive financial support (83). In a tertiary cancer
genetics cohort of 2,687 individuals, uptake exceeded 90% among subsidised individuals (including cancer
patients) across socioeconomic strata, compared with 56-68% among non-subsidised individuals (83). Subsidies
also appear to improve the uptake of cascade testing among relatives: in one local study, uptake was close to
22% when testing was free compared with 6% when testing was self-paid (84). The planned introduction of
subsidised HBOC testing and downstream interventions from December 2026 is therefore likely to improve access
and equity in BRCA-focused hereditary cancer care.

e As a comparison in the UK, NICE explicitly states in its ovarian cancer familial/genetic risk guideline that
unaffected first-degree relatives of a person with a known pathogenic variant should be offered genetic
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counselling and testing (85, 86). NICE also supports testing of unaffected relatives in familial breast cancer and
Lynch syndrome pathways (87). NHS testing is free when appropriately referred (88).

Recommendations

e The planned introduction of subsidised testing for HBOC marks an important step forward in Singapore’s approach
to hereditary cancer prevention. Building on this momentum, MoH could evaluate the extension of coverage to
include Lynch syndrome.
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Diagnosis and treatment
Care pathways and waiting times

Background

e Standardised cancer pathways are structured, agreed routes from suspicion to diagnosis, staging,
multidisciplinary review, treatment, and follow-up. Their purpose is to reduce unnecessary variation, clarify
responsibility at each step, and prevent avoidable delays. The WHO emphasises that timely diagnosis and
initiation of cancer treatment are critical to improving survival (89). International evidence indicates that even
a 4-week delay between diagnosis and treatment initiation is associated with a 6-8% increased risk of death
across various cancer settings (90). Time-bound standards and pathway benchmarks are therefore important
tools for monitoring whether patients move through the cancer care pathway in a timely manner.

e WHO recommends, for example, for breast cancer that comprehensive diagnosis should be completed within 60
days of suspicion (91). Many high-income countries have introduced standardised cancer pathways for various
cancer types at the national level (92). In England, NHS cancer waiting-time standards apply across all cancer
types, while Australia’s Optimal Care Pathways provide cancer type-specific benchmarks for consistent, safe,
evidence-based care across the cancer continuum (93, 94).

Current status in Singapore

e MoH does not report median waiting times

from diagnosis to treatment initiation, noting Median waiting time for oncology specialist
that timing varies by cancer type and stage, appointments in Singapore, 2023
treatment modality, comorbidities, pre- . 8.0 5.5 58 43 s
operative needs, treatment sequencing, and = : = 2.5
patient preferences (95). This limits e - _ ‘
assessment of the timeliness of existing care Medical oncology ~ Radiotherapy  Surgical oncology

pathways, although some waiting-time

information is available from MoH responses

to parliamentary questions.

In 2023, median waiting times for new oncology specialist outpatient appointments were slightly shorter for

private patients than subsidised patients, but remained short for both groups: 2.5-5.5 days versus 4.5-8.0 days,

respectively (95).

e Additional information is available for selected diagnostic tests and cancer-related services, although it does not
provide a complete picture of waiting times across the care pathway. For gynaecological cancers specifically, no
routinely published national data were identified on waiting times for colposcopy, biopsy, diagnosis, surgery,
chemotherapy, or radiation therapy. Singapore Cancer Society states that Pap or HPV test results are provided
4 to 6 weeks after the test (96).

m Subsidised patients W Private patients
Source: MoH

Additional waiting-time data gathered for Singapore

In public hospitals in 2017, over 95% of patients with suspected cancer were given an
P appointment within three weeks (97).

Colonoscopy Median time to investigation was about 38 days in 2021 (98).

Within two weeks for initial cancer diagnosis, but it could be arranged within two to three
CT or MRI scan

days for urgent cases (97).
PET-CT scan Waiting time for cancer patients was within one week (97).

e In comparison, Australia’s cancer-specific “optimal care pathways” include recommended timeframes for
gynaecological cancers, such as specialist review within two weeks for suspected or confirmed ovarian cancer,
pre-treatment diagnosis and staging within two weeks of the first specialist appointment for endometrial cancer,
and treatment within four weeks of the decision to treat for cervical cancer (94, 99, 100). NHS England also has
national cancer waiting-time standards, including diagnosis within 28 days, treatment within 31 days of the
decision to treat, and treatment within 62 days of urgent referral, although these apply across cancer types
rather than specifically to gynaecological cancers (93).

e Comparable data are limited. In England, data from June 2022, 2023, and 2024 show that on average 78% of
patients urgently referred by a GP for suspected cancer were seen by a specialist within 14 days (101-103).

