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POLICY BLUEPRINT

Policies for Cancer Prevention
We want cancer prevention and living well with and 
beyond cancer to be a top priority for all governments. 
An urgent response is needed as cancer cases globally 
are expected to skyrocket from 20 million in 2022 to 
35 million annually by 2050 – globally, 1 in 5 people 
will face cancer in their lifetime, hitting vulnerable 
groups hardest, such as those disadvantaged by 
income, gender, education, or race and ethnicity1. 
Roughly 40% of cancers are preventable, so 
tackling cancer risk factors is urgent and critical.  

Our Cancer Prevention Recommendations,  
which work together as an overall way of living healthily 
to prevent cancer, have been proven to lower cancer 
risk2 and impact living well with and beyond cancer3. 
Analyses show that following these Recommendations 
could lead to millions of lives saved and huge cost 
savings for healthcare systems4. Only one cancer risk 
factor, unhealthy weight, is projected to reduce the 
global economy by over US$4 trillion a year by 20355, 
with obesity set to become the leading risk factor for 
cancer, surpassing smoking, in the coming decades6. 

For everyone to be able to follow these Recommendations, 
governments need to design and implement a range of 
policies to support healthy environments. World Cancer 
Research Fund International’s Policy Blueprint brings 
together the best available evidence on cancer risk, as 
summarised by our Cancer Prevention Recommendations, 
along with state-of-the-art policy advice for population-
level cancer prevention, including the World Health 
Organization (WHO) Non-Communicable Diseases (NCDs) 
Best Buys, the Global action plan on physical activity, 
the Global action plan on alcohol, the International Code 
of Marketing of Breastmilk Substitutes, and integrating 
existing World Cancer Research Fund  
International policy tools,  
such as the NOURISHING  
and MOVING frameworks.

Policy factsheets
Supplementary in-depth analysis 
on how to roll out each Cancer 
Prevention Recommendation 
through population-level policies

for Cancer Prevention
Designed as a one-stop-shop for policymakers and advocates, this Policy Blueprint uses the World Cancer 
Research Fund’s Cancer Prevention Recommendations to outline an integrated approach to promote healthy 
diets and weight, support breastfeeding, increase physical activity and reduce alcohol intake. Its goal 
is to prevent cancer and support healthier environments for people living with and beyond a diagnosis.  
Accompanying resources offer in-depth technical details about the policy areas, and on how to roll out  
each Cancer Prevention Recommendation at population level.
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Be a healthy weight
Keep your weight within  
the healthy range

There is strong evidence that greater body fatness is a cause of at least  
13 cancers, including: oesophagus (adenocarcinoma), stomach (cardia),  
pancreas, gallbladder, liver, colorectum, breast (postmenopausal), 
ovary, endometrium, prostate (advanced) and kidney. 

This evidence has continued to strengthen over the last decade. 

       

Be physically active
To help reduce the risk of 
cancer, be physically active  
as part of everyday life

There is strong evidence that physical activity protects against cancers of the  
colon, breast, endometrium, bladder, stomach, kidney, and oesophagus 
(adenocarcinoma), and that it helps prevent excess weight gain. 
Greater body fatness is a cause of at least 13 cancers.

     

Eat a better diet
Make wholegrains, vegetables, 
fruit and beans a major part  
of your usual daily diet

There is strong evidence that eating wholegrains protects against colorectal 
cancer, and that eating foods containing dietary fibre also protects against  
colorectal cancer and against weight gain, overweight and obesity. 
Greater body fatness is a cause of at least 13 cancers. 

      

Limit ‘fast foods’  
Limit consumption of ‘fast 
foods’ and other processed 
foods high in fat, starches  
or sugars 

There is strong evidence that diets containing greater amounts of ‘fast foods’ 
and other processed foods high in fat, starches or sugars – and consuming a  
‘Western type’ diet (characterised by a high amount of free sugars, meat and fat)  
– are causes of weight gain, overweight and obesity. Greater body fatness is a 
cause of at least 13 cancers. 

     

Limit red and processed meat  
Eat no more than moderate 
amounts of red meat and little, 
if any, processed meat 

There is strong evidence that consuming red or processed meat are causes  
of colorectal cancer.  

There is no level of processed meat intake that can confidently be associated  
with no increased risk of colorectal cancer.

     

Limit consumption  
of sugar sweetened drinks  
Drink mostly water 
and unsweetened drinks 

There is convincing evidence that consumption of sugar sweetened drinks is 
a cause of weight gain, overweight and obesity in both children and adults, 
especially when consumed frequently or in large portions. Greater body fatness  
is a cause of at least 13 cancers.

