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Summary
The manuscript underscores the intricate challenges in breast cancer (BC) care across Latin America, characterized 
by economic, social, and healthcare system disparities. Limited high-quality cancer registries hinder research and 
policy development, exacerbating uneven access to medical care and BC mortality disparities. The healthcare sys
tems’ fragmentation results in delays in critical interventions, affecting a significant proportion of young women 
diagnosed at advanced stages. The scarcity of comprehensive healthcare data and the absence of coordinated efforts 
intensify these challenges. The manuscript advocates for collaborative initiatives, supporting local research groups 
and fostering communication among countries to address BC care disparities. It emphasizes the vital role of na
tional care plans and universal healthcare systems, aligning with global objectives to reduce BC mortality and 
enhance healthcare access for all women in Latin America, irrespective of socioeconomic status.

Copyright © 2025 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND 
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction
Latin America, including South America, Central 
America and the Caribbean, is a region characterised by 
significant heterogeneity, where diverse realities 
coexist, often within the same country or city.1 This 
diversity can be observed in the economic status both 
between and within countries, as well as in social and 
cultural beliefs. Furthermore, health care systems in 
Latin American countries are complex and fragmented, 
encompassing both private and public sectors, and 
suffer from poor organisation, which is further exac
erbated by limited financial resources. This ultimately 
results in uneven access to medical care and significant 
healthcare disparities among patients with cancer.2,3

One of the many challenges in Latin America is the 
scarcity of high-quality cancer registries, which limits 
the amount of data for research and development of 
public health policies. Currently, only Costa Rica and 
Uruguay have comprehensive national registries, 
while data from other countries is often estimated 
based on regional registries covering small geographic 
areas. These estimates are frequently pooled and 

extrapolated, attempting to approximate national fig
ures. However, the generalisability of such records is 
inappropriate and fails to recognise significant dis
parities within countries.

Breast cancer scenario in Latin America
In 2020, BC was one of the leading causes of female 
cancer deaths worldwide, with more than 2 million new 
cases and more than 600,000 deaths.4 In Latin America, 
it is the most frequent neoplasm among women and 
has shown an increase in both incidence and mortality 
rates.4 Geographically, there is a clustering of incidence 
and mortality rates in the region. Many Latin American 
countries exhibit lower but increasing BC incidence 
compared to high-income countries, while simulta
neously facing high mortality rates. This alarming 
incidence-to-mortality ratio reflects, for the most part, 
challenges in regional care health systems promoting 
early detection, diagnosis, and treatment for BC.4

In comparison to Europe, North America, and Asia, 
the burden of BC in Latin America is expected to in
crease more significantly. According to the Interna
tional Agency for Research on Cancer (IARC), we 
should expect an estimated increase of 49.6% in new 
BC cases and 63.1% in BC deaths in the region between 
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2020 and 2040.5 The World Health Organization 
(WHO) further predicts that by 2030, BC will account 
for approximately 73,542 deaths in the region, twice the 
number recorded in 2008.6 The upward trend in BC 
mortality in many countries can be attributed to a 
combination of rising incidence and late diagnoses with 
a high proportion of advanced-stage cancers, particu
larly among women with lower education levels, as well 
as barriers to accessing timely and effective treatment.7

In light of this problem, we identified seven major 
challenges and specific implications for the region 
concerning BC care (Table 1 and Fig. 1).

Challenge 1: high proportion of premenopausal BC
Proportionally, developing countries face a greater 
burden of premenopausal BC for both incidence and 

mortality, as compared to high-income countries.8 Ac
cording to a study using data from Globocan 2008 and 
the International Agency for Research on Cancer’s 
Cancer Incidence in Five Continents series, the pro
portion of incident BC cases and mortality among Latin 
American women aged 0–44 years was significantly 
higher than in North America (20% vs. 12% and 14% 
vs. 7%, respectively). Furthermore, the proportion of 
BC cases and deaths was greater among young women 
for all Latin American countries, including Central 
America, compared with high-income regions such as 
the European Union.9 (Fig. 2) For instance, a database 
published from Argentina showed that 10.4% of the 
7105 patients were ≤40 years of age.6 This proportion is 
indeed higher compared with US databases and akin to 
Asian registries.10

It has been recognised that young women diagnosed 
with BC have reduced chances of positive outcomes. 
Negative outcomes might be attributable to an over- 
representation of adverse pathologic features or to the 
fact that young age might also be an independent risk 
factor.11 The reason for this earlier presentation of BC 
cases is largely unknown, and it cannot be completely 
attributed to a younger age distribution among the re
gion’s female population.12

BC in this age group (0–44 years) has very important 
and particular implications such as pregnancy con
cerns, fertility preservation, genetic counselling, family 
planning, and career disruption, all of which demand a 
strong, qualified and well-organised health care system. 
Furthermore, these patients are vulnerable to long-term 
side effects of treatment, financial harm and chronic 
social stigmatisation, requiring long-term follow-up for 
optimal management.