Recommendations

e Consider routinely measuring and publishing cancer pathway waiting times, including for gynaecological cancers.
This would help to assess whether current care is consistently timely and to identify potential bottlenecks along
the care pathway.
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Diagnosis and treatment
Multidisciplinary care

Background

e Gynaecological cancers involve complex care pathways that often require coordinated input from gynaecologic
oncology, medical oncology, radiation oncology, pathology, radiology, specialist nursing, urologists, among
others (104, 105). International guidance treats multidisciplinary team (MDT) care as a core component of high-
quality management (105-107). Multidisciplinary care may improve outcomes in gynaecologic oncology. For
example, in endometrial cancer, a registry-based cohort found higher 5-year overall survival among women
managed through an MDT pathway (108), and in advanced ovarian cancer, implementation of a multidisciplinary
surgical team was associated with improved complete cytoreductive surgery and survival outcomes (109).
Multidisciplinary care is well embedded in specialist gynaecologic oncology services in Singapore (110). The main
tertiary cancer centres appear broadly aligned with international guidance, including NCCN and ESMO-ESGO-
ESTRO recommendations. For instance, the NCCS describes multidisciplinary care as a core tenet of cancer
management and states that tumour boards convene regularly, including for women’s cancers such as breast and
gynaecological cancers (110, 111). Similarly, the NCIS describes its gynaecological cancer clinic as a one-stop
multidisciplinary centre with tumour board and multidisciplinary tumour clinics (112), and KK Women’s and
Children’s Hospital (KKH) - the largest gynaecological cancer centre in the country - provides integrated care for
cervical, ovarian, and uterine cancers and includes tumour board conferences (113).

Current status in Singapore

e Singapore has dedicated specialist tertiary referral centres for gynaecological cancer surgery, where patients
are managed through multidisciplinary care (114, 115). Clinical nurse specialists and patient navigators also
contribute to coordinated multidisciplinary care by supporting patients, facilitating access to services, and
maintaining continuity across the care pathway (116, 117). However, public reporting in Singapore focuses more
on service structure than on measurable MDT performance. No public data were identified on the proportion of
cervical, ovarian, or uterine/endometrial cancer cases discussed at MDT meetings before treatment initiation.
Although not specific to gynaecological cancers, a cross-national expert survey conducted in 2021 on gastric
cancer provides broader insights into MDT practices within Singapore’s health care system (118). The study
indicates that MDT use in Singapore is encouraged through institutional guidelines, while patient participation in
MDT meetings is not mandatory, as in most of the benchmark countries (118). One important strength is that
MDT discussions are encouraged within one to two weeks of diagnosis, which compares favourably with settings
that have no defined timeframe or a broader one, such as South Korea, where MDTs are expected to occur within
eight weeks of diagnosis.

Multidisciplinary team implementation characteristics in selected countries
adapted from Park et al. (2025), Patient participation in multidisciplinary management in gastric cancers, (118)

Country Legal status Main implement-ation Patient participation Timing / operational
driver feature
Not legally required Institutional practice Not mandatory Encouraged within 1 to 2

weeks of diagnosis

NELED Required for Accreditation Not mandatory Required for hospital
designated cancer accreditation
hospitals

South Korea Not legally mandated National KPI and Mandatory, patient Within 8 weeks of

reimbursement present diagnosis
requirements

Legally required NHS pathway requirements = Not mandatory Weekly MDT for all new
cases
S

U Not legally required Local hospital / insurer Not mandatory No national
arrangements standardisation
Recommendations

e Strengthen quality assurance in gynaecological cancer care by systematically measuring and publicly reporting
the proportion of gynaecological cancer cases that are reviewed in an MDT meeting before treatment.

e  Monitoring and publicly reporting the time from diagnosis to MDT discussion would help assess whether current
practice is meeting the expected timeframe of 1 to 2 weeks and would support more consistent, timely, and
accountable care across institutions.
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Diagnosis and treatment
Fertility preservation

Background

e Fertility preservation is an important dimension of cancer diagnosis and treatment discussions for patients of
reproductive age (119, 120). The American Society of Clinical Oncology (ASCO) and the International Federation
of Gynecology and Obstetrics (FIGO) recommend personalised patient counselling with all patients, ideally before
the start of treatment (119, 120) with the involvement of oncologists, reproductive endocrinologists, and fertility
specialists (119). ESMO also recommends that all cancer patients of reproductive age receive complete and
individualised oncofertility counselling as early as possible, accompanied by the provision of written and/or
online resources, as well as that all patients with potential interest in fertility preservation should be
immediately referred to a fertility specialist/unit (121).

e Methods for fertility preservation in female patients include egg and embryo freezing as well as ovarian tissue
freezing (121). Ovarian transposition and gonadal shielding are two options for protecting the ovaries before or
during radiotherapy, respectively, whereas medical gonadoprotection during chemotherapy aims to shield the
ovaries from cytotoxic damage (121). In addition, fertility-sparing treatments in gynaecological cancers mainly
involve surgical methods which allow for the preservation of uterus and at least one part of one ovary (when
possible) with the aim to achieve (spontaneous) pregnancy (122, 123). In endometrial cancer, fertility-sparing
treatment may also include hormonal therapy (123).

e Singapore introduced co-funding for assisted reproduction treatments in 2008, and subsequently expanded the
level and scope of support (124). Following parliamentary discussion on fertility preservation for young cancer
patients in 2024, MoH announced further financing reforms in 2025. Subsidy enhancements for medically
necessary fertility preservation took effect in June 2025, followed by broader MediSave and MediShield Life
coverage in June 2026 (125, 126). A 2025 review reported that Singapore lacked a formalised national
oncofertility referral protocol, identifying inconsistent referral as a barrier to fertility preservation uptake (127).
In 2020, an OncoFertility Clinic was established at KKH (128).

