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ABSTRACT
Our vision about breast cancer quality care within a global 
health framework was recently published by Oxford 
University Press. The aim of our work was to reflect on the 
potential to achieve a world- wide improvement in quality 
care, assessing value for money. The population- based 
survival estimates from the CONCORD programme and 
the Breast Health Global Initiative (BHGI) are valuable 
tools for this global effort. Because cancer care delivery 
is becoming unsustainable in many countries assessing 
healthcare value for the cost is becoming increasingly 
important. Recommendations are made for better global 
quality care for patients with breast cancer.

INTRODUCTION
Our vision about breast cancer quality care 
within a global health framework was recently 
published by Oxford University Press. The 
aim of our work was to reflect on the poten-
tial to achieve a world- wide improvement in 
quality care, assessing value for money. The 
population- based survival estimates from 
the CONCORD programme and the Breast 
Health Global Initiative (BHGI) are valuable 
tools for this global effort. Because cancer 
care delivery is becoming unsustainable in 
many countries assessing healthcare value for 
the cost is becoming increasingly important. 
Recommendations are made for better global 
quality care for patients with breast cancer.

Breast cancer is the most common cancer 
among women in 140 of 184 countries. The 
incidence is rising in almost all countries 
and age groups. However, the probability of 
surviving up to 5 years or more since diag-
nosis is increasing and mortality is decreasing 
in high- income countries (HICs). World-
wide variation remains wide, especially in 
low- income and middle- income countries 
(LMICs). The economic burden of breast 
cancer on health systems is growing and 
becoming unsustainable in many countries.

To address breast cancer within a global 
health framework, we published our vision 
about ‘Breast cancer: Global Quality 
care’, a common effort among a broadly 

representative international faculty.1 The 
aim of our work is a reflection on the world-
wide improvement in quality care, assessing 
value for money. The COVID-19 pandemic 
has crystallised the need for a global vision to 
establish effective collaborations to address 
major health dilemmas. The aspiration of this 
editorial is to highlight and put on the inter-
national agenda approaches to provide access 
to high- quality breast cancer care through 
fiscally responsible and sustainable methods 
at a global level.

Quality management on a global scale
Achieving the best quality of clinical care 
requires rigorous quality management. 
In turn, this requires optimal use of inter-
national clinical guidelines, as well as the 
improved organisation of healthcare path-
ways, deployment of population- based cancer 
registries and continuous research to monitor 
the operation of the ‘plan–do–check–act’ 
cycle of the audit.

In all aspects of care, the woman must be 
the centre of focus: she must be informed 
about the decision- making process and 
invited to participate in it. At all stages of 
care, clarity of the goals of treatment for each 
woman is paramount to make decisions and 
actions successful. It is important to under-
stand that some women prefer their clini-
cian to tell them what to do, but many others 
wish to understand their clinical–therapeutic 
pathway to help them feel engaged and 
empowered. These patients should receive 
personalised information and not have to rely 
on the internet to obtain it.2

The integration and use of the multidisci-
plinary meeting (MDM) in routine care for 
patients with cancer is the hallmark of multi-
disciplinary care, and it should ensure that 
the best options for treatment are considered. 
The treatment options for each patient are 
discussed and the most suitable is proposed 
to the patient. A global approach recognises 
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that the options are influenced by regional availability of 
care. After being informed about the possibilities, pref-
erably with all pros and cons, the decision will be made 
in a shared process. Although the management of many 
women with breast cancer is discussed and determined 
during MDMs, such meetings are not mandatory in many 
countries. Biomolecular expert boards as well will become 
more important with the increasing use of genomic tech-
nologies, especially in HICs.

The Breast Health Global Initiative (BHGI) has been 
striving to develop best care approaches to assist in the 
early detection, diagnosis and treatment of women with 
breast cancer in LMICs, but also in underserved commu-
nities in HICs.3 Since 2002, the BHGI has been devel-
oping the approach of ‘resource- stratified’ guidelines. 
This guideline methodology has now been applied by the 
National Comprehensive Cancer Network (NCCN), the 
American Society of Clinical Oncology (ASCO) and by 
the World Health Organisation (WHO).4 High- quality, 
accessible resources are needed for policy- makers and 
healthcare providers to facilitate the effective implemen-
tation of these guidelines in limited- resource settings. 
More recently, BHGI has proposed a ‘phased implemen-
tation’ methodology for translating resource- stratified 
guidelines into clinical practice based on principles of 
implementation research.5

Cancer registries comprise an essential element in 
evaluating cancer control strategies and the quality of 
care, and for setting priorities in public health. Close 
contact between the cancer registry, researchers and 
caregivers will improve the quality and use of the data, 
as well as the ability to understand the relevance of the 
findings.