Challenge 2: high proportion of women diagnosed 
at advanced stages
Latin America shows an alarming proportion of BC 
diagnoses in advanced stages. For instance, a previous 
meta-analysis comprising 221,255 women with BC 
from 22 countries in Latin America and the Caribbean 
showed that nearly 41% of patients were diagnosed in 
stages III–IV.9 A post hoc analysis including 15,070 
women from nine countries from the same region 
revealed that 64% were diagnosed at stages IIb–IV.9 

This high percentage of advanced stages contrasts 
sharply with the proportions of 8.3%–23.5% of 
advanced stage (III–IV) diagnoses among women from 
Western European countries.13 As the stage at diagnosis 
is the most important prognostic factor in BC, this is of 
crucial importance and a major challenge in the 
approach to the disease.14

Early detection is essential to reduce BC mortality. 
No country has achieved mortality reduction with an 
early diagnosis rate of less than 60%.15 Mammographic 
screening is considered the gold standard for early 
detection of BC in well-resourced settings. Randomised 

Challenge Specific implications

High proportion of premenopausal breast cancer Maternity plans, family life and career disruption 
Concerns about fertility preservation 
Low rates of genetic testing and counselling 
Long-term side effects of treatment 
Financial harm 
Chronic social disruption

High proportion of women diagnosed at 
advanced stages

Worse outcomes and increased mortality 
Increased complexity of multimodal therapy 
Major impact in QoL 
Higher medical costs

Significant delays in diagnosis and treatment 
initiation

Lack of prevention strategies 
More advanced stages 
Worse outcomes and increased mortality 
Anxiety, psychological distress 
Increased complexity of multimodal therapy 
Negative impact in QoL and higher medical costs

Lack of provision of optimal multimodality 
management with essential curative 
interventions

Suboptimal care 
Higher rate of abandonment 
Potential negative impact in QoL 
Increased morbidity/mortality

Limited access to innovation Suboptimal care 
Worsened health outcomes 
Frustration and dissatisfaction of patients and 
their relatives 
Economic consequences (out-of-pocket 
payments) 
Increased administrative workload for physicians 
and patients 
Worsening health disparities 
Ethical dilemma regarding resource allocation

Lack of context-dependent resource-stratified 
evidence-based guidelines

Missed opportunities for prevention leading to 
increased burden of disease and healthcare costs 
Suboptimal treatment decisions 
Heterogeneity in care practices 
Poor allocation of resources 
Lack of accountability

Limited clinical research Large and diverse population 
Qualified health-care professionals 
Lack of access to innovative and high-cost cancer 
therapies 
Cost-effective care 
Suboptimal regulatory timelines 
National/Regional BC cooperative research groups

Table 1: Specific implications for each identified challenge.
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trials have shown that mammographic screening in 
women aged 50–69 years can reduce BC mortality by 
23%.16 Unfortunately, these results have fostered the 
common misconception that the only way to achieve 
diagnosis at an earlier stage or reduce BC mortality is 
through mammographic screening programs. Never
theless, multiple studies have shown that programs 
based on clinical breast examination, which are cost- 

effective and highly feasible in all resource settings, 
can obtain similar outcomes.14,15 In addition, in many 
countries of the region, early detection efforts based on 
mammographic screening programs have been estab
lished with limited success and suboptimal screening 
uptake.16 Therefore, it is critical to recognise that BC 
detection programs should develop using incremental 
stages, first implementing detection of early 

Fig. 1: Main challenges for Latin American countries in relation to BC.

Fig. 2: Increased proportion of breast cancer cases in young women. Adapted from Villarreal-Garza, C et al. Oncologist. 2013 Dec; 18 (12): 
1298–1306. A: Latin America; B: North America.
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asymptomatic disease through clinical examination 
and, once the system can effectively manage the clini
cally detected tumours, mammographic screening 
programs can be introduced.

The Latin American population is genetically 
diverse, with a complex ancestry that includes Indige
nous, European, African, and Asian roots. If this ge
netic diversity can affect breast cancer outcomes and/or 
stage at diagnosis remains unknown. Multinational 
studies with representative populations from LATAM 
with multiple ancestry backgrounds should be able to 
highlight differential risk factors, predispositions and 
genetic variabilities that need to be taken into consid
eration at a local level, and later implemented at 
screening programs.