Current status in Singapore

e Data from female cancer patients at KKH show that around 71% of women referred to fertility preservation
options opted for them in 2010-2019, whereas about 66% had a successful fertility preservation procedure (127).
However, these numbers are not gynaecological cancer-specific and thus do not necessarily reflect fertility
preservation uptake among gynaecological cancer patients. In Australia, during a similar time period (2013-
2019), the share of women with gynaecological cancers who used some kind of fertility preservation at one
tertiary centre was 74% of those referred to a fertility specialist (129). In the US, during 2011-2016, 43% of cancer
patients (not gynaecological cancer-specific) who met a reproductive specialist chose to undergo fertility
preservation (130).

e Among women treated for gynaecological cancers (median age 31 years) at the OncoFertility Clinic at KKH in
2020-2023, around 76% of patients with endometrioid adenocarcinoma (a subtype of endometrial cancer)
underwent fertility-sparing management, whereas approximately 91% of ovarian cancer cases underwent
fertility-sparing surgery (128). Among cervical cancer patients, 50% underwent fertility-sparing management
(128).

e Asof 2019, Singapore had 11 assisted reproductive technology (ART) facilities, which means that there were 6.5
ART facilities per 1,000 gynaecological cancer patients (8, 131). This places Singapore below Japan, South Korea,
and Australia (14.4, 16.2, and 16.5 ART facilities per 1,000 gynaecological cancer patients respectively), but
above the UK and the US (4.1 and 4.4 ART facilities per 1,000 patients respectively) (8, 131).

Share of female cancer patients who Number of assisted reproduction
opted for fertility preservation technology facilities per 1,000
options gynaecological cancer patients
100% 14.4 16.2 16.5
80% 71% 74%
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Source: Tang et al. (2025), Robson et al. (2022), McCarter et al. Source: Own calculations based on data from Ojo et al. (2022)
(2022) and 1ARC
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e Access to fertility preservation is shaped by the timeliness of counselling and referral and by the availability of
financial support, all of which vary across and within countries. In Singapore, medically necessary fertility
preservation is supported through government subsidies and MediSave. Since June 2026, MediShield Life also
covers surgical costs for embryo, egg, and ovarian tissue freezing for patients at risk of treatment-induced
infertility (126). Patients who continue to face affordability challenges may seek additional financial assistance,
including through MediFund (132). In countries like South Korea, certain costs may be partially covered by
insurance, such as operation costs for ovarian tissue freezing (133). Coverage may also vary by geographical area,
as is the case in the US, where different laws apply in each state, and the UK where coverage varies in different
parts of the country (England), and depends on the area where the patients’ GP is located (134-136). In Australia,
the ART Storage Funding Program supports cancer patients with the cost of cryostorage; this applies to people
with a valid Medicare card so that they can freeze eggs, sperm or embryos because they have a cancer
diagnosis and the cancer treatment will affect their fertility (137).

Fertility preservation coverage in selected countries
Source: Harzif et al. (2019) (133), Ministry of Health (126), Australian Government (137), NHS Guy’s and St
Thomas’(136), Macmillan Cancer Support (134), Alliance for Fertility Preservation (135

Singapore South Korea Australia us

Public/ Yes, through No (certain costs Yes (if certain Yes (varies by Yes (legislation

insurance [EIsN{ei(E may be partially  criteria are case and varies by state)
financing MediSave and covered) fulfilled) geographical
support MediShield Life area)

Recommendations

e Establish nationally standardised oncofertility referral protocols that build on existing specialist services and
ensure consistent referral pathways across cancer types.

e Monitor the implementation and uptake of recently expanded fertility preservation financing and assess any
remaining access gaps.
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Diagnosis and treatment
Novel cancer medicines

Background

e New cancer medicines have been introduced at an accelerating pace over the past decades. In the US, the Food
and Drug Administration (FDA) approved over 200 new cancer medicines and almost 600 areas of use (indications)
from 2000 to 2022 (138). These advances have been driven mainly by targeted therapies and immunotherapies,
which have expanded treatment options and changed standards of care across multiple cancers. Gynaecological
cancers have seen comparatively few approvals (138). From 1995 to 2024, the European Medicines Agency (EMA)
approved 5 indications for cervical cancer (3 of which in 2020-2024), 7 indications for uterine cancer (all of which
in 2020-2024), and 14 indications for ovarian cancer (4 of which in 2020-2024), which is much lower than the 57
indications approved for breast cancer (3).

e InSingapore, the Health Sciences Authority (HSA) is the national regulatory authority responsible for the approval
of therapeutic products (22). Regulatory approval, however, is only one step in patient access to new cancer
medicines. Public funding and out-of-pocket costs are shaped by ACE recommendations together with MoH
financing policies implemented through the Cancer Drug List, MediShield Life, MediSave, and Integrated Shield
Plans (139-141). The Standard Drug List (SDL) primarily includes essential and cost-effective medicines, many of
which are available as generics, and these medicines are subsidised. Higher-cost medicines that are clinically
proven and cost-effective for specific indications may be subsidised through the Medication Assistance Fund
(MAF) on a means-tested basis in public sector care (142).

e In 2022, Singapore introduced the Cancer Drug List (CDL) as part of a major reform of outpatient cancer medicine
financing (143). Since then, MediShield Life, MediSave, and Integrated Shield Plans have covered only CDL-listed
outpatient cancer treatments, with treatment-specific claim limits replacing the previous general monthly claim
model. This means that patients can seek reimbursement for these treatments, up to the applicable claim limits,
through MediShield Life, MediSave, and usually their Integrated Shield Plan. The CDL applies only to outpatient
cancer treatments; inpatient cancer medicines are covered separately under inpatient claim limits (143).

