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Editorials

Challenges in the treatment of breast cancer in
developing countries

A study conducted by the Harvard School of Public Health revealed that 1.35 million
cases of breast cancer would be diagnosed worldwide in 2009 accounting for 10.5%
of new cancers, second only to lung cancer. Breast cancer cases are expected to
increase by 26% by 2020 and most of these will be seen in developing countries.1 Data
from the International Agency for Research on Cancer (IARC) registry suggest that
45% of newly diagnosed cases of breast cancer and 55% of breast cancer-related
mortality currently occur in low- and middle-income countries. IARC trends also show
a 20%–30% increase in the incidence of breast cancer in developing countries during
the past decade.2 Unlike other cancers, breast cancer is eminently treatable if detected
at an early stage. There is a significant difference in the survival rates in developed and
developing countries mainly because of a lack of early detection programmes and
inadequate resources for treatment. Coleman et al.3 reported >80% survival from
breast cancer in North America and Europe compared with 60% in middle-income
countries and 40% in low-income countries. The most commonly cited reason for the
increasing incidence of breast cancer is ‘westernization’ of the developing world,
possibly referring to a wide range of issues including increasing life expectancy,
dietary changes, sedentary lifestyle, delayed childbirth, fewer children and an increasing
use of hormone replacement therapy.4

The major challenges in tackling breast cancer in developing countries arise from
multiple factors, including lack of public awareness, social and cultural barriers,
inadequate and inefficient cancer control programmes, lack of facilities for diagnosis
and treatment, shortage of trained manpower and the cost of treatment. In developing
countries, the majority of patients with breast cancer present at an advanced stage
resulting in a high cost of therapy and poor outcomes.5 Government agencies, non-
government organizations and the media can play a major role in increasing awareness
about breast cancer among the general public. There is also a need to strengthen the
cancer-related curriculum in medical schools, especially aspects related to screening
and early detection so as to avoid mismanagement of patients with cancer at primary
and secondary healthcare facilities.

Primary prevention strategies including control of modifiable risk factors for
breast cancer, which include a healthy diet, physical activity, control of alcohol intake
and obesity. These could have an impact on the incidence of breast cancer in the long
term. However, developing countries should focus mainly on secondary prevention
strategies—early detection through increasing awareness and population-based
screening programmes. Early detection will help reduce the cost of treatment and
improve survival from breast cancer. There are 3 main modalities for breast cancer
screening: mammography, clinical breast examination (CBE) and breast self-
examination (BSE). Only mammography and CBE have been shown to have some
impact on survival from breast cancer. Mammography has been proven to be effective
in reducing the mortality from breast cancer by 20%–25% in women >50 years in
several large studies conducted in developed countries.6,7 However, the western
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experience with screening mammography is unlikely to yield similar results in
developing countries. Compared with developed countries, breast cancer seems to be
peaking a decade earlier in developing countries and, for the screening to be effective,
women in their late 30s should be the target population rather than women in their 40s
and 50s. Mammography has limitations in younger women because of the presence of
dense breast parenchyma, which can limit the sensitivity of screening mammography.
The logistics of screening mammography in highly populated developing countries
are challenging due to the need for a large number of evenly distributed quality
mammography machines and the availability of experienced radiology and pathology
services which form the backbone for any successful screening mammography
programme. In a cost-effectiveness study, using a micro-simulation screening analysis
model, Okonkwo et al.8 have shown that CBE screening for breast cancer in India
compares favourably with that of mammography screening in developed countries.
Based on the available information and evidence, future efforts towards screening for
breast cancer should be focused on CBE in developing countries till the emergence of
more promising alternatives. Public health workers can be trained in CBE and the
majority of women in developing countries can be screened for the 2 most common
cancers—cervix and breast—even with limited resources.

Breast cancer is treated using 3 main modalities: surgery, systemic therapy and
radiotherapy. The majority of patients with breast cancer in developing countries are
managed by general surgeons. Surgical subspecialties dealing with breast cancer such
as surgical oncology and breast surgery are still evolving. Inappropriate surgical
management of breast cancer is common at the community level. This takes the form
of indiscriminate diagnostic lumpectomy, incomplete mastectomy and omission of or
suboptimal axillary lymph node clearance. All these factors can adversely affect the
prognosis of these patients. The surgical community in general and surgical associations
in particular should devise programmes to educate surgeons regarding the appropriate
surgical management and referral of patients with breast cancer. The transfer of basic
skills to treat breast cancer to general surgeons at the community level through
continuing medical education programmes and workshops is logistically feasible.
Radiotherapy is one of the major modalities for the treatment of breast cancer and
about 70%–80% of patients with breast cancer require radiation for curative or
palliative intent. International guidelines recommend one megavoltage therapy
equipment for every 120 000 population.9 However, the current radiation oncology
infrastructure in most developing countries remains grossly inadequate. In India for
a population of about 1100 million, 1155 radiotherapy machines are required to cater
to all cancer patients but at present there are only about 400 teletherapy machines,
located mainly in large cities. The majority of recent high-tech radiation oncology
installations are in private sector hospitals, which are beyond the reach of low- and
middle-income patients. There is an urgent need to augment affordable radiation
oncology facilities in developing countries to tackle the emerging burden of breast
cancer.

The field of medical oncology has witnessed major advances during the past two
decades and systemic therapy has had a substantial impact on the outcome of patients
with breast cancer. Presently, more than 90% of patients with breast cancer require
either chemotherapy or hormonal therapy. Most of the recently launched antibreast
cancer agents are expensive and beyond the reach of most patients with breast cancer
in developing countries. Developing countries can adopt the strategies used to tackle
HIV/AIDS, which has demonstrated that complex care can be delivered safely and
effectively in very low-resource settings. These measures include drug donations, use
of generic drugs, encouraging pharmaceutical companies to focus on large unexplored
markets with narrow profit margins and actively involving major international
philanthropic organizations.

To treat breast cancer, most oncologists in developing countries use treatment
guidelines developed by scientific bodies of developed countries which are based on
evidence generated in patients in these countries. Most internationally accepted
evidence-based treatment guidelines10 for breast cancer fail to consider variable
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resource distribution and deficits in developing countries. Highly expensive treatment
modalities are included in these guidelines with a marginal improvement in survival.
To address these problems, the Fred Hutchinson Cancer Research Center and the
Susan G. Komen Breast Cancer Foundation of USA have started the Breast Health
Global Initiative (BHGI) that strives to develop evidence-based, economically feasible
and culturally appropriate guidelines that can be used in countries with substantial
resource constraints to improve breast cancer outcomes.11 However, it would be more
appropriate to create a common platform of all the stakeholders from developing
countries for an exchange of ideas, sharing of experiences and developing and
implementing treatment guidelines for breast cancer in resource-constrained settings.

The impending breast cancer crisis in developing countries can be effectively
tackled by joining all forces together including the physician community, governmental
and non-governmental organizations, the pharmaceutical industry and international
philanthropic agencies with an innovative approach, clear-cut strategy and time-
bound realistic goals.
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