Challenge 3: significant delays in diagnosis and 
treatment initiation
The time intervals to diagnosis and initiation of BC 
treatment are critical for optimal outcomes and have 
several components. First, the time between detection 
of the breast abnormality and the first visit to the health 
care system (patient interval). Second, the time from 
the first presentation to the health care system to the 
diagnosis of BC (diagnostic interval). And third, the 
time elapsed between diagnosis and initiation of treat
ment (treatment interval) (Fig. 3).

Prolongation of these intervals is, unfortunately, 
common in many LATAM settings. Late diagnosis of 
BC in LATAM is associated with individual factors as 
well as with characteristics of the social context in 
which women are inserted.17 Social vulnerability 
conditions, such as low income, poor education level, 
lack of health insurance, along with inequalities in 
access to health care, impact directly in time to 
diagnosis.18,19

The patient interval may be impacted by several 
factors such as community awareness of BC, trust in 
medicine, and access to the health system, among 
others. Unfortunately, this is hard to measure as it 
depends on patient reporting bias.; and there is no 
reliable data estimating the magnitude of the problem.

The diagnostic interval requires adequate patient 
pathways and recognition by the health care staff of the 
importance of timely diagnosis, and it has been iden
tified by the WHO as a key quality parameter of the 
health care system. Ideally, it should be less than 60 
days. Unger-Saldaña and colleagues performed a cross- 
sectional study of 866 patients referred for BC evalua
tion at 4 large public cancer hospitals in Mexico and 
found that the median time between diagnosis and 
beginning of treatment was 7 months. The interval with 
the largest delay was between the first consultation and 
diagnosis (median of 4 months).20 In this particular 
region, specific interventions such as “Alerta Rosa” 
were able to significantly reduce such health system 
intervals.21

Treatment intervals are defined by the system 
organisation and drug availability. Previous research 
has shown that treatment should be initiated within 12 
weeks of diagnosis, as a delay beyond this time was 
associated with lower breast cancer survival rates.22 

Unfortunately, a recent analysis from the Molecular 
Profiling of Breast Cancer Study enrolling 1449 patients 
from Argentina, Brazil, Chile, Mexico, and Uruguay 
showed low adherence to treatment administration 
standards.23

Challenge 4: lack of optimal multimodality 
management with essential curative interventions
The availability of essential therapies, including sur
gery, radiation therapy, and systemic treatments is 
critical. As stated above, access to standard care pro
cedures remains challenging in many LATAM set
tings.23 Essential care encompasses the fundamental 
components of curative regimens or drugs that have 
strong evidence demonstrating significant improve
ments in survival rates. For instance, the KEYNOTE 
522 trial showed a 76.8% distant recurrence-free sur
vival rate at 60 months for patients undergoing “stan
dard” management involving chemotherapy, surgery, 
and radiotherapy, as compared to 84.4% for those 
receiving also adjuvant pembrolizumab.24 (Fig. 4). 
These results highlight that a multimodal approach 

Fig. 3: Optimal timing and main barriers to avoid delays in diagnosis and treatment initiation.
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with standard treatment provides long-term successful 
outcomes to the vast majority of patients, and careful 
patient selection remains critical for the adoption of 
newer therapies.

Health care systems in Latin America are often 
characterised by fragmentation and lack of coordina
tion, particularly in the context of cancer treatment. 
This fragmentation results in disparities in access to 
care, inconsistent treatment standards, and uneven 
distribution of resources. Many countries in the region 
have a mix of public and private healthcare providers, 
leading to duplication of services and gaps in coverage. 
Furthermore, access to multidisciplinary care in 
LATAM is heterogeneous and has substantial differ
ences between private and public health institutions.25

The current landscape of rapid innovation in cancer 
treatment, coupled with the high costs of targeted 
therapies and modest increments in efficacy, raises 
important questions regarding which cancer medicines 
should be made accessible and which should be 
considered truly essential. Lack of consistency in pri
oritising medicines within the oncology community 
poses significant risks to the sustainability of healthcare 
systems. The WHO’s essential medicine list carries 
important implications for cancer drug policies and 
universal health coverage. Medicines deemed essential 
by the WHO should be included in national formu
laries, particularly in low- and middle-income settings. 
Radiotherapy resources are also limited in Latin 
America and further investments are urgently needed 
to fight against rural-urban disparities in access to this 
life-saving therapy.26,27

Challenge 5: limited access to innovation
A recent survey analysed the accessibility of cancer 
medicines considered essential by oncologists world
wide. The findings revealed that 70% of the top 20 
essential medicines are older cytotoxic or hormonal 
agents, rather than modern targeted agents or immu
notherapy. Furthermore, 65% of these medicines had 

received FDA regulatory approval prior to 2000.28 Un
fortunately, low-middle-income countries (LMIC) face 
significant financial barriers to accessing medicines, 
even for those that are older, generic, and presumably 
more affordable cytotoxic agents.