Current status in Singapore

e Available comparative evidence suggests that Singapore performs strongly on regulatory availability but less
clearly on publicly visible reimbursement and uptake (22). A report covering 14 Asia-Pacific markets found that
Singapore’s HSA was among the most effective in making US FDA-approved cancer medicines available on the
local market (22). However, reimbursement rates were substantially lower, with a smaller proportion of
indications reimbursed than in Australia, Japan, or South Korea. These rates likely underestimate actual access
in Singapore, as broader coverage available through MediShield Life and MediSave was not fully captured.

e As of April 2026, the CDL included 14 indications covering cervical, ovarian, endometrial (uterine) cancer (144).
This is a lower number than the 23 indications approved by the EMA in Europe for these cancer types in 2010-
2024. Ovarian cancer had the highest number of CDL-listed indications. Four of its eight indications and one of
the four endometrial cancer indications had MAF coverage, while neither of the two cervical cancer indications
had MAF or SDL coverage (144). Overall, five of the 14 gynaecological cancer indications had MAF coverage.

MAF/SDL-subsidised share of outpatient cancer
medicines from the CDL as of April 2026

Gynaecological cancer medicines in the CDL
(April 2026)

50% 59% Metric Cervix Ovary Uterine
25% 36% EMA-approved 4 12 7
0% l indications (2010-2024)
| CDL-listed indications 2 8 4
Cervix Ovary Uterine  All gyn All cancers Subsidised indications 0 4 1
MAF
cancers in CDL ( )

Note: All subsidised gynaecological cancer indications were covered through MAF; none
were classified under the SDL. The “All cancers” category includes indications covered
through either MAF or SDL.

Recommendations

e Regularly review subsidised support for CDL-listed gynaecological cancer medicines in the MAF/SDL to ensure
that subsidy and claimability keep pace with evolving standards of care.

e Prioritise listing of new gynaecological cancer medicines with high clinical value (e.g., as assessed by the
European Society for Medical Oncology - Magnitude of Clinical Benefit Scale; ESMO-MCBS) and cost-effective
profile on the CDL.
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Diagnosis and treatment
Radiation therapy machines

Background

e Radiation therapy is essential in treating common cancers, with around 50% of all cancer patients requiring
radiation therapy at some point during their treatment (145). The effectiveness of radiation therapy in targeting
and eliminating tumours significantly influences patients' survival rates and quality of life (146, 147). Expanding
access to radiation therapy requires both sufficient equipment and trained personnel to operate it. Strategic
investments in infrastructure and specialist personnel are essential to ensure timely and equitable access to
radiation therapy for all patients (148).

e Gynaecological cancers may generally be treated with external beam radiation therapy, using linear accelerators
(linacs) to shrink large tumour volumes, or internal radiation therapy, using brachytherapy to deliver highly
concentrated radiation directly to the tumour site (149-151).

e The European Society for Radiotherapy and Oncology (ESTRO), through the ESTRO-QUARTS capacity planning
work, suggests a benchmark of one linear accelerator (linac) per 450 cancer patients requiring radiation therapy
per year (152). This benchmark is widely referenced in radiation therapy capacity planning resources and is
utilised as input by the International Atomic Energy Agency (IAEA) in regional capacity assessments (148).

e Radiation therapy is an important and well-established component of cancer care in Singapore. Recent major
developments have included the expansion of capacity at the NCCS and the launch of proton therapy in the
public sector (153), which is recommended for selected cancer indications (154).

Current status in Singapore

e Singapore has 4.6 linac machines per 1
million inhabitants' according to the
IAEA’s Directory of Radiotherapy Centres 15
(DIRAC) (155), below all benchmark 1qg 8.2 . 8.2 . I

Number of radiation therapy machines per 1 million
inhabitants1 slaStest available year)

countries except South Korea (3.7). Y
Singapore has 1.0 brachytherapy 0 .

