
ABSTRACT

This review presents an overview of breast cancer care, bur-

den, and outcomes in Latin America, as well as the challenges

andopportunities for improvement. Informationwasgleaned

through a review of the literature, public databases, and con-

ference presentations, in addition to a survey of clinical ex-

pertsandpatientorganizations fromtheregion.Breast cancer

annual incidence (114,900 cases) and mortality (37,000

deaths) are the highest of all women’s cancers in Latin Amer-

ica, and they are increasing. Twice as many breast cancer

deaths are expected by 2030. In Peru, Mexico, Colombia, and

Brazil, diagnosis anddeathat youngeragesdeprives societyof

numerous productive years, as does high disease occurrence

in Argentina and Uruguay. Approximately 30%–40% of diag-

noses are metastatic disease. High mortality-to-incidence ra-

tios (MIRs) in Latin America indicate poor survival, partly

because of the late stage at diagnosis and poorer access to

treatment. Between 2002 and 2008, MIRs decreased in all

countries, albeit unevenly. Costa Rica’s change in MIR out-

paced incidence growth, indicating impressive progress in

breast cancer survival. The situation is similar, although to a

lesser extent, in Colombia and Ecuador. Themarginal drops

of MIRs in Brazil and Mexico mainly reflect incidence

growth rather than progress in outcomes. Panama’s MIR is

still high. Epidemiological data are scattered and of varying

quality in Latin America. However, one could ascertain that

the burden of breast cancer in the region is considerable

and growing due to demographic changes, particularly the

aging population, and socioeconomic development. Early

diagnosis and population-wide access to evidence-based

treatment remain unresolved problems, despite progress

achieved by some countries. The Oncologist 2013;18:

248–256

Implications for Practice: Breast cancer imposes a heavy epidemiological, clinical, and economic burden on Latin American

societies, and the situation will only worsen in the foreseeable future. Physicians and decision makers alike need to

prepare to provide better care to more women as incidence of the disease grows and health care coverage expands. The

main challenges to be addressed are barriers to early diagnosis and access to evidence-based treatment alternatives in a

multidisciplinaryway. Because breast cancer in Latin America affectswomenat younger ages than in EuropeorNorthAmer-

ica and frequent population-based mammographic screening is not a reality, raising awareness is everyone’s job, from the

general practitioners to the oncologists, from the non-governmental organizations to the policymakers, fromeverywoman

to every man.

INTRODUCTION

The burden of breast cancer, as well as themanagement and

organizationofbreastcancercare in18countries,waspresented

recently in theGlobal Breast Cancer Report [1]. Breast cancer is

themostcommonformofcancer inwomen;with5.2millionsur-

vivors(5yearsfollowingdiagnosis), itremainsthemostprevalent

cancer in the world. In 2008, a total of 1.38 million new breast

cancercaseswerediagnosed,representing23%ofallcancers[2].

Thedifference in incidence ratesbetweendevelopedanddevel-

oping countries is still remarkable. Age-standardized incidence

rates inWesternEuropearestillalmost5timeshigherthanthose

in Eastern Africa (89.9 per 100,000woman comparedwith 19.3

per 100,000). LatinAmerica and theCaribbeanare ranked in the

middle, with an age-standardized incidence rate of 40 per

100,000women [2]. As documented in the literature, amixture
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of demographic, hereditary, economic, environmental, and life-

style risk factors account for this variability [3]. However, differ-

ences in the capacity of a country’s health system for detection

and diagnosis, as well as case and death registration, also affect

thediseaseburden.

This report reviews theburdenofbreast cancerandbreast

cancer care and outcomes in Latin American countries, focus-

ing on those countries that had available information for this

study: Argentina, Brazil, Chile, Colombia, Costa Rica, Ecuador,

Mexico, Panama, Peru, Uruguay, and Venezuela.