Quality indicators on a global scale
Optimal patient management is the summation of indi-
vidual high- quality decisions at each step of the breast 
cancer journey. Quality indicators (QI) are typically cate-
gorised as those of structure, process and outcome,6 to 
which we would add value. In examining a specific care 
delivery scenario, a balanced QI panel should be selected, 
based on disease burden and healthcare resources within 
a country, to provide useful information for policy- makers 
to make practical and programmatic decisions. QI panels 
are established by multidisciplinary breast cancer experts, 
working in collaboration with patient advocates, taking 
into account the difficulties in determining the right 
standard.7

Structure indicators
These are designed to measure whether healthcare facil-
ities and equipment are adequately organised to deliver 
appropriate and timely care to the target population. 
The organisation of a MDM, the pathway to make a deci-
sion, the availability of specialised equipment and trained 
personnel are examples of such indicators.

Process indicators
These measure how patients move through the early 
detection, diagnosis and treatment pathways, as reflected 
both by timeliness and by the degree of adherence to 
clinical guidelines, including justified deviations, which 
can improve the woman’s oncological outcomes or her 
quality of life. Process indicators tell us whether each step 
of the care pathway performs as desired.

Outcome indicators
These, such as recurrence and survival, and patient- 
reported outcome measures (PROMs), are perhaps 
the most relevant from a global health perspective, but 
hardest to define.

Measures of recurrence and survival are reliable only 
if the numerator and denominator refer to the same 
patient populations and if large cohorts are followed over 
adequate periods of time. Long- term outcome measures 
are often influenced by many variables, making the assign-
ment of responsibility of benefit or harm difficult. Global 
surveillance of breast cancer survival trends is the best 
example of real- world data to make an impact on health 
policy. The population- based survival estimates from the 
CONCORD programme reflect the overall effectiveness 
of health systems and help to inform strategic policy- 
making. The aim of the CONCORD programme is to 
monitor cancer survival trends worldwide and explain the 
reasons for the wide inequalities.8 The most recent cycle 
of the CONCORD programme (CONCORD-3) includes 
data from 322 cancer registries in 71 countries, covering 
a total population of almost 1 billion in 2014.9 Health 
ministers in these countries now have access to interna-
tionally comparable cancer survival estimates. Since 2017, 
the survival estimates from CONCORD have become one 
of the key indicators of health system performance in 
the OECD Health at a Glance publication. In contrast to 
clinical trials, which aim to achieve the highest possible 
survival in a group of patients selected by age, stage and 
lack of comorbidity, survival estimated from real- world 
data, obtained from population- based cancer registries, 
reflects the average survival achieved by all patients with 
cancer, and therefore, the overall quality of the health 
system in managing cancer from early diagnosis to treat-
ment and final outcome. Breast cancer survival up to 5 
years after diagnosis continues to increase. In many coun-
tries, 5- year survival has reached 85% or more, but global 
variation remains wide.

The collection of PROMs is becoming mandatory in 
developing countries, where value- based healthcare is 
recognized. Their aim is to monitor the health- related 
quality of life as viewed by the patients themselves 
and to reduce healthcare costs by avoiding the use 
of unnecessary treatments. In addition, they support 
informed decision making and improve healthcare 
quality by enabling comparison of outcome data 
between providers. The implementation of standard 
sets of PROMs, such as those proposed by the Interna-
tional Consortium for Health Outcomes Measurement, 
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requires resources and dedicated personnel.10 For 
countries where this level of scrutiny is not feasible, 
alternatives need to be sought.

ASSESSING HEALTHCARE VALUE FOR COSTS
Breast cancer costs are increasing due to rising numbers 
of patients and increasing treatment costs. These costs 
account for 13% of the total cancer- related expendi-
ture in the EU. Medication represents 20% of the total 
economic burden of breast cancer in the EU.11 So, the 
optimal use of limited resources is increasingly impor-
tant in all countries. The assessment of the value of new 
cancer treatments based on a clinical benefit is becoming 
very important in breast cancer today. The ESMO Magni-
tude of Clinical Benefit Scale and ASCO Framework of 
Value are valuable tools. It is interesting to note the curvi-
linear relationship between 5- year net survival and gross 
domestic product (GDP), which reaches an asymptote 
around a GDP of US$30 000 to US$35 000 per capita. 
Above a certain level of growth, survival levels appear to 
plateau (figure 1). There is a more linear relationship 
between 5- year survival and total national expenditure on 
health as a proportion of GDP.