(S,

1.0 1.3 0.7 0.4 0.8 1-9

— — |
machines per 1 million inhabitants, Linac machines Brachyterapy machines
higher than Australia, South Korea, and m Singapore mJapan © South Korea mAustralia = UK mUS

the UK, but lower than Japan (1.3) and Notes: Data for South Korea is from 2023, Singapore and UK 2024, Australia 2025, Japan and US
the US (1.9). These comparisons should

also consider differences in geography Number of linacs per 450 radiation therapy

and service organisation, as Singapore’s patients (latest available year)

compact geography and centralised

2.0
carTCfer serv?ces may support more 1.5 0.81 0.74 0.59 1.06 0.62
efficient equipment use. 1.0 =i e e .
0.5
0.0

| ESTRO target: 1 linac per 450 radiation therapy patients per year |1 53

e Measured against cancer burden,
Slngapore PETME  ELHAMEL] Wl Singapore Japan South  Australia UK us
against the ESTRO benchmark of one Korea
linac per 450 cancer patients requirjng glgjfsé:ngR/Z%pendix for estimation of radiation therapy patients.
radiation therapy per vyear (see
Appendix for clarification) (152). Singapore’s ratio is 0.81 linacs per 450 patients, which is above Japan, South
Korea, and the UK (155). A global study estimated that 25 additional linac machines will be needed by 2045 in
Singapore, or even 50 linac machines when replacement of obsolete machines is taken into account (156).

e  Workforce capacity appears relatively strong at present. Another global study identified Singapore as one of the
few countries with a sufficient supply of radiation oncologists in 2022 (157). However, to meet projected cancer
care demand by 2050, the number of radiation oncologists, medical physicists, and radiation therapists will still
need to increase.

Recommendations

e Singapore should continue to strengthen long-term national planning for radiation therapy capacity - both for
linac and brachytherapy machines - combining investment in additional acquisition and replacement with
continued expansion of the radiation oncology workforce.

1 Patient-based capacity estimates are sensitive to the population definition used. In Singapore, using resident-only cancer incidence, covering citizens
and permanent residents, rather than the IARC estimate presented above, which applies resident incidence rates to the total population including
non-residents, would result in lower estimated radiotherapy demand and therefore a more favourable capacity estimate for Singapore.
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Survivorship
Psychosocial care services

Background

e Reported prevalence of psychosocial distress among cancer patients varies widely, at approximately 35-80%,
depending on the population studied and the assessment methods used (158). Routine distress screening is one
of the solutions to detect and satisfy cancer patients’ psychosocial needs (158).

ESMO recommends that all cancer patients are regularly screened and assessed for anxiety and depression in all
phases of illness, using validated screening tools (159). Common tools used for distress screening include the
Edmonton Symptom Assessment System (ESAS) and the Distress Thermometer rating scale (159).

In Singapore, the Accessible Cancer Care to Enable Support for Cancer Survivors (ACCESS) supportive care model
was launched at the NCCS, enabling the triage of cancer survivors based on their care needs and personalisation
of care for the multi-ethnic and multilingual population (160). Through integrated care pathways, the referral
to different health disciplines is enabled, integrating survivorship care in the tertiary setting and primary care
sectors (160). Through the ACCESS model, survivors receive a supportive care needs assessment via the Distress
Thermometer and Problem List (DTPL); those who report high distress/needs are provided with further support
for symptom and distress management, and a smaller group may require more complex interventions (160).

Current status in Singapore

e Implementation and effectiveness data from September 2019 to February 2021 at the NCCS, which serves around
65% of adult cancer patients in Singapore’s public sector, indicate that 78.6% of eligible breast and gynaecological
cancer survivors were screened for distress through the ACCESS model (160).

o Most survivors with multiple visits completed the screening tool at all visits (54.3%). Completion rates
differed across ethnic groups and were 15% lower among Malays compared to Chinese (160).

o Some 28.6% of screened survivors reported high distress minimally once, and 79.6% of those were ultimately
contacted and reviewed by the supportive care team (160). Among highly distressed survivors, 13% were
referred to hospice services, followed by cancer-specific community services (5.3%) (160).

o Women with breast and gynaecological cancers who received the programme (recruited from October 2019
to June 2021) reported lower psychological distress compared to usual care recipients at 12 months after
the ACCESS programme (161).

e Other countries are also using distress screening or psychosocial needs assessment for cancer patients in varying
ways. In Australia, a clinical guidance for responding to suffering in adult cancer patients as well as a clinical
pathway for screening, assessment, and management of anxiety and depression in cancer patients were published
in 2014 and 2015 respectively (162, 163). Although routine screening for distress is performed in some settings,
it is not conducted systematically across the country (164). Since 2015, the American College of Surgeons’
Commission on Cancer required that cancer programmes in their accredited facilities establish methods to screen
all newly diagnosed patients for distress level and offer psychosocial care based on their needs (165, 166). NCCN
guidelines also recommend distress screening to be conducted routinely at health visits (167). In Japan, distress
screening in inpatient and outpatient settings has been a requirement for designated cancer hospitals since 2015
(166). In the UK, the 2026 National Cancer Plan for England aims to provide all cancer patients with a personalised
assessment of need and cancer plan that will include mental health and social needs, and enhanced psychological
support to patients with extensive needs (168). The Cancer Alliances work towards the direction of providing
personalised care and improving quality of life through, among others, improving psychosocial support for cancer
patients (169).. In South Korea, the National Cancer Center published the “Recommendations for Distress
Management in Cancer Patients” in 2009; however, awareness of psycho-oncology remains low (170). Despite
the existence of guidelines and distress screening programmes in different countries, recent data on the uptake
of such services among gynaecological cancer patients are scarce.