MATERIALS ANDMETHODS

Multiple sources of information were used for this report, in-

cluding a review of the literature and public databases, a sur-

vey completed by clinical experts and patient organizations

from the 11 Latin American countries, and epidemiological

data from the Pan American Health Organization (PAHO) and

the International Agency for Research on Cancer. The litera-

ture review was conducted in Medline, Literatura Latino-

americanaenCienciasde laSalud,andtheScientificElectronic

Library Online between December 2001 and December 2011

using the terms: (breast OR mama) AND cancer AND (Argen-

tina OR Brazil OR Chile OR Colombia OR [Costa AND Rica] OR

EcuadorORMexicoORPeruORUruguayORVenezuela); com-

bined with each of the following strings: (inciden* OR preva-

len* OR mortality OR survival OR “quality of life” OR [stage

ANDdiagnosis])OR (ageORparityOR [firstAND {pregnan*OR

child OR birth}]) ORmenarche OR breastfeed* OR contracep-

tive* OR menopause OR (reproductive AND [life OR health])

ORobes*ORCost*ORdollar*peso*ORreal*ORabsenteeism

OR presenteeism OR (productivity AND loss) OR spen* OR

([treatment AND {practice OR pattern} OR management OR

guideline* OR programOR “care pathway*” OR “service con-

figuration”OR [{specialist ORquality}] AND care]). The review

also includedasearchof thegrey literature, targetingdataand

information on epidemiology and outcomes of breast cancer

in the region, as well as treatment guidelines, cancer control

plans, and additional documentation on the social and eco-

nomic burden of breast cancer.

A structured survey, developed for the Global Breast Can-

cer Report [1],was conductedwith twooncologists fromeach

study country, as well as a number of patient organizations.

Their responses to the survey were used to complement and

validate the findings from the literature review and the analy-

sesof thedifferentdatabases. Informationanddatawerealso

providedby thePAHO, theAmericanCancer Society (ACS) and

the Latin American and Caribbean Society of Medical Oncol-

ogy and extracted from a variety of secondary sources and

multinational databases.

EPIDEMIOLOGICAL AND SOCIALBURDEN

Breast cancer is the most common form of cancer in women

worldwide, and Latin America is no exception. An estimated

114,900 women are diagnosed every year, and 37,000 die of

the disease in the region [2]. The large variability in incidence

andmortalitywithin the region is shown in Figure 1. Incidence

seems to cluster geographically, with the northern countries

of Latin America (Mexico, Panama, Ecuador, Colombia) pre-

senting with a lower incidence that is comparable to Asia and

Africa and slightly lower than Central and Eastern Europe; the

high incidence in the south of Latin America (Uruguay, Argen-

tina, Chile) is similar to that of Europe or the U.S. Costa Rica,

with its high incidence, appears as an exception. This is proba-

bly due to the demographic structure of the country, which is

similar to that of the southern cone rather thanCentral Amer-

ica.

Mortality in the region is alsodissimilar. Drivenby thehigh

incidence, mortality rates in Argentina and Uruguay are very

high and surpass those of the countries with the highest inci-

dence in Europe and the U.S. The other Latin American coun-

tries converge around 10–13 deaths per 100,000 women,

which is not significantly lower than in Southern Europe, Oce-

ania, or the U.S., where incidence ismuch higher.

Breast cancer incidence andmortality have been increas-

ing steadily in the region throughout the past 25–30 years [4].

For example, Brazil’s incidence ratehas tripled in15 years; it is

estimated that the crude breast cancer incidence rate in the

state of Goiás in Brazil has increased at an average of 7.6%

compoundannual growth rate (CAGR): from22.9 per 100,000

in 1988 to 68.2 per 100,000 in 2003 [5]. Similarly, Chile’sMin-

istry of Health reports that the crude incidence rate has been

growing at an average of 10.7% CAGR: from 28.9 per 100,000

in 2000 to 39.2 per 100,000 in 2003 [6]. Costa Rica’s incidence

has alsobeen increasing steadily since themid-1990s at anav-

erage of 5.1% CAGR: from 23.64 per 100,000 in 1995 to 35.2

per 100,000 in 2003 [7]. In contrast, Uruguay’s incidence

seems to have stabilized, according to the data published by

the National Cancer Registry. Between 1996 and 1997, an av-

eraged total of 1,730annual newcaseswere reported [8], and

between 2002 and 2006, an averaged total of 1,760 annual

new cases were reported [9], representing incidence rates of

106 and 105 per 100,000women, respectively.