Overdiagnosis and overtreatment are important issues 
in HICs but are less relevant in LMICs. After the surgical 
revolution of breast conservation,12 oncoplastic surgery13 
and sentinel node biopsy,14 the recent use of hypofrac-
tionation of radiotherapy15 simplified local treatment. In 

addition, the introduction of gene expression profiling in 
endocrine positive breast cancer and the new strategies 
of combining and optimising HER2- targeted therapies 
could potentially improve outcomes but may in essence 
allow de- escalation of treatment in many patients sparing 
patients unnecessary treatments and their related toxic-
ities.16 17 Healthcare value for money must be ensured 
when determining which services are included in benefit 
packages. Since recent projections suggest that more 
than 60% of women will soon be diagnosed over the age 
of 70 years, geriatric assessment can provide personalised, 
high- quality care for many of them.18

RECOMMENDATIONS
Cancer registries
Population- based cancer registries provide insight into 
the burden of cancer by recording data for each patient 
diagnosed with a malignancy in the territory that they 
cover. Information from population- based cancer regis-
tries on trends in socioeconomic, geographic or racial 
differences in incidence and survival can be used to 
plan and refine public health policy. Similar problems 
that arise in all countries suggest common solutions. 
However, specific differences between countries suggest 
the need to look more closely at subpopulations within 
each country or region, to understand better how to 
optimise breast cancer care for underserved women 
worldwide. Cancer registry data, expanded with detailed 
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Figure 1 Breast cancer: globaldistribution of age- standardised 5- year net survival (%) in adult women (aged15-99 years) 
diagnosed during 2005-2009, by country, gross domestic product(US$ Purchasing Power Parity, PPP per capita) and total 
national expenditure onhealth. Data source: CONCORD programme.
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information on stage, tumour biomarkers, treatment 
and recurrent disease, can also help to evaluate guide-
line implementation and to measure the impact of new 
treatment regimens in daily practice. Cancer registries 
need long- term political, legal and financial support to 
do their job.19

Multidisciplinary meeting
Today, breast cancer care requires an integrated team 
approach by clinicians within a breast unit. High- quality 
management of breast cancer should be part of daily prac-
tice along with routine use of the MDM. Teleoncology 
may be helpful, but it requires efficient technologies and 
optimal presenter preparation. Human resources and 
technological barriers must be addressed to realise its full 
impact, especially in developing countries.20

Prevention and early diagnosis
Preventive actions include a reduction in alcohol 
consumption and an increase in physical activity. However, 
while prevention is key, it is also long term; therefore, 
early diagnosis and access to effective treatment remain 
crucial. Public awareness is more important in LMICs, 
whereas screening is more effective in HICs.

Quality
Quality management should be part of the daily practice 
of each breast centre and can be enhanced by accredita-
tion programmes and continuing education for doctors, 
nurses and the entire breast cancer team.21 The identi-
fication of QIs for each specific diagnostic and treat-
ment area is mandatory, including both minimal and 
ideal requirements. Clarity of the goals of treatment 
and informing patients at all stages of the disease are 
paramount to decide the actions to be taken. Guide-
lines adherence is associated with improved patient 
outcomes.

Primary care
A strong primary care presence is necessary to guide 
patients through the entire care pathway. The shortage 
of general practitioners around the world requires 
a strategy addressing the needs of each country and 
not the preferences of the medical faculty. A system in 
which at least 50% of the physicians are primary care 
doctors will probably have better health outcomes and 
lower costs, especially in LMICs.22 The global shortfall 
in the nursing workforce will also result in worsening 
healthcare systems.

Cost
Breast cancer costs are increasing due to rising patient 
numbers coupled with increasing treatment cost. 
Accessibility and health coverage are more important 
in LMICs while uniform distribution of healthcare 
burdens HICs. Health economics can assist decision 
makers to adopt and reimburse care that is affordable 
and efficient. WHO provides a list of minimal required 
cancer medicines for all patients worldwide. The only 

viable road is to agree on a broad framework, encom-
passing both patient values and societal values.