Currently, there is limited evidence that the artificial sweetener aspartame used in 
non-sugar sweetened beverages is carcinogenic in humans. The recommendation  
to drink mostly water and avoid sweetened drinks remains appropriate.

     

Limit alcohol consumption  
For cancer prevention, 
it is best not to drink alcohol 

There is strong evidence that consumption of alcoholic drinks (of all types) is a 
cause of cancers of the mouth, pharynx and larynx, oesophagus (squamous cell 
carcinoma), liver, colorectum, breast (pre- and postmenopause), and stomach.  

There is no alcohol consumption threshold below which there is no increase in  
the risk of at least some cancers.

      

Do not use supplements  
for cancer prevention

There is strong evidence from randomised controlled trials that high-dose 
beta-carotene supplements may increase the risk of lung cancer in smokers. 

There is no strong evidence that dietary supplements, apart from calcium 
supplements for colorectal cancer, can reduce cancer risk. Some trials for 
other cancer sites have shown potential for unexpected adverse effects. 

  

For mothers: Breastfeed  
your baby if you can

There is strong evidence that breastfeeding protects against breast cancer in the 
mother. Having been breastfed helps protect children against excess weight gain, 
overweight and obesity. Greater body fatness is a cause of at least 13 cancers. 

      

After a cancer diagnosis: 
Follow our Cancer Prevention 
Recommendations if you can

Alongside improving survival of many cancers, research on the effects of diet, 
nutrition and physical activity on long terms health outcomes in cancer survivors  
is growing. To date, our Expert Panel has reviewed the evidence for the effects 
of these factors on survival and future risk of cancer in survivors of breast and 

For more details about our Cancer Prevention Recommendations, see wcrf.org/evidence-for-our-recommendations

colorectal cancers. For breast cancer, evidence suggested that a diet rich in dietary fibre and being physically  
active potentially improved outcomes and overall survival, with no evidence of adverse outcomes from soy foods.  
For colorectal cancer, evidence suggested that a physically active lifestyle, a diet rich in plant-based foods,  
wholegrain foods, and coffee, but avoiding sugary drinks, potentially improved outcomes and overall survival. 

* Other important factors for cancer prevention not covered in this blueprint are: not smoking, reducing sun 
exposure, and vaccination against and for cancer-linked viruses (such as HPV, Hepatitis A and B).  

http://wcrf.org/evidence-for-our-recommendations


Principles for design and implementation 
of policies  
We know what governments need to focus on, but  
recent analysis from World Cancer Research Fund 
International shows that many governments are not 
implementing the needed policies for cancer prevention7,8. 
There is a huge potential for substantial gains, which can 
be achieved if governments:

1. Act across the 8 policy areas using an integrated  
and cross-sectoral approach - no one single 
intervention or policy is sufficient. 

2. Consider mechanisms for enforcement, monitoring 
and evaluation in all policies.

3. Adopt a health-in-all policies approach to policy 
development.

4. Ensure adequate resourcing and budget is 
provisioned for policy implementation.

5. Take a multi-pronged approach to address inequities 
that includes both population-wide policies such 
as universal social protection programmes, and 
targeted interventions for vulnerable populations 
disadvantaged by factors such as income, gender, 
education, race or ethnicity.

6. Protect public health policy development from 
unhealthy commodity industries:

• Safeguard policy design and implementation from 
undue influence by unhealthy commodity industries 
like unhealthy foods, alcohol, and fossil fuels. 

• Engage with industry when necessary (eg service 
provision) without extending their role to policy 
development. 

• Recognise industry tactics that oppose public health 
policy, including claims of insufficient evidence of 
health benefit.

• Apply lessons from successful tobacco control  
policies to alcohol and unhealthy food industries.

7. Allocate revenues from taxes from  
health-harming products (such as  
sugar-sweetened beverages, unhealthy  
foods, or alcohol) to health budgets  
and/or programmes.

Unlocking the co-benefits of cancer 
prevention policies 
Policies for cancer prevention can have an impact on 
broader health, economic and societal goals. For example, 
addressing cancer risk factors is shown to have the 
co-benefit of protecting against other NCDs, such as 
cardiovascular disease or diabetes3. 