Risk factors thatmay affect breast cancer incidence in dif-

ferent countries have been investigated in several studies

[10–19]. Themost relevant risk factors include demographic,

socioeconomic, genetic, and lifestyle-related risk factors, as

well as reproductive behavior. To explore the association be-

tween risk factors and breast cancer incidence in different

Latin American countries, we collected a series of variables

thatcorrespondtothese factors in thecountriesconsidered in

the study and evaluated the linear correlation between each

of them and GLOBOCAN 2008 age-standardized incidence

rates [2]. Table 1 shows the resulting pairwise correlation co-

efficients of breast cancer incidence and each risk factor. The

main contributing factor to breast cancer incidence remains

age.Theassociationsofeducationandwealthwithbreastcan-

cer occurrence are also statistically significant, while repro-

ductive and lifestyle-related risk factors are not significant.

However, because women in different socioeconomic strata

from the countries under study are exposed differently to

these risk factors, this correlation may not be best measured

at a country level.

The population level and fertility rates are inversely asso-

ciated with breast cancer incidence in Latin America [20]. Be-

cause fertility has been decreasing steadily in all of the

countries included in the study [21], breast cancer incidence is

expectedto increase.Several studiesconsideredthe impactof

diet on the incidence of breast cancer in Latin America. A re-

view of the literature by Torres-Sánchez et al. concluded that
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the evidence of the impact of specific foods and nutrients on

the incidence of the disease in the region is inconclusive [22].

Demographic changes in the region are creating an epide-

miological transition, as most Latin American countries are

shifting to an older population age structure. Today, 10.5% of

the population of Argentina and 13.9% of the population of

Uruguay are 65 years and older, whereas inMexico and Brazil

only 6.6% and 6.9% of the population are 65 years and older,

respectively. The Demographic Observatory published by the

Latin American and Caribbean Demographic Center forecasts

that by 2050 people 65 years and older will represent 19% of

thepopulation inArgentina,21%inUruguay,21.4%inMexico,

and 22.6% in Brazil [23]. The number of women aged 60 and

older will double by 2030, thus significantly increasing the

numberof casesof breast cancer. TheWorldHealthOrganiza-

tion (WHO) estimated that the number of deaths from breast

cancer in Latin America is expected to double by 2030 to

73,542, twice asmany as in 2008 [24].

Breast cancer has the highest mortality among women’s

cancers in Latin America, accounting for 14% of all cancer

deaths [25]. As shown in Figure1, Colombia, Ecuador,Mexico,

and Peru have very similar age-adjusted mortality rates

(around 10 per 100,000), followed by Chile and Panama (11

per 100,000), Costa Rica and Brazil (12 per 100,000), Venezu-

ela (13 per 100,000), and as a result of their higher incidence

rates, Argentina (20 per 100,000) and Uruguay (24 per

100,000). The variability within the region is much less than

that registered in the incidence estimates. Unlike in Europe

andNorthAmerica,breastcancermortality is still ontherise in

Latin America, with very few exceptions. This is confirmed by

numerous country specific studies and reports [8, 9, 26–30]

and by theWHO [24].

The social burden of breast cancer can be described in

terms of disability-adjusted life years (DALYs) per 100,000

women.This indicates theyearsofpotential life lost toprema-

ture mortality, as well as years of full health lost to disability.

Figure 2 presents the lost DALYs from breast cancer, from rel-

evantWHOregions. Theoverall social burdenofbreast cancer

is highest in developed countries, where incidence rates are

highest. However, the proportion of losses due tomortality is

greater in Latin America.