Executives
Government, local authorities and national cancer plans 
are the most important components to address the cancer 
burden and coordinate the required actions. Encourage-
ment of national attention to breast cancer care will be 
necessary to achieve optimal outcomes. In LMICs, health-
care networks should be defined to connect surrounding 
areas to centres of excellence. Accessibility and health 
coverage are particularly important in these countries. 
Comprehensive financial protection with social health 
insurance programmes and tax- based financing systems 
must be promoted in both LMICs and HICs.

Research
A new model - for clinical breast cancer research is 
needed. It should be based on the latest understanding of 
cancer biology, ensuring that women with breast cancer in 
all countries can benefit from the latest advances in diag-
nosis and treatment. More clinical trials are needed to 
assess new surgical and radiotherapy regimens for breast 
cancer. Epidemiological studies using population- based 
cancer registry data are also needed to evaluate whether 
the benefits from clinical trials have been made available 
to all patients with cancer and to obtain new knowledge 
on the effects of interventions on the daily life of patients 
with breast cancer, such as elderly patients who are often 
excluded from clinical trials. Clear endpoints must 
be defined to consider the patients’ needs, including 
PROMs.23

Acknowledgements The authors thank Professor Michel Coleman (2) for critical 
appraisal of this manuscript and the whole faculty of their book (ref. 1).

Contributors The authors have no disclosure and indicate no potential conflicts of 
interest.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Commissioned; externally peer reviewed.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, any changes made are indicated, and the use is non- commercial. 
See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

ORCID iD
Didier Verhoeven http:// orcid. org/ 0000- 0002- 7748- 0837

REFERENCES
 1 Verhoeven D, Kaufman C, Mansel R, et al. Breast cancer : Global 

Quality Care. Oxford University Press, 2020.
 2 Attai DJ. What are we missing? Ann Surg Oncol 2016;23:3088–92.
 3 Anderson BO, Cazap E, El Saghir NS, et al. Optimisation of breast 

cancer management in low- resource and middle- resource countries: 
Executive summary of the breast health global initiative consensus. 
2010. Lancet Oncol 2011;12:387–98.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-7748-0837
http://dx.doi.org/10.1245/s10434-016-5309-x
http://dx.doi.org/10.1016/S1470-2045(11)70031-6


Open access

5Verhoeven D, et al. ESMO Open 2020;4:e000861. doi:10.1136/esmoopen-2020-000861 Verhoeven D, et al. ESMO Open 2020;4:e000861. doi:10.1136/esmoopen-2020-000861

 4 Anderson BO, Duggan C. Resource- Stratified guidelines for 
cancer management: correction and commentary. J Glob Oncol 
2017;3:84–8.

 5 Duggan C, Dvaladze A, Rositch AF, et al. The breast health global 
initiative 2018 global Summit on improving breast healthcare through 
Resource- Stratified phased implementation: methods and overview. 
Cancer 2020;126:2339–52.

 6 Donabedian A. Milbank MEM fund Q/ evaluating the quality of 
medical care 1966;44:166–206.

 7 Biganzoli L, Marotti L, Hart CD, et al. Quality indicators in breast 
cancer care: an update from the EUSOMA Working group. Eur J 
Cancer 2017;86:59–81.

 8 Coleman MP, Quaresma M, Berrino F, et al. Cancer survival in five 
continents: a worldwide population- based study (Concord). Lancet 
Oncol 2008;9:730–56.

 9 Allemani C, Matsuda T, Di Carlo V, et al. Global surveillance of trends 
in cancer survival 2000-14 (CONCORD-3): analysis of individual 
records from 37 513 025 patients diagnosed with one of 18 cancers 
from 322 population- based registries in 71 countries. Lancet 
2018;391:1023–75.

 10 Ong WL, Schouwenburg MG, van Bommel ACM, et al. A standard 
set of value- based patient- centered outcomes for breast cancer. 
JAMA Oncol 2017;3:677–85.

 11 Luengo- Fernandez R, Leal J, Gray A, et al. Economic burden 
of cancer across the European Union: a population- based cost 
analysis. Lancet Oncol 2013;14:1165–74.

