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Abstract 
Breast cancer care is a costly global health issue where effective management depends on early detection and treatment. A breast cancer 
diagnosis can result in financial catastrophe especially in low- and middle-income countries (LMIC). Large inequities in breast cancer care are 
observed and represent a global challenge to caregivers and patients. Strategies to improve early diagnosis include awareness and clinical 
breast examination in LMIC, and screening in high-income countries (HIC). The use of clinical guidelines for the management of breast cancer 
is needed. Adapted guidelines from HIC can address disparities in populations with limited resources. Locally developed strategies still provide 
effective guidance in improving survival. Integrated practice units (IPU) with timely multidisciplinary breast care conferences and patient navi-
gators are required to achieve high-value, personalized breast cancer management in HIC as well as LMIC. Breast cancer patient care should 
include a quality of life evaluation using ideally patient-reported outcomes (PROM) and experience measurements (PREM). Evaluation of breast 
cancer outcomes must include the financial cost of delivered care. The resulting value perspective should guide resource allocation and program 
priorities. The value of care must be improved by translating the findings of social and economic research into practice and resolving systemic 
inequity in clinical breast cancer research. Cancer survivorship programs must be put in place everywhere. The treatment of patients with met-
astatic breast cancer must require more attention in the future, especially in LMIC.
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Implications for Practice
A global, coordinated alliance among breast cancer clinicians, advocates, management specialists, and others can optimize the quality 
of breast cancer care and value across diverse socio-economic, political, and geographic environments. To integrate a value quotient into 
breast cancer care, we must shift our focus from volumes to values and emphasize patient-centered outcomes as important metrics. 
Improved clinical outcomes with lower costs may require a transformation of health delivery systems including better organized public 
health systems with universal health coverage, and the development of public-private partnerships where appropriate.

Introduction
Undesirable variations in early diagnosis, treatment, and 
quality management of breast cancer lead to suboptimal out-
comes worldwide. Survival varies hugely worldwide.1 Breast 
cancer deaths disproportionately affect women, especially 
in LMIC. To achieve improved outcomes for all patients 

with breast cancer worldwide, engagement of all stakehold-
ers and a coordinated approach of their efforts is needed.2 
Strategies for breast cancer care delivery will be defined. 
These must be adapted to all socio-economic environments 
worldwide, reflecting their needs and capabilities, including 
human and infrastructural resources. Breast cancer can be 
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Results on CBE screening from a randomized trial in 
Mumbai,28 showing that clinical examination of asymptom-
atic women performed by well-trained personnel may have 
an effect on breast cancer mortality, should be viewed with 
caution. Significance was only found in a post hoc analysis of 
women older than 50 years without any effect in the younger 

population. The impact would also be restricted because in 
India, as in most LMIC, the peak of breast cancer mortality 
is below the age of 50 years.29 Recent results from another 
randomized study of CBE screening in India did not find an 
effect on breast cancer mortality in any age group although as 
in the “Mumbai downstaging” was achieved.30

Figure 2. (A, B) Trends in advanced breast cancer incidence in the screen-detected, interval, and non-screened cohorts in The Netherlands. The solid 
line indicates the screen-detected cancers assuming 10% overdiagnosis. The shaded area indicates the percentage assuming 0% overdiagnosis (lower 
limit) to 30% overdiagnosis (upper limit; de Munck et al17). (C, D) Trends in breast cancer incidence in the screening age groups and stage in Germany. 
Y-axis: age-specific rates/100 000 women on a logarithmic scale. Dots: observed rates, lines rates by join-point regression, vertical dotted line: year 
implementation of screening (Katalinic et al19).
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In LMIC, the individual status of society regarding educa-
tion and development of the health care system must be taken 
into account. Only if the health care system is sufficiently 
developed to offer adequate treatment for the population and 
the financial resources are available mammography screening 
may be an option.31

For the majority of LMIC, however, the main priority is to 
advance diagnosis and treatment of symptomatic disease in 
order to avoid progression to advanced stages. Delays leading 
to stage progression have been shown to significantly impair 
survival.32

Since the incidence is rising (see “The burden of breast 
cancer: a global problem” section), increasing the pub-
lic awareness of the signs and symptoms of breast cancer 
is the first step in the implementation of an early detection 
program. Strategies incorporating breast cancer awareness 
and equipping health workers with skills to perform quality 
CBEs potentially play a role in the downstaging of cancers at 
diagnosis.33