Table 2 shows WHO’s estimates of the DALYs lost due to

breast cancer in Latin American countries [24] in correlation

with age at diagnosis and age of death. A total of 613,000

DALYs are lost in Latin American countries due to breast can-

cer,withgreat variabilitywithin the region. Thecountrieswith

the highest number of breast cancer cases (Argentina and

Uruguay) display the highest rates of DALYs lost. Up to 3% of

the total DALYs lost in the female populations of Uruguay and

Argentina are due tobreast cancer,which is between twoand

three times higher than in any of the seven countries with

lower incidence, such as Ecuador, Colombia, andMexico.

Different aspects seem to influence social burdenof dis-

ease in Latin American countries. In Argentina and Uru-

guay, high breast cancer incidence results in a heavy

burden on society, whereas young age at diagnosis and

death are the cause in Brazil, Peru, andMexico (Table 2). In

Brazil, in spite of the relatively low breast cancer incidence,

Table 1. Pairwise correlation coefficients between breast

cancer incidence [2] and risk factors in Latin American

countries

Risk factors
Correlation
coefficient p value

Mean age of the female population [23] 0.846 .001

Gross domestic product per capita (2008U.S.
dollars, current prices) [61]

0.688 .019

Female education (combined gross enrollment
ratio, 2007) [62]

0.679 .031

Births bywomen under age 30 [21] �0.485 .131

Mean age at childbearing [21] 0.378 .252

Fertility rate (2009, data provided by Pan-
American Health Organization)

�0.309 .355

Overweight and obesity (prevalence of womenwith
bodymass index�25 kg/m2) [63]

0.219 .518

Female per capita consumption of pure alcohol
(age�15) [63]

0.112 .791

Figure 1. Breast cancer incidence andmortality in Latin America and other regions. Adapted from [2] with permission.
Abbreviations: ASR, age-standardized rate; CEE, Central andEastern Europe; LAC, LatinAmerica and theCaribbean; Eur, Europe;US,

United States.
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theDALYs lost per 100,000womenarenearly double that of

most countries in the region. Thehigh and increasing breast

cancer mortality in Brazil, paired with the fact that both in-

cidence and mortality among young women (�40 years

old) have been reported to be on the rise [5, 31], may ac-

count for the DALYs lost. If more women of working age are

being diagnosed, more productive years are being lost.

Similarly, inMexico, productivity losses due to young age at

death are exacerbated by the increased morbidity due to

young age at diagnosis.

Chile and Costa Rica havemoderate DALYs lost (Table 2)

because of the more moderate breast cancer incidence

rates and age distribution, which is between that ofMexico

andUruguay. However, inUruguay as in Chile, this situation

is changing over time. Chile’s mean age of patients diag-

nosed was 57.6 years in 2000 and 59.2 years in 2003,

whereas the age in Uruguay increased from 62.8 years in

1996–1997 [8] to 64 years in 2002–2006 [9]. It can be ex-

pected that the social burden of breast cancer will increase

rapidly in the countries with younger populations as life ex-

pectancies improve and lifestyles change. Aging popula-

tions, in countries like Mexico and Brazil, may lower the

average DALYs lost per breast cancer case because of an

older age at diagnosis and death. However, this factor will

certainly increase the absolute number of DALYs lost due to

breast cancer as incidence approaches the rates of Argen-

tina or Uruguay.

CLINICALBURDEN

The long-termprognosis for patientswith breast cancer has

improved significantly over the past 50 years. Benchmark

countries in Europe and North America achieve 5-year sur-

vival rates greater than 80% [32]. This progress is explained

by the combination of positive developments with en-

hanced treatment and earlier diagnosis. Regarding en-

hanced treatment, it has been estimated that the

introduction of adjuvant systemic chemotherapy, endo-

crine therapy, and biologic therapy account for a 25% in-

crease in overall survival rate and an almost 50% increased

survival rate inwomenyounger than70 years of age [33]. As

for earlier diagnosis, the largest improvements in outcome

have been seen during the last 20–30 years. This improve-

ment is mainly due to the introduction of population-based

mammography screening,whichhas led toearlier diagnosis.