Singapore Japan South Korea Australia UK us
No national Yes (distress Yes (distress Yes (clinical Yes (actions in Yes (national
guidelines screening required | management guidance for National Cancer guidelines
identified for designated recommendations responding to Plan; distress available, distress
cancer hospitals) published in 2009) | suffering; distress | screening not screening required
screening not mentioned) for accreditation)
mentioned)

Recommendations

e Build on existing psychosocial oncology services, such as the ACCESS model at NCCS, by developing national
guidance and standardised referral pathways for distress screening and psychosocial care across institutions.
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Palliative care
Palliative care services

Background

e Cancer is the second most common cause of need for palliative care (PC) among adults globally (171). Within
oncology, PC has traditionally had a strong focus at the end of life, but more recently there is a shift of
integrating it earlier in the disease pathway (172). ASCO recommends the referral of patients with advanced
cancer to specialised interdisciplinary PC teams that provide outpatient and inpatient care, beginning early in
the course of the disease, and suggests dedicated specialist PC services for patients with unaddressed physical,
psychosocial, or spiritual distress (173).

e Population ageing, accompanied by increased healthcare needs, is expected to result in growing demand for PC
services in Singapore (174). Acknowledging these needs, Singapore published the 2023 National Strategy for
Palliative Care which aims to ensure access to quality PC services for all Singaporeans and their caregivers (174).
The Strategy is built around three focus areas - access, quality, and the PC environment (174). Eleven
recommendations constitute the Strategy, alongside implementation plans and indicators for monitoring progress
(174).

Current status in Singapore

e Singapore collects data on the time from first

palliative assessment to death through the Median number of days from palliative
Singapore National Palliative Care Minimum Data care service use to death

Set (MDS). According to the latest available data, 40

which cover the period from 1 April 2023 to 31 31 31 32

March 2024 across 20 institutions, the median 30
time from first palliative care assessment to
death was 31 days for cancer patients (175).
Overall, the MDS suggests a cautiously positive 1o
but uneven trajectory: access to specialist
palliative care has continued to increase and
national monitoring has become more systematic,
but referrals remain late and timeliness
challenges persist, particularly in home care.

e Data from other countries show a similar time interval between use of PC services and death, although the
terminology used differs by country and could include different time points, thus affecting comparability. In
Australia, the median number of days from receipt of first specialised PC service to death was 31 days for cancer
(data for deaths between July 2019 and June 2020) (176). In the US, 2017 data from one hospital indicate that
the median time from specialty palliative care consult to death for cancer patients was 32 days (177).

e Although the median time from palliative care service use to death is similar in Singapore, Australia, and the US,
it remains shorter than the 3 to 4 months suggested in some studies as beneficial for fully realising the effects
of palliative care, although no universally accepted threshold for the length of palliative care exists (178).

Recommendations

e Continue strengthening timely public reporting of National Strategy for Palliative Care monitoring indicators to
facilitate regular evaluation of implementation progress and inform further action.

20

Singapore Australia us
Source: Singapore Hospice Council (2025), Australian Institute of Health
and Welfare (2024), Ernecoff et al. (2020)
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Appendix: Methodology and sources for indicators

Governance

For dashboard overview:

Presence of a national cancer plan in 2026 (yes = at benchmark). Although Singapore does not have
a traditional national cancer control plan, it has a national cancer strategy. The assessment
therefore drew on the study National cancer control plan in ANCCA member countries: advancing
a pan-Asian cancer initiative, which reviewed cancer control strategies across 21 ANCCA member
countries (7). Singapore scored 11 out of 24 on cancer policy, equivalent to 45%. Its strongest areas
were stakeholder involvement and the use of national evidence to inform planning. It scored
moderately on oversight arrangements, implementation planning, and budget inclusion, but scored
lower on legal basis and plan type, and received no points for formal evaluation or public progress
reporting.

National cancer plan

Disease burden
Incidence (new cases) 15, 20, 31, 4t 6t , 7', 8" graph: Singapore Cancer Registry (SCR) (2).
5% graph: Shows estimates for crude rates per 100,000 women from IARC 2024 (8).

For dashboard overview:

Mortality (deaths) e Incidence crude rate of gynaecological cancers per 100,000 women in 2024 (8). For the
benchmark countries, an arithmetic mean was used.

e Mortality crude rate of gynaecological cancers per 100,000 women in 2024 (8). For the
benchmark countries, an arithmetic mean was used.

9t graph: CONCORD-3 study. Unweighted average was calculated based on countries with available

data (11).

sl vaess For dashboard overview:

Five-year net survival rates for cervical and ovarian cancer. An unweighted average was used for
the benchmark countries.

Economic burden

1%t graph: Data on the economic burden of cancer in EU in 2018 were sourced from Hofmarcher et
al. (2020) (12)

2" graph: Cancer spending data were collected for the latest year available. Data were obtained
from CMS for the US (2020) (14), AIHW for Australia (fiscal year 2023-2024) (15), NHIS for South
Korea (2024) (16), MHLW for Japan (2023) (17), and Manzano et al. for the UK and EU (2023
estimates) (9). Total current health expenditure was obtained from the WHO Global Health
Expenditure Database (18). Cancer deaths as a share of total deaths were obtained from the WHO
Global Health Estimates (2021) (19).

Health spending on cancer

For dashboard overview:

Healthcare spending on cancer per capita was not available for Singapore, so it was left empty in
the overview.