Evidence is accumulating on other co-benefits of cancer 
prevention policies, specifically: 

1. Addressing commercial determinants of health, 

2. Meeting sustainability and climate targets,  

3. Addressing health inequities,

4. Fulfilling human rights. 

The development of cancer prevention policies 
should include an assessment of these co-benefits. 
In addition, this assessment may identify ‘trade-offs’, 
such as when health and sustainability impact do 
not align. For example, fish can be a part of healthy 
diets but can have a considerable environmental 
impact. We outline main co-benefits and examples of 
potential trade-offs below. While not comprehensive, 
this analysis provides a first step into considering 
these elements in cancer prevention policy.

The 
4D’s

DELAY

DEFLECT

DIVIDE

DENY

INDUSTRY TACTICS

Address commercial  
determinants of health (CDoH)
Co-benefits

Health policies should: 

 

Trade-offs

Misalignment between global trade and public 
health priorities, despite advances such as  
TRIPS flexibilities9. 

Marketing of unhealthy commodities is 
underpinned by legal, trade, and political 
frameworks that are structured to benefit industry. 
Attempts to regulate and change norms will be 
met with resistance.

Prevent and reduce harm of negative 
commercial influence such as: high market 
concentration in food systems with a limited 
number of actors dominating production and 
supply; sportswashing by unhealthy food and 
drinks industries; industry playbook strategies  
to prevent/delay public health policy. 

Maximise CDoH systems’ influence that are 
positive: work with local, small and medium 
enterprises to provide nutritious, sustainably 
produced foods in underserved communities;  
use the purchasing power of governments to 
develop procurement rules via short chains  
and local producers.



Meet sustainability and  
climate targets
Co-benefits

Adherence to our diet-related Cancer Prevention 
Recommendations was estimated to lower 
food-related greenhouse gas emissions by 29% 
compared to a reference scenario in 20504. 

Physical activity policies such as active and 
public transport, and healthy urban and built 
environments, have clear benefits for climate, 
including by reducing emissions from cars, binding 
carbon dioxide, and climate-proofing cities through 
parks and green spaces14. 

While less studied, decreasing alcohol 
consumption will not only have health impacts, but 
would reduce emissions related to its production, 
including water usage and contamination from 
farming alcohol-producing plants, as well as 
emissions from production, marketing and 
consumption of the alcoholic product itself 

15. 

Trade-offs

Healthy plant-based foods such as whole grains, 
fruits, nuts, and legumes are associated with lower 
diet-related emissions than animal-based foods. 
The largest share of climate benefit will be felt 
by reducing red meat consumption, particularly 
in high-income countries which have the highest 
rates of consumption and therefore the highest 
potential health gain. This may, however, lead to 
economic losses to major producers of red meat. 
Fish can be a part of a healthy diet. However, 
sustainable fish farming should rely mostly  
on small scale, local farming, in contrast to  
current trends16. 

Physical activity policies have a clear health  
benefit, but may increase inequities, eg low 
emissions zones in cities10, 17, or may lead to 
increases in climate impact, eg by building  
carbon-intensive sports facilities14.

Address health inequities
Co-benefits

Trade-offs

Universal, population-wide policies may improve  
outcomes for groups already well-off, to the 
detriment of groups that already have lower health 
outcomes12 and should thus be accompanied by 
targeted programmes according to highest risk 
populations. These populations will not be the 
same even within the same country and should  
be identified based on contextual data.

Fulfil children’s and human rights
Co-benefits

Breastfeeding and healthy diets are an integral 
component of the right to life, survival and 
development to the highest attainable standard 
of health (articles 6 and 27 of the Convention 
on the Rights of the Child), whereas alcohol 
can restrict children’s rights, specifically right to 
health (the International Covenant on Economic, 
Social and Cultural Rights), life and survival, 
protection against abuse and the right to education 
(Convention on the Rights of the Child). Marketing 
targeting children is in contradiction to a series 
of human rights legal instruments, including 
Comment 5 on the International Convention  
on the Rights of the Child13. 

Trade-offs

None. However, arguments on human rights are  
not often used, and legal powers are not employed 
for their fulfilment.

Policies that may decrease health inequities 
include: marketing restrictions for unhealthy foods 
and drinks, as well as for infant formula, knowing 
these often target communities with low socio-
economic status (SES) and vulnerable age groups 
(teenagers); fiscal and legal tools, including taxes 
on unhealthy foods and drinks, as well as food 
benefits for low SES groups10; or policies to  
increase access to green spaces and to walking  
and cycling infrastructure11. 

Limited or no effect on inequities include mass 
communication and health information campaigns10. 
Mixed effects shown in existing evidence include 
some built environments policies10,11. 

However, existing evidence is of mixed quality,  
and may not be easily transferrable across settings.
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