Data concerning Latin American countries are partial and

fragmented. A lack of cancer registries also affects the assess-

ment of breast cancer care outcomes. However, the few reli-

able estimations indicate that 5-year survival in Latin America

Table 2. Estimates of the burden of breast cancer in 2004 [24] andwomen’smean age at diagnosis and death frombreast

cancer [2] in Latin American countries

Country

Estimated total
DALYs lost due
to breast
cancer

Breast cancer as a
percentage of
total women’s
DALYs lost (%)

DALYs lost per
100,000women
due to breast
cancer

DALYs lost
per breast
cancer case

Mean age at breast
cancer diagnosis
(yr)

Mean age at death
frombreast cancer
(yr)

Ecuador 8,481 0.82 132 4.51 55.9 60.2

Colombia 30,943 0.98 138 4.65 56.7 58.5

Mexico 75,026 1.05 142 5.38 52.7 57.1

Costa Rica 3,298 1.34 158 3.54 57.8 62.7

Chile 13,925 1.44 171 3.32 58 64.1

Panama 2,722 1.26 173 5.84 56.7 62.8

Venezuela 24,050 1.35 184 4.45 54.5 58.2

Peru 26,644 1.19 198 6.20 54 58.4

Brazil 277,146 1.74 297 6.51 56.1 59.5

Argentina 64,360 2.33 328 3.44 60.2 66.4

Uruguay 7,444 3.00 433 3.30 61 63.2

Abbreviation: DALY, disability-adjusted life years.

Figure 2. Burden of breast cancer in different regions: disability-adjusted life years lost. Adapted from [24] with permission.
Abbreviation: CIS, Commonwealth of Independent States.
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is approximately 70% [34–39],which is considerably less than

Northern Europe, France, Italy, Spain, North America, Japan,

and Australia. This rate is also below Central European coun-

tries, such as Poland and Slovenia, which are reaching 75%

5-year overall survival [1].

Stageatdiagnosis is an importantpredictor foroverall sur-

vival in breast cancer. A number of studies from Latin Ameri-

can countries have been published showing an inverse

correlationbetween late-stagediagnosis of breast cancer and

survival [37, 40–47]. Because the stage at diagnosis affects

outcomes and consequently the burden of disease on societ-

ies, we looked at the proportion of women diagnosed in each

stage (in countries where data were available) and compared

it with data from Sweden—one of the countries with the best

breast canceroutcomes,where less than10%ofbreast cancer

patients presentedwith stage III or IV at diagnosis [48]. In con-

trast, in Latin American countries such as Peru, Colombia, and

Mexico, approximately 50% of detected breast cancer cases

are in advanced stages (Table 3). Chile, on the other hand, has

improved breast cancer diagnosis: early breast cancer cases

increased fromrepresenting43%ofall cases in1999 to70%of

all cases in2003 [6]. Likely, the introductionofmammography

screening in the primary care program in 2001 and the setting

of quality standards have been major factors in the improve-

ment of diagnosis in Chile. Uruguay and certain wealthier re-

gions in Brazil diagnose women earlier, albeit far below

Sweden’s benchmark.

Themortality-to-incidence ratio (MIR) of the countries in-

cluded in the study is shown in Figure 3, using data adapted

from GLOBOCAN 2002 [49] and GLOBOCAN 2008 [2]. For ev-

ery 100women diagnosedwith breast cancer, only 27will die

of the disease in Argentina and Uruguay, whereas 37 and 40

will die in Mexico and Panama, respectively. In general, the

treatment and care for patients with breast cancer in Argen-

tinaorUruguaysavescomparativelymore lives than inMexico

orPanama.As illustrated in Figure3,whendata are compared

from2002 to2008, apositive trend isevident for thewhole re-

Figure 3. Mortality-to-incidence ratios in 2002 and 2008. Adapted from [49] and [2] with permission.
Abbreviation:MIR,mortality-to-incidence ratio.