 12 Morrow M, Winer EP. De- escalating breast cancer Surgery—Where is 
the tipping point? JAMA Oncol 2020;6:183–4.

 13 Kaufman CS. Increasing role of oncoplastic surgery for breast cancer. 
Curr Oncol Rep 2019;21:111–20.

 14 Giuliano AE, Ballman KV, McCall L, et al. Effect of axillary dissection 
vs no axillary dissection on 10- year overall survival among 
women with invasive breast cancer and sentinel node metastasis: 

the ACOSOG Z0011 (Alliance) randomized clinical trial. JAMA 
2017;318:918–26.

 15 Murray Brunt A, Haviland JS, Wheatley DA, et al. Hypofractionated 
breast radiotherapy for 1 week versus 3 weeks (FAST- Forward): 5- 
year efficacy and late normal tissue effects results from a multicentre, 
non- inferiority, randomised, phase 3 trial. Lancet 2020;395:1613–26.

 16 Curigliano G, Burstein HJ, P Winer E, et al. De- escalating and 
escalating treatments for early- stage breast cancer: the St. Gallen 
international expert consensus conference on the primary therapy of 
early breast cancer 2017. Ann Oncol 2017;28:1700–12.

 17 Roy PG, Verhoeven D. Neoadjuvant dual anti- HER2 therapy for early 
breast cancer: where do we stand? Gland Surgery 2020.

 18 Extermann M, Aapro M, Audisio R, et al. Main priorities for the 
development of geriatric oncology: a worldwide expert perspective. J 
Geriatr Oncol 2011;2:270–3.

 19 Siesling S, Louwman WJ, Kwast A, et al. Uses of cancer registries for 
public health and clinical research in Europe: results of the European 
network of cancer registries survey among 161 population- based 
cancer registries during 2010-2012. Eur J Cancer 2015;51:1039–49.

 20 Hazin R, Qaddoumi I. Teleoncology: current and future 
applications for improving cancer care globally. Lancet Oncol 
2010;11:204–10.

 21 Anderson B, Kaufman C, Kiel K, et al. Interdisciplinary 
coordination for breast healthcare. A rational approach to 
detection, diagnosis and treatment. Disease Management and 
Health Outcomes 2008;16:7–11.

 22 The Lancet. Prioritising primary care in the USA. Lancet 
2019;394:273.

 23 Kempf E, Bogaerts J, Lacombe D, et al. 'Mind the gap' between the 
development of therapeutic innovations and the clinical practice in 
oncology: a proposal of the European organisation for research and 
treatment of cancer (EORTC) to optimise cancer clinical research. 
Eur J Cancer 2017;86:143–9.

http://dx.doi.org/10.1200/JGO.2016.006213
http://dx.doi.org/10.1002/cncr.32891
http://dx.doi.org/10.1016/j.ejca.2017.08.017
http://dx.doi.org/10.1016/j.ejca.2017.08.017
http://dx.doi.org/10.1016/S1470-2045(08)70179-7
http://dx.doi.org/10.1016/S1470-2045(08)70179-7
http://dx.doi.org/10.1016/S0140-6736(17)33326-3
http://dx.doi.org/10.1001/jamaoncol.2016.4851
http://dx.doi.org/10.1016/S1470-2045(13)70442-X
http://dx.doi.org/10.1001/jamaoncol.2019.4849
http://dx.doi.org/10.1007/s11912-019-0860-9
http://dx.doi.org/10.1001/jama.2017.11470
http://dx.doi.org/10.1016/S0140-6736(20)30932-6
http://dx.doi.org/10.1093/annonc/mdy537
http://dx.doi.org/10.1016/j.jgo.2011.07.001
http://dx.doi.org/10.1016/j.jgo.2011.07.001
http://dx.doi.org/10.1016/j.ejca.2014.07.016
http://dx.doi.org/10.1016/S1470-2045(09)70288-8
http://dx.doi.org/10.1016/S0140-6736(19)31678-2
http://dx.doi.org/10.1016/j.ejca.2017.08.028

	Breast Cancer: global quality care optimizing care delivery with existing financial and personnel resources
	Abstract
	Introduction
	Quality management on a global scale
	Quality indicators on a global scale
	Structure indicators
	Process indicators
	Outcome indicators


	Assessing healthcare value for costs
	Recommendations
	Cancer registries
	Multidisciplinary meeting
	Prevention and early diagnosis
	Quality
	Primary care
	Cost
	Executives
	Research

	References