It is crucial to acknowledge that while prices and 
costs remain major obstacles, these issues must be 
contextualised within a broader framework. Frag
mented markets, unsuccessful contract award pro
cesses, inconsistent volumes, unreliable manufacturers 
(particularly for generic cancer medicines), vulnerable 
supply chains, economic rent-seeking, mark-ups, and 
intermediaries extracting profit without adding value 
contribute to the extensive challenges associated with 
accessing quality-assured cancer health products.

Access to medicines and new technologies consti
tutes a fundamental component of any healthcare sys
tem and stands as one of the primary objectives of 
public health policies. Numerous challenges arise in 
ensuring access to innovative medical advancements, 
including artificially low targets for coverage, financially 
strained healthcare systems, and limitations in medi
cine supply networks, among others. The situation is 
further exacerbated in the case of high-cost oncologic 
medications, given the additional complexities associ
ated with products enjoying market exclusivity granted 
under the patent system. Astonishingly, a mere 9.4% of 
sales for newly launched medicines between 2018 and 
2023 occurred outside the realms of the United States, 
Europe, and Japan.29

The lack of access to innovative medical solutions 
has far-reaching implications, potentially resulting in 
suboptimal care and exacerbated health outcomes. 
Moreover, it has significant economic consequences, 
increasing out-of-pocket payments, the risk of financial 
hardship and the administrative burden on healthcare 
professionals and patients.

Latin American countries should strive to imple
ment strategies aimed at rectifying this situation, 
beginning with the development of integrated policies 

0.64
(0.49-0.84)

Distant Recurrence-Free Survival

“Optimal” management with essential 
curative interventions  

Chemotherapy (no capecitabine)
+
Surgery +/- RT

+ 7.6% adding pembrolizimab

Fig. 4: Essential curative intervention results in triple negative breast cancer for patients in KEYNOTE 522 trial.
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that promote both access and innovation. Governments 
ought to work towards managing intellectual property 
rights to foster innovation while simultaneously safe
guarding public health. However, this does not imply a 
blanket integration of all forms of innovation; instead, a 
very conscious and careful approach should be adopted 
to maximise the benefits. This can be achieved through 
comprehensive evaluations of innovative solutions and 
the incorporation of qualified health technology 
assessment processes, the selective financing of medi
cines, negotiations and regulations on pricing, the 
management of public sector procurement, and the 
implementation of rational medicine utilisation 
practices.

Challenge 6: lack of resource-stratified evidence- 
based guidelines
The most widely recognised international treatment 
guidelines primarily target high-income countries.30 In 
2002, the WHO introduced the concept of tailoring 
cancer treatments based on the resources available in 
each country, as outlined in its executive summary of 
the National Cancer Control Programs Policies and 
Managerial Guidelines.31

The Breast Health Global Initiative (BHGI) has 
pioneered a resource-stratified approach, developing 
guidelines for the early detection, diagnosis, and treat
ment of BC in LMICs. The initiative focused on 
creating evidence-based, economically feasible, and 
culturally appropriate guidelines to enhance breast 
health outcomes across a range of resource settings.32,33 

BHGI’s recommendations are built upon a four-tiered, 
resource-stratified system that enables the prioritisation 
of cancer management strategies according to available 
healthcare resources: basic, core, enhanced, and 
maximal levels. For this purpose, the BHGI 2018 global 
summit stated that effective communication with 
ministries of health and finance was critical to 
demonstrate needs, outcomes, and cost benefits of each 
country.34

Resource-stratified guidelines should not be 
mistaken for a certification of sub-standard care. 
Instead, it means promoting an evidence-based 
framework for monitoring and evaluating healthcare 
services, facilitating stepwise improvements.35 ASCO 
has recently published a guideline for the treatment of 
metastatic BC targeted for clinicians, patients and 
policymakers in resource-constrained settings.36 

However, no guidelines exist yet for the manage
ment of non-metastatic BC in regions with limited 
healthcare resources. The absence of such recom
mendations has significant implications that must be 
addressed, including missed opportunities for pre
vention resulting in an increased disease burden and 
healthcare costs, inadequate treatment decisions, var
iations in care, poor resource allocation, and lack of 
accountability.