Table 3. Breast cancer stage at diagnosis in Latin American countries

Stage (%)

ReferenceStage I Stage II EBC Stage III Stage IV

Sweden (benchmark) 92% Eaker et al. [48]

Brazil

Minas Gerais 16.8 46.0 62.8 30.5 4.2 Guerra et al. [41]

Porto Alegre 16.0 54.0 70.0 19.0 11.0 Schwartsmann et al. [64]

Rio Grande 19.8 57.6 77.4 15.1 7.5 deMoraes et al. [40]

Rio de Janeiro 9.4 43.0 52.4 34.3 13.3 Brito et al. [45]

Sta Catarina 18.1 46.2 64.3 24.3 11.4 Schneider et al. [42]

São Paulo 27.1 33.2 60.3 27.9 8.2 FundOncocentro de São Paulo [67]

Chile

1999 14.1 28.8 42.9 35.8 20.7 Pietro et al. [6]

2003 19.7 50.1 69.8 23.9 5.1 Pietro et al. [6]

Colombia (Bogotá) 21.8 39.6 61.4 17.0 3.4 GonzálesMarino et al. [65]

Mexico 9.7 52.7 62.4 34.8 2.8 Flores-Luna et al. [37]

Mexico 10.2 59.5 69.7 29.4 0.9 Rodríguez-Cuevas et al. [66]

Peru

1985–1997 9.0 42.0 51.0 33.0 16.0 Schwartsmann et al. [64]

2000–2002 60.8 31.9 7.3 GómezMoreno and Vallejosa

Uruguay 40.1 41.8 81.9 16.6 1.5 Krygier et al. [47]

aH. GómezMoreno and C. Vallejos (personal communication).
Abbreviation: EBC, early breast cancer (the percentage of patients diagnosed in stage I and stage II).
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gion. However, this proxy-survival evolved more favorably in

some countries than in others. Costa Rica shows a dramatic

improvement inMIR,droppingcloser to the levelsofUruguay,

Argentina,andChile.Colombia,Ecuador,andPeruarealso im-

proving, but still lag behind. Brazil demonstrated the least

progress.

ECONOMICBURDEN

The health burden of breast cancer also has an economic im-

pact, which has been described for several European coun-

tries [1].Unfortunately, theeconomicburdenofbreast cancer

in Latin American countries is notwell documented and is dif-

ficult to estimate. The overall cost of breast cancer can be es-

timated by identifying andmeasuring all costs incurred by the

health care systems, patients and their families, and those in

other sectors, such as social security andpensions. Little or no

dataareavailable formost countries.Here,wereport thecase

studies estimating the direct medical cost of breast cancer

care in Brazil andMexico.

Table 4 summarizes the results of a retrospective study

of 199 women with breast cancer treated at a private prac-

tice in Rio de Janeiro, Brazil [50], and a cohort study of 1,175

women with breast cancer treated by the Mexican Social

Security Institute [51]. Annual costs for treating patients

with stage IV breast cancer are three to four times higher

than for patients with stage I breast cancer. Estimates for

Brazil are higher than those forMexico, which can be partly

explained by the different treatment configuration in the

private and public settings. In the Mexican public setting,

almost 50% of patients are diagnosed in metastatic stages,

compared with less than 20% of patients included in the

Brazilian study.

According to the National Agency of Supplementary

Health, 75%ofwomen diagnosedwith breast cancer in Bra-

zil have no private insurance and depend exclusively on the

public system [52]. By adding the cost of discharges associ-

ated with breast cancer in 2010, we estimated that the total

annual public expenditure of Brazil on breast cancer treatment

was U.S. $151,861,847. Thus, the mean per-patient public

expenditurewasU.S.$4,757 in thatyear; far fromthemore than

U.S.$40,000spent inEuropeannuallyperbreast cancer case [1].

In Mexico in 2004, popular health insurance was intro-

duced to cover medical care for the 50 million uninsured citi-

zens and, by doing so, to reduce the prevalence of

catastrophic health expenditures. However, according to the

National Committee for Health and Social Protection of the

Secretary of Health, the treatment of 11,468 breast cancer

cases for a total ofMEX$1.302millionhadbeenauthorizedby

June 30, 2010 [53]. On average, the insurance covers U.S.