Not only financial limitations have to be overcome to 
reduce the load of advanced breast cancer.34 Additional low 
health literacy, fear and cultural beliefs, high out-of-pocket 
treatment costs, lack of basic equipment, knowledge, training 
and skills of health professionals, shortage of specialist staff, 
difficult access to facilities by over-centralization, and poor 
communication have been identified in Zimbabwe35,36and in 
the Philippines.37 Owing to such factors, 42% of women with 
suspicious finding on CBE actively refused further assessment 
in a randomized CBE screening study in the Philippines.38 
Such factors also have to be considered in certain groups and 
locations in HIC. Looking more in detail on-screen atten-
dance reveals locales where this indicator is only 5%, even in 
the United States. Prioritizing resources to identify and screen 
these population subsets improves the identification of prev-
alent cancers at an earlier stage (L. Tucker, Virginia, United 
States, Personal written communication May 16, 2022).39,40

Value-based breast care experience: “more than 
survival”
Having a diagnosis of breast cancer and undergoing treat-
ment is an emotionally distressing event in a person’s life: 
it may produce psychological suffering which may impact 
the patient’s quality of life and survival.41 However, distress 
can be easily screened by the Distress Thermometer,42 which 
is a visual analog scale (from 0 to 10) to rate the level of 
distress a patient has felt in the past week. It allows for 
easy screening of psychosocial needs by including a check-
list of physical, emotional, social, practical, and spiritual 
problems. In a landmark study on the prevalence of dis-
tress in patients with cancer, 32% of patients with early 
breast cancer reported high levels of emotional distress,43 
which increased by 60% in a metastatic phase and contin-
ued to increase with the progression of the disease toward 
the end-of-life.44 Severe distress and depression if untreated 
lead to diminished quality of life, higher clinical compli-
cations, shorter survival, and increased health care costs.45 
Therefore, it is important to screen for the patient’s dis-
tress and psychosocial needs early in the treatment pathway 
to provide adequate psychological support and optimize 
patients’ well-being and clinical outcomes. This is now 
considered a quality standard of care for the treatment 
of patients with breast cancer and a requirement for the 
European certification of breast units.46

Distress management should follow clinical guidelines. 
A 4-tiered model of professional psychological assessment 
and support has been recommended to address these needs 
to organize care in the clinic, which can be adjusted to each 
country’s available resources. All patients need effective infor-
mation given through compassionate communication skills to 
reduce their anxiety related to their disease and treatment, 
in addition to general psychological/emotional support. This 
model recommends that this is the first basic level of emo-
tional support which should be delivered by all direct health 
care professionals (eg, doctors and nurses). Good doctor/
provider-patient communication is the essence of higher 
patient adaptation, higher patient compliance with treatment 
and care, higher patient satisfaction, and better patient clin-
ical outcomes.47 However, for patients with higher levels of 
distress, the model suggests the involvement of trained pro-
fessionals in psychosocial oncology care, or mental health 
professionals, using evidence-based interventions to reduce 
patients’ emotional suffering.48

The recently published essential requirements for quality 
cancer care of patients with breast cancer 46 reinforces the 
importance of psychologists in the multidisciplinary team in 
HIC, as well as LMIC, working in an integrated way to assure 
the patient the best outcomes and quality of life. Patients also 
require ongoing support in recovering from long and medium- 
term side-effects of treatments. Cognitive changes, sleep 
disturbances, fatigue, hot flashes, mood swings, depression, 
fear of recurrence, self-image alterations, loss of libido and 
sexual alterations interfere with normal return to work, and 
resumption of life, family, and social roles. Survivorship care 
is a much-neglected area and we need to develop programs 
for better support our patients in resuming a normal life. The 
European Guide on Quality Improvement in Comprehensive 
Cancer Control does recommend a survivorship care plan 
that enhances patient’s self-management and quality of life.49

Value Quotient Breast Care may be defined as improved 
patient-centered outcomes (survival and well-being), follow-
ing the identification and treatment of a benign or malignant 
breast abnormality against the costs of full-cycle clinical man-
agement. Patient management expenses are directly related to 
the extent of clinical interventions, which are proportionate 
to the stage at diagnosis.50,51

What is often missed when analyzing the expenses follow-
ing a cancer diagnosis is that a lack of well-being in patients 
may lead to higher direct and indirect costs. In many resource- 
limited settings, the measure of success in cancer care and 
control is heavily focused on survival. “How well” patients 
live following a cancer diagnosis, as well as “how long” they 
live should be acknowledged as important. Patient-centered 
outcomes such as quality of life and return to work offer 
important insights into the value of breast cancer care.52

Health executives, policymakers, clinicians, and patient 
advocates must collaborate to design and implement com-
prehensive breast care services, encompassing the full cycle 
of breast health from the asymptomatic individual presenting 
for screening through diagnosis, treatment, supportive care, 
survivorship phase, and end of life. These initiatives are nec-
essary to address challenges and opportunities to improve 
breast care value across diverse geopolitical and socio- 
economic environments.

Common to all scenarios is the desirability of a function-
ing breast integrated practice unit (IPU) with a focus on per-
formance data collection and informed decision-making for 


