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From anecdote… 

… to evidence 



The epidemic of breast cancer: 
Unforseen challenge in LDCs 

“Some 45% of the more than 1 million new cases of breast 
cancer diagnosed each year, and more than 55% of 
breast-cancer-related deaths, occur in low- and middle-
income countries.* 
Such countries now face the challenge of effectively 
detecting and treating a disease that previously was 
considered too uncommon to merit the allocation of 
precious health care dollars.” 

Source: Porter, P. (2007). "Westernizing” Women’s Risks? Breast 
Cancer in Lower-Income Countries." New England Journal of 

Medicine 358(3):4 

•  Curado MP, Edwards B, Shin HR, et al., eds. Cancer incidence in five continents. France: International  
  Agency for Research on Cancer, 2007.  



Myth versus reality:  
breast cancer in LDCs 

×  a disease of 
developed 
countries and 
wealthy women. 

×  a disease of older 
women 

×  less of a health 
priority than 
cervical cancer. 

  Close to half of cases and 
the majority of deaths 
deaths occur in the 
developing world.  

  large proportion of cases 
and deaths - perhaps the 
majority - in women < 54. 

  More deaths and DALYs 
lost to breast cancer, in all 
developing regions other 
than SEAsia and SSAfrica. 



On a global scale, breast cancer… 

•  the most common cancer of women 

• 411,000+ deaths per year 

• 4.4 million women alive (diagnosed) 

• 2009: 1.35 million new cases 

• 2010: 1.5 million 

• 10.5% of all incident cancers – second to lung 

(Boyle y Levin, 2008; Beaulieu, Bloom, y Bloom, 2009). 



6.4% 
7.5% 7.4% 

9.7% 

4.4% 

0.8% 

5.1% 

1.2% 

Medium and 
low-income 

 high-income Medium and 
low-income 

High-income 

Deaths DALYS lost 

breast cervical 

Developing countries face a high burden of cervical 
cancer, but even higher of breast cancer. 

Fuente: Estimaciones de Brown, M. L., S. J. Goldie, et al. (2006). Chapter 29. Health service interventions for cancer control in developing 
countries. Disease Control Priorities in Developing Countries, 2nd Edition. D. T. Jamison, J. G. Bremen, A. R. Meashanet al. New York, 
Oxford University Press/The World Bank. 



Breast cancer accounts for a higher % of 
DALYs lost to cancer with the exception 
of the poorest world regions. 

Source: Estimations of Brown, M. L., S. J. Goldie, et al. (2006). Chapter 29. Health service interventions for cancer control in 
developing countries. Disease Control Priorities in Developing Countries, 2nd Edition. D. T. Jamison, J. G. Bremen, A. R. 
Meashanet al. New York, Oxford University Press/The World Bank. *disability adjusted years lost 
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younger women, high death rates,  



In LMCs ~40% of breast cancer deaths 
are pre-menopausal (<55) 
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Survival should not be an accident of geography 
…nor be defined by income 
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1 Lethality 
by cancer and region 

The chance to survive should not be 
an accident of geography or income… 
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Breast cancer: …should lethality 
increase with poverty? 
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Countries with similar levels of income 
have very different case fatality. WHY? 
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Country	  
(group)	  

Breast	  Cancer	  
5-‐YEAR	  

Survival	  Rate	  
(2007)	  

Israel	  	  (Jews)	   87	  

Israel	  	  (other)	   78	  

USA	   89	  

Norway	   86	  

The	  UK	   82	  

Source: ICA/Chernichovsky 
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Mexico: key evidence 

•  Since 2006 breast cancer is the #2 cause of 
death among women age 30 to 54 years; and the 
leading tumor-related cause. 

•  In 2006, women between 30 an 65 years were 
more likely to die of breast than cervical cancer. 
In 1980 the risk of dying from cervical cancer 
was twice as high as breast cancer. 

•  Only 5-10% of cases are detected in stage 1 or 
in-situ, compared to approximately 60% in US. 



Fuente:Lozano, Knaul, Gómez-Dantés, Arreola-Ornelas y Méndez, 2008, Tendencias en la mortalidad por cáncer de mama en 
México, 1979-2007. FUNSALUD, Documento de trabajo. Observatorio de la Salud, con base en datos de la OMS y la 
Secretaría de Salud de México. 