$8,940perpatientswithbreast cancer—only enough to cover

1 year of the treatment of stage I breast cancer inMexico, ac-

cording to an estimate by Knaul et al. [51] adjusted to 2010

(Table 4).

In Mexico, as in Brazil, the health care budget may not be

enough to pay for the treatment of all patients with breast

cancerwith the same standard, and ensuring sufficient public

funding for breast cancer care remains a key issue. As we can

see, Latin America’s tendency to diagnose patients in late

stagesofdiseasenotonly impacts survival ratenegatively, but

also increases per-case health expenditure.

The increased morbidity and mortality of patients with

metastatic cancer greatly amplifies overall costs by raising

expenditure throughout the health care system, including

primary care facilities, and by increasing indirect costs. In

Europe, indirect costs are estimated to be 110%–200% of

direct costs [54 –56], but no information is available for

Latin America. However, indirect costs must be significant

because the majority of women are diagnosed and die at a

relatively young age, thus depriving society of many pro-

ductive years.

CARE ANDACCESS TOTREATMENT

Health care in Latin America has been improving over the

past 5 to 10 years, driven by reforms towardmore universal

health care access, based on primary care. Giedion and

Ávila reviewed the structure of the health care systems in

Latin America, highlighting the marked differences across

countries in terms of their level of decentralization as well

as the role of the private sector [57]. They found that access

to breast cancer care depends mainly on insurance type

and geographical location. Even within a particular insur-

ance type or country, great differences in access exist de-

pending on the wealth of the region (i.e., state) and the

willingness to invest in breast cancer care. In this section,

we provide a few examples.

In Argentina, the compulsory medical plan establishes

that the reimbursement of drugs will reach at least 40% in

acute conditions, 70% in chronic diseases, and 100% in hos-

pital drugs, as well as special treatments such as oncology

therapies. So, all Argentinian patients with breast cancer

have free access to oncology treatment by law. However, a

survey of 95 medical oncologists revealed that there is

much heterogeneity in what medical oncologists think is

the best treatment option andwhat they could prescribe to

their patients [58].

In Brazil, inequalities exist among insurance types and

regions. The reimbursement of cancer treatment governed

by the High Complexity Discharge Authorization covers re-

imbursement for surgery and chemotherapy but does not

cover biological therapy. Thus, patients often pursue law-

suits to get access to specific medications. Cruz Lopez et al.

estimated that the amount spent in such lawsuits in 2007

exceeded R$500 million [59], considerably more than the

R$307million spent in the care of breast cancer patients by

the public health system. Furthermore, due to the re-

stricted federal reimbursement, some states provide addi-

tional treatments for cancer care, such as the wealthier

state of São Paulo. Since 2009, the Secretary of Health of

this particular state incorporated seven new oncological

drugs into the treatments offered in their hospitals. How-

ever, São Paulo is an exception. The majority of the other

states do not provide additional coverage to the federal

package, thus resulting in strong regional differences in

Brazilian breast cancer health care.

In Colombia, the public and private sectors are explicitly

integrated to extend health care coverage. The government’s

goal is to attain a coverage rate of 94% by 2012, from 85% in

2008 [60]. Since 2004, the Colombian universal health insur-

ance has included cancer treatment in the mandatory health
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planwith a subsidized schemeproviding specific entitlements

for the poor.

In Peru, 64% of the population depends on the public

health insurance [57],whichonlycoversbreastcancerdiagno-

sis but not treatments. Not surprisingly, health outcomes in

Peru are far below average and among the lowest in the re-

gion.

CONCLUSIONS

Breast cancer is the leading cause of cancer deaths in

women in Latin America. An estimated 114,900 women are

diagnosed and an estimated 37,000 women die of breast

cancer every year in this region. In addition, both incidence

and mortality are increasing. The number of deaths from

breast cancer is expected to double by 2030, to 74,000 ev-

ery year [24]. Aging is the main risk factor of breast cancer.

It is expected that demographic changes in the region will

cause epidemiological shifts and increase breast cancer in-

cidence.

Survival rates are more than 85% in those countries with

best outcomes (international benchmark), whereas in Latin

America the breast cancer survival rate hardly exceeds 70%.