3rd, 4th graph: Data were gathered from IARC estimates (20).

5th graph: Graph was obtained from Hofmarcher et al. (2021) (22).

Productivity losses For dashboard overview:

Productivity losses from cancer death per capita in USD in 2022 (20). An arithmetic average based
on deaths from gynaecological cancers was estimated for the benchmark countries (Australia,
Japan, South Korea, UK, and US).

Prevention

15t & 2" graph: WHO (31, 32). Prevalence of overweight among women aged 18+, BMI > 25 (crude
estimate) (%) and Prevalence of obesity among women aged 18+, BMI > 30 (crude estimate) (%).
Specifications: women, overweight: 2010-2021, obesity 2010-2022.

Overweight and obesity
For dashboard overview:

Prevalence of obesity in women in 2022 (32). An arithmetic average for the benchmark countries
was estimated for comparison to Singapore.

1%t graph: Data are from the Communicable Diseases Agency’s overview of immunisation
programmes in Singapore. The figures show HPV vaccination coverage among 15-year-old girls in
Singapore, including citizens and permanent residents (53).

HPV vaccination
For dashboard overview:

HPV vaccination coverage among 15-year-old girls in 2024 compared to WHO benchmark of 90% by
2030.

Early detection
1%t graph: Data corresponds to cervical cancer screening participation of women aged 25 to 74 from
the National Population Health Survey 2024 (33).

2" graph: For the international comparison graph, the data are drawn from different years and
population groups. Australia: Australian Institute of Health and Welfare (AIHW), women aged 25 to
74, screened in 2020 to 2024 (67). Japan: Ministry of Health, Labour and Welfare (MHLW), women
aged 20 years and older, 2022 (68). England: National Health Service (NHS), eligible individuals
aged 25 to 64 years, 2024 (65). South Korea: National Cancer Center (NCC), women aged 20 years
and older screened within the past two years, 2024 (66). United States: National Cancer Institute
(NCI), women aged 21 to 65 years, 2023 estimate (64). Singapore: National Population Health
Survey (NPHS), women aged 25 to 74, 2024 (33).

Cervical cancer screening

For dashboard overview:
Singapore’s cervical cancer screening participation rate in 2024 was compared with the arithmetic
average of the benchmark countries shown in the second graph.
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For dashboard overview:

Singapore scores 80/100 because it has strong referral guidance and specialist service provision for
hereditary cancer risk, and it has moved toward public financing for HBOC-related testing and
prevention. However, full alighment with international clinical guidelines NCCN and ESMO has not
yet been reached, as national funding remains incomplete, the announced HBOC subsidy is only
due to start in December 2026, and an equivalent national subsidy framework for Lynch syndrome
was not identified.

_Diagnosis and treatment . . . ... ..

For dashboard overview:

A pathway timeliness KPl was developed to compare countries on the availability of national time-
bound standards and public reporting across the gynaecological cancer care pathway. Scores ranged
from 0 to 100: O indicated no identified standards or reporting; 33 indicated partial proxy data
only; 67 indicated national cross-cancer waiting-time standards; and 100 indicated gynaecological
cancer-specific pathway timeframes. Singapore scored 33, as only partial proxy data were
identified, including oncology outpatient waiting times and selected diagnostic waiting times, but
no gynaecological cancer-specific waiting-time data across diagnosis and treatment. England
scored 67 due to national cross-cancer waiting-time standards.

To complement the standards-based KPI, a second component was added to capture actual waiting-
time performance for suspected cancer referrals. Countries scored 100 where data showed either
at least 75% of patients seen within two weeks or at least 90% given an appointment within three
weeks. Under this approach, both Singapore and England scored 100: Singapore because over 95%
of suspected cancer patients in public hospitals received an appointment within three weeks in
2017, and England because 78% of urgent suspected cancer referrals were seen within the stricter
two-week pathway.

The benchmark for comparison was calculated for Singapore and England as the arithmetic average
of two components: national time-bound standards and public reporting across the gynaecological
cancer care pathway, and actual waiting-time performance.

1% table: Park et al. (2025) (118).

Genetic testing &
counselling

Care pathways and waiting
times

For dashboard overview:

A three-component MDT implementation index was developed to compare countries on governance
and standardisation, reimbursement and financial support, and operational clarity and timeliness,
with equal weight given to each domain. The scores were based on the results reported by Park et
al. (2025) (118). Although the information was collected for the management of gastric cancer
patients, it was the best available source for understanding the status of MDT implementation in
Singapore in a way that was also comparable across countries. Scores ranged from 0 to 100, with
higher scores indicating a more formalised, better supported, and timelier MDT model. The UK
scored 100, reflecting the most standardised model in this comparison. South Korea scored 73 and
Japan 67, indicating strong implementation, supported by national requirements or incentives,
although with less consistent timeliness than the UK. Singapore scored 60, placing it in the category
of strong implementation with some system gaps: MDT care is encouraged within one to two weeks
of diagnosis, but implementation is driven mainly by institutional practice, and reimbursement is
not publicly standardised. The US scored 20, indicating a fragmented model, with no national
requirement, no clear operational standard, and financing left largely to local arrangements. The
arithmetic average across countries was used as a benchmark against Singapore.