Mortality and age at death: breast and 
cervical cancer in Mexico 1955-2007 

2006: BC>CC.  
…for the first time in more 

than 5 decades. 

Gap = ~2 years. 
As of the early 80´s, the 

average age at death from 
BC is lower than CC.  
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Even in the poorer states of Mexico, the gap between cervical 
and breast cancer mortality is closing. 

Fuente: Lozano, Knaul, Gómez-Dantés, Arreola-Ornelas y Mendez, 2008, Tendencias en la mortalidad por cáncer 
de Mama en México, 1979-2007. FUNSALUD, Documento de trabajo. Observatorio de la Salud. 
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IMSS México: 40-50% of cases are  
detected in stages III-IV. 
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Mexico, nacional: 5-10% in stage 0-1 
… vs 50-60% in US. 



Costs per year of patient-life are much 
higher in cases diagnosed late. 

Fuente: estimaciones propias de los autores con base en datos del IMSS: SIMO: SUI-7 y 13. 
Valores en pesos de 2005 

Total	  cost	  in	  pesos:	  by	  stage	  
at	  diagnosis	  and	  evoluCon	  

	  I	   $74,521	  
II	   $102,042	  
III	   $154,018	  
IV	   $199,273	  

Average	  cost	   $110,459	  

Groot et al: US, C-E - =~ 35:1  
stage 1 : stage 4 = $US1,960 : $US70,380 



Health system: barriers 

equity 

quality 

Financial Protection 
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Barrier 1: Inequity in addition to lack of 
overall access and utilization 

Only 1 in 5 
women 40-69 

report a 
preventive 
health visit 
including 

mamography
2006 



Barrier 2: Poor quality services 

½	  women	  diagnosed	  with	  bc	  reported	  problems	  with	  
providers	  when	  seeking	  diagnosis.	  	  

•  In routine, annual repro health/OBGYN visit/ PAP screening, 
there was no BCE 

•  Physician insisted woman was overreacting and sent her 
home with no diagnosis 

•  Health professionals and first-level care providers report lack 
of sensitivity of health personnel relating to the requests of 
women regarding breast health 

RESULTS FROM A NATIONAL QUALITATIVE STUDY – 
NIGENDA ET AL, 2009 



Barrier 3 : Lack of financial protection 
for early detection. 

Fuente: Groot et al,  2006. TheBreastJournal 

•  Since February of 2007, every Mexican 
woman has the right to financial protection 
(full health insurance) for the treatment of 
breast cancer. 

…Yet, early detection is only covered for 
those who already have health insurance. 

… and is not affordable: For an uninsured 
woman, detection (mammography, biopsy 
and pathology) - at the most subsidized 
level in a public hospital - costs more than 
one month of subsistence income. 



Facing the challenge 

  Breast++ Cancer is a neglected public 
health priority in LDCs 

  H (1): Substantial advances in 
combating cervical cancer. Why? 
medical breakthroughs, access to early 
detection, and education for women and 
providers  

  H (2): Awareness can empower women 
in all spheres - health and social 

  H (3): More can be done at the clinic 
and secondary levels - early detection, 
treatment and survivorship 

  H(4) Through cancer care we can 
strengthen health systems 

×  Nothing 
can be 
done 
because 
LDCs have 
insufficient 
resources 
for 
detection 
and 
treatment. 



Mandate 
•  Design, develop and implement 

global, regional and local 
strategies to improve the 
financing, procurement and 
delivery of cancer care, control, 
treatment and palliation in a 
sustainable manner applying 
innovative service delivery 
models appropriate to health 
systems in the developing world.  

An initiative of DFCI, HSPH, HMS, HGEI 



Identify and apply innovations in country- and 
health system-specific delivery mechanisms 

•   Optimize human and physical resources 
and harness the primary and secondary 
levels of care:  
  Task shifting (ex. BCE) 
  Infrastructure shifting (ex. 

chemotherapy) 
 Mobilize communication technology 

(remote/teleconsultation for quality and 
safety; telesynergy) 



Models: 
1.  Rwanda-Malawi-Haiti: PIH-DFCI 
2.  Mexico: NCI (INCAN), Popular 

Health Insurance and state of Jalisco 
and Morelos 

3.  Jordan: King Hussein Cancer 
Foundation and Center 

Adjust, apply and appraise: 
Local partner learning 

laboratories 