Reduced survival correlates with late diagnosis. Approxi-

mately 30%–40% of patients in the countries included in the

study are diagnosed inmetastatic phases III and IV; inMexico,

Colombia, and Peru, this rate is as high as 40%–50%of the pa-

tients. Meanwhile, in Northern Europe, late diagnosis ac-

counts for only 10% of breast cancer cases. Breast cancer

outcomeshave improvedduringthe lastdecade,asevidenced

bycomparisonof theMIRsbetween2002and2008.CostaRica

has shown the most progress, whereas Brazil, Mexico, and

Panamahavenot seen significant improvements inMIR ratios

in recent years.

The economic burden is also significant. Most countries

allocate insufficient resources to tackle the disease.

Women are not diagnosed early enough and do not get ac-

cess to optimal therapies, resulting in high morbidity and

the associated societal costs. Universal health care cover-

age is still lacking in many countries in the region; even in

those countries where the entitlement to breast cancer

health services is guaranteed by law, it is not accompanied

by the necessary resources.

This review clearly demonstrates that more investments

areneeded inLatinAmericanhealth systems forbreast cancer

screening, earlier diagnosis, and accessible and affordable

treatment for all women.
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Table 4. Costs of breast cancer treatment by stage at diagnosis in a private clinic in Brazil [50] and in the public sector inMexico

[51 ]

Stage I Stage II Stage III Stage IV Overall mean

Brazil

Share of patients per breast cancer stage (%) 48 34 2.5 15.5

Mean directmedical care costs (USD) 21,659 48,295 63,662 63,697 38,281

Treatment duration (mean follow-up, yr) 2.48 2.76 2.34 1.77 2.46

Mean annual health care costs (USD) 8,733 17,498 27,206 35,987 16,400

Mexico

Share of patients per breast cancer stage (%) 12 40 36 12

Mean directmedical care costs (USD) 26,710 33,422 33,310 40,984 27,892

Treatment duration (mean follow-up, yr) 3.66 3.34 2.21 2.10 2.58

Mean annual health care costs (USD) 7,298 9,994 15,084 19,516 10,818

Inflation rates obtained fromBanco deMéxico (http://www.inegi.org.mx/sistemas/indiceprecios/CalculadoraInflacion.aspx). Exchange rates
obtained fromCentro de Estudios de las Finanzas Públicas de la Cámara de Diputados, with data fromBanco deMéxico.
Abbreviation: USD, U.S. dollars.
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Sectioneditors:GabrielHortobágyi: AntigenExpress,GalenaBiopharma,Novartis, Rockpointe (C/A);

Novartis (RF); Taivex (O); founderandmemberof theboardofdirectors forCitizen’sOncology

Foundation; KathleenPritchard:Novartis, Roche,AstraZeneca, Pfizer, Abraxis, Boehringer-Ingelheim,

GlaxoSmithKline, Sanofi,Ortho-Biotech, YMBiosciences,Amgen,Bristol-Myers Squibb,Bayer

ScheringPharma (C/A,H)

Reviewer “A”:None

C/A:Consulting/advisory relationship; RF:Research funding; E: Employment;H:Honoraria received;

OI:Ownership interests; IP: Intellectual property rights/inventor/patentholder; SAB: scientific

advisoryboard

REFERENCES

1.Wilking N, Kasteng F. A review of breast cancer

care and outcomes in 18 countries in Europe, Asia

and Latin America. Available at http://www.

comparatorreports.se/A_review_of_breast_cancer_

care_and_outcomes_26Oct2009.pdf. Accessed De-

cember 10, 2012.

2. Ferlay J, Shin H, Bray F et al. GLOBOCAN 2008

v1.2: Cancer incidence and mortality worldwide.

Lyon, France: International Agency for Research on

Cancer, 2010.

3. TironaMT, Sehgal R, Ballester O. Prevention of

breast cancer (part I): Epidemiology, risk factors,

and risk assessment tools. Cancer Invest 2010;28:

743–750.
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