1%t graph: Data on the uptake of fertility preservation services among referred women were taken
from Tong et al. (2025) (127) for Singapore; data were from 2010-2019 and were not specific to
gynaecological cancers. Data for Australia were taken from Robson et al. (2022) (129) and included
data for gynaecological cancers, i.e. cancers of the cervix, endometrium, ovary, fallopian tube,
vulva and vagina, for 2013-2019. Data for the US were taken from McCarter et al. (2022); data were
from 2011-2016 and were not gynaecological cancer-specific (130).

2" graph: Data on ART facilities in each country were taken from Ojo et al. (131). The number of
ART facilities per 1,000 gynaecological cancer patients was calculated based on data from Ojo et
al. and the number of new gynaecological cancer cases (cervix uteri, corpus uteri, ovary) in 2022
for each country, derived from IARC (8).

Multidisciplinary care

ety preEa e For dashboard overview:

A two-component fertility preservation value was created to compare countries on combined scores
of the uptake of fertility preservation services and the number of ART facilities per 1,000
gynaecological cancer patients. Singapore was compared against the arithmetic average of
benchmark countries. For the uptake of fertility preservation services this was the average of
Australia and the US. For the number of ART facilities per 1,000 gynaecological cancer patients,
the average of Japan, South Korea, Australia, the UK, and the US was calculated. Numbers were
normalised and an equal weight was assigned to the two components constituting the fertility
preservation value. The average for the two components was calculated both for Singapore and
the benchmark countries. The average for Singapore was compared against the average of
benchmark countries.

1%t graph: Shows the percentage of CDL-listed indications that were subsidised through MAF and
SDL as of April 2026 (144).

1%t table: Presents the absolute number of CDL-listed indications for each gynaecological cancer
site (144).

Novel cancer medicines .
For dashboard overview:

The dashboard compares the share of outpatient cancer medicine indications listed on the CDL that
are subsidised through MAF or SDL as of April 2026. The comparison is shown for all CDL indications
and for gynaecological cancer indications specifically, including ovarian, cervical, and endometrial
cancer.

1%t graph: IAEA DIRAC (155). Linac = "MV Therapy", Brachytherapy = "Brachy-Therapy". Data for 2026
or latest available year. Population data were sourced from World Bank.

Radiation therapy machines | 2" graph: own calculations based on IAEA DIRAC data on linac availability (“MV Therapy”); data for
2026 or latest available year (155). Estimates of annual patients requiring radiation therapy were
derived from cancer incidence (2022, all sites excluding non-melanoma skin, from IARC (8)),
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assuming a radiation therapy utilisation of 50% and applying a 1.25 retreatment factor; see Slotman
et al. (2005) (152).

For dashboard overview:
Number of linac machines per 450 radiation therapy patients in 2026 or latest available year (155).

Survivorship
For dashboard overview:

A psychosocial services KPI was developed to compare countries on the availability of national
guidelines regarding the psychosocial assessment of cancer patients and the inclusion of distress
screening. Scores ranged from 0 to 100: O indicated no identified guidelines; 20 indicated that
identified information related to hospital-specific programmes and that no guidelines at the
national level were identified; 40 indicated that guidance on psychosocial assessment of cancer
patients was identified but that this was currently retired and/or did not include distress screening
specifically; 60 indicated that information on national guidelines, commitments or goals was
identified but distress screening was not explicitly mentioned; 80 indicated that information on
national guidelines was identified including distress screening; 100 indicated available national
Psychosocial care services guidelines including distress screening and/or that distress screening is required for hospital
accreditation either nationally or by specific accreditation programmes. Singapore scored 20, as
only a hospital-specific programme was identified and no information on national guidelines was
found. Japan and the US scored 100 due to distress screening included in national guidelines and/
required for hospital accreditation at some level. South Korea scored 80 due to information on
published guidelines including distress screening, but no identified information on accreditation
requirements. Australia scored 60 as national guidelines on responding to suffering were identified
but distress screening was not explicitly mentioned. The UK scored 60 due to identified
commitments on personalising and improving psychological and social care provision in the National
Cancer Plan for England, without the mention of distress screening explicitly. The score of

Singapore was benchmarked against the average score of benchmark countries.
Palliative care

1%t graph: Data for Singapore were sourced from the Minimum Data Set (MDS) FY 2023 summary
report (175); data were collected from 1 April 2023 to 31 March 2024 and covered median time
from first palliative care assessment to death. Data for Australia were derived from the Palliative
care and health service use for people with life-limiting conditions web report by the Australian
Institute of Health and Welfare (176); data refer to the median number of days from receipt of
first specialised palliative care service to death, in the last year of life of those aged 40+ who died
in the 2019-20 financial year. US data were derived from Ernecoff et al. (2020) (177), and refer to
Palliative care services the median number of days from first specialty palliative care consult before death from one
hospital during the last six months of life; cancer decedents were eligible if they had a stage IV
solid tumour.

For dashboard overview:

The number of median days from first palliative care assessment to death for Singapore (175) was
benchmarked against the average number of days from first palliative care service use to death (as
defined above) in Australia (176) and the US (177).
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