The scarcity of evidence from the settings where the 
guidelines are meant to be applied presents a signifi
cant challenge to the successful implementation of 
resource-stratified guidelines. Unfortunately, the same 
limited resources that necessitate the use of such 
guidelines also contribute to insufficient funding for 
research, perpetuating the lack of data surrounding 
guideline-driven efforts in LMICs. Moreover, imple
menting these guidelines poses challenges as they are 
often referenced in global health literature, primarily to 
support statements related to disease management, but 
their specific implementation in comprehensive cancer 
control plans is lacking.37

An example of this approach in Latin America is the 
Community-Based Program for Breast Health in Peru. 
It is a collaborative effort involving the Peruvian Min
istry of Health, the National Cancer Institute in Lima, 
and the Regional Cancer Institute in Trujillo. The pro
gram utilises a four-step, resource-stratified phased 
implementation model developed by Breast Cancer 
Initiative 2.5, an analytics and advocacy group based at 
the Fred Hutchinson Cancer Research Center/Univer
sity of Washington.38 Through this stepwise approach, 
policymakers in this country aim to enhance breast 
health care capacity and delivery by improving capacity 
for early diagnosis and creating stronger connections 
between the primary (local or community) and higher 
(regional or national) levels.38

Challenge 7: limited clinical research
Participation in clinical trials has several benefits for the 
health care system and patients. It may also represent a 
partial solution to the lack of access to high-cost drugs 
in the region. Latin America remains a highly attractive 
region for research. LATAM boasts unique cancer 
epidemiology, a dense population, significant genetic 
diversity, relatively lower costs for most procedures, and 
a high potential for patient recruitment.39 Furthermore, 
the increasing participation in pharma-sponsored 
multicentric studies demonstrates the feasibility of 
efficient logistics and rapid, high-volume recruitment. 
However, as of 2024, only 3.2% of oncology clinical 
trials were conducted in LATAM.40

Several factors contribute to the challenges faced by 
Latin America in participating in clinical trials 
exploring cancer therapies, including insufficient pub
lic and private investment, limited local funding, and 
delays in research regulatory processes. Importantly, 
while recognising the significant role that industry- 
sponsored cancer clinical trials have had in the devel
opment of infrastructures and human resources in 
LMIC scenarios, academic and investigator-led clinical 
research remains an enormous challenge and a world
wide unmet need.

A significant obstacle to local initiatives investigating 
tailored strategies in Latin American countries is the 
low level of investment in cancer research. In 2021, 
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Latin American and Caribbean countries allocated a 
mere 0.55% of their gross domestic product (GDP) to 
research and development. This is 5.3 times less than 
the investment observed in North America and West
ern European countries.41

Academic cancer research groups play a vital role in 
training healthcare professionals and proposing 
investigator-initiated studies that evaluate topics of 
epidemiological importance specific to the region. 
However, funding from government agencies or private 
foundations is required to support these efforts. 
Strengthening research capacity at the individual, 
organisational, network, and policy levels is essential 
for achieving long-term benefits and sustainability.

Randomised clinical trials remain a powerful tool for 
driving changes in clinical practice and improving 
outcomes. However, such studies are not always 
feasible or ethical for all research questions. Observa
tional studies, which analyse data collected from 
routine clinical practice, can provide invaluable insights 
into the real-world effectiveness of treatments and the 
impact of healthcare disparities. Furthermore, obser
vational research can effectively pinpoint deficiencies in 
standard care by analysing treatment patterns, evalu
ating healthcare delivery, and incorporating imple
mentation science.

To overcome the scarcity of observational studies 
and improve the quality of BC research in Latin 
America, three key components must be addressed. 
First, protected time for physicians is crucial for dedi
cated research time. Physicians need protected time 
away from clinical duties to engage in research activ
ities. Without this, the demands of patient care often 
overshadow research efforts. Second, institutional sup
port is the mainstay for longstanding success. Hospitals 
and healthcare institutions should support their medi
cal staff by providing dedicated research time and re
sources. Third, clinical research education should be 
improved by curriculum integration and ongoing 
training. A thorough clinical research education cur
riculum should be integrated into medical training 

programs. This will ensure that new physicians are 
well-equipped with the skills necessary for conducting 
high-quality research. Continuous professional devel
opment opportunities in clinical research methodolo
gies and implementation science should be available to 
practising physicians.

Conclusions
The health care systems across Latin America exhibit a 
substantial degree of fragmentation, leading to a 
myriad of challenges that cause substantial cancer care 
disparities in the region. BC is remarkable example of 
this problematic as it represents a growing burden in 
Latin America with notably high mortality rates. 
Concerted efforts involving multiple stakeholders and 
the collection of comprehensive and reliable data on BC 
health quality indicators are urgently needed to address 
this issue.
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