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GLOBAL CANCER TRENDS (IARC)

[ Low HDI (0-3-0-499)

[J Medium HDI (0-5-0-799)
3 High HDI (0-8-0-899)

3 Very high HDI (0-9-0-999)

- Highest HDI: Breast, lung, colorectum, prostate cancers (over 50%)
« Medium HDI: Add esophagus, stomach, liver; Low HDI: cervical cancer

Bray, et al, Lancet Oncol 13:790, 2012 www.bhgi.info
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GLOBAL CANCER T

RENDS (IARC)

HUMAN DEVELOPMENT INDEX (2008-2030)

Men

Medium
HDI

Stomach 27%
Cervix uteri

Lung -1-5%

Liver 0-1%
Colorectum 1-5%
Breast

Prostate 3-2%

High HDI

-2-6%

Very high
HDI

-2-8%

-1-6%

2:-5%
0-6%

4-4%

Women

Medium
HDI

-1-9%
-1.8%
-0-5%

-0-4%
15%
21%

High HDI

-2-5%
-1-2%
0-5%

0-4%
1-8%
2-6%

Very high
HDI
-2-5%
-2-6%
1-8%

2:1%
0-3%
1.6%

Scenario-based prediction for 2030

2-5% annval decrease in all HDI areas per year
2% annual decrease in all HDI areas per year

1% annual decrease in high HDI and very high HDI areas (men)
1% annual increase in high HDI and very high HDI areas (women)

Difficult to generalise, assume no change

1% annual increase in all HDI areas peryear

2% annval increase in all HDI areas peryear

3% annual increase in all HDI areas per year

« 12.7 million cases in 2008 predicted to rise to 22.2 million by 2030

« Reductions in Infection-related cancers are offset by increases In
cancers associated with reproductive, dietary and hormonal factors

Bray, et al, Lancet Oncol 13:790, 2012 www.bhgi.info
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CANCER CONTROL STRATEGIES

PRIMARY PREVENTION

Etiology Carcinogenicrisk factor Overall Risk reduction programs Key multisectoral partners Estimated

(associated PAF) PAF (%) cost-effectiveness
Infectious HPV (cervical cancer 18 Vaccinations Health care workers Very cost-effective
etiologies 90-100%)* Pharmaceutical companies

Hepatitis B and C (HCC Legislative bodies

77%)*

H. pylori (gastric cancer

75%)*
Behavioral Tobacco (30%)t 66 Tobacco cessation General population (health Very cost-effective
factors Obesity (20%)t Exercise programs literacy)

Diet (5%)t Public education and Legislative bodies

Alcohol (4%)t outreach Health care workers
Environmental Air pollution 4 Environmental regulations Legislative bodies Potentially cost-
factors Aflatoxins Business sector effective
Clinical Chemoprevention (such as N/A Insurance coverage for Health care workers Cost-effective
interventions tamoxifen, aspirin, correctly selected individuals  pharmaceutical companies

celecoxib, or finasteride) at elevated risk

Surgical procedures

(such as prophylactic
mastectomy or prophylactic
oophorectomy)

General population

lIbawi, Science Trans Med, 7:278cm1, 2015 Www.bhgi.info
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CANCER CONTROL STRATEGIES

DISEASE-BASED APPROACH

EARLY
DETECTION
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CANCER CONTROL STRATEGIES
COMPREHENSIVE PERSPECTIVE

EARLY
DETECTION

DIAGNOSIS
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U.S. CANCER INCIDENCE 2015 (EST.)

Females
Breast 231,840
Lung & bronchus 105,590
Colon & rectum 63,610
Uterine corpus 54,870

Thyroid 47,230
Non-Hodgkin lymphoma 32,000
Melanoma of the skin 31,200

Pancreas 24,120
Leukemia 23,370
Kidney & renal pelvis 23,290
. All Sites 810,170

SOURCE: Seigel Ca Cancer J Clin 65:5, 2015 www.bhgi.info
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U.S. CANCER MORTALITY 2015 (EST.)

Females
Lung & bronchus 71,660

Breast 40,290
Colon & rectum 23,600
Pancreas 19,850
Ovary 14,180
Leukemia 10,240
Uterine corpus 10,170
Non-Hodgkin lymphoma 8,310
Liver & intrahepatic bile duct 7,520

Brain & other nervous system 6,380
All Sites 277,280

SOURCE Selgel Ca Cancer J Clin 65:5, 2015 www.bhgi.info
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U.S. CANCER MORTALITY 2015 (EST.

INCREASED DECREASED
SCREENING MORTALITY

1990

Stomach 1982
M Pancreas*
W Breast
W Liver & intrahepatic bile duct* I
W Colorectum

M Lung & bronchus
M Uterus’

1930

SOURCE: Seigel Ca Cancer J Clin 65:5, 2015
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MORTALITY MODELING
SCREENING AND ADJUVANT THERAPY

m Early detection is essential No screening or adjuvant
to |mprOV|ng Outcome Screening only

Adjuvant
£rapy only

Screening and
adjuvant therapy

m Early detection works when
followed by appropriate
breast cancer treatment.
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programs must be linked to
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Year

Berry, et al. (CISNET), NEJM 353:1784, 2005 wbhaiint
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BREAST CANCER DEATHS (19/5-2011

United Kingdom

\New Zealand
Australia
Canada

USA

/\/\‘_\f -
/\_/\' ~Colombia

Denmark
Israel

—_
/ﬂN Singapore

— Japan

—
/ Republic of Korea

o o~ O

1975 1980 1985 1990 1995 2000 2005 2010 1975 1980 1985 1990 1995 2000 2005 2010 1975 1980 1985 1990 1995 2000 2005 2010

Calendar year Calendar year Calendar year

Slovakia
Finland
Spain

Age-standardized (World) mortality rate per 100000, 0-69 years
Age-standardized (World) mortality rate per 100000, 0-69 years
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SOURCE: Globocan 2012 (IARC) ww bhg.info
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THE LANCET

Volume 16 - Issue 11 . September 2015 'warw thelancet.comy oncology

Global cancer surgery: delivering safe, affordable,
and timely cancer surgery

“Surgery is essential for global cancer care...[and] must be at the heart of global
and national cancer control planning.”

“

/
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Y
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Reviewing the
Lancet Oncology
Comimission

Global Cancer
Surgery

Richard Sullivan MD PhD

L b1 o0 8 KING'S HEALTH PARTNERS

Integrated Cancer Centre



44 commissioners from 29 countries
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Commission set out to understand issues and solutions to
delivering affordable, safe and timely cancer surgery across
all resource settings

Pathology

Surgery-Anesthesia Imaging

Always careful to recognise that surgery is a SYSTEM
‘Surgical Trinity’
with radiotherapy and chemotherapy

|} 140 o0 8 KING'S HEALTH PARTNERS

Integrated Cancer Centre




This Commission built on the foundations of the
Lancet Global Surgery Commission

@GSCommission

Global Surgery 2030:
evidence and solutions for
achieving health, welfare
and economic development

THE LANCE T commission on Global Surgery

| b b 1 g el KING'S HEALTH PARTNERS

Integrated Cancer Centre




What did we learn from Global Surgery 20307
This focused on general surgery in low resource settings

2 /34 of the world’s population cannot access safe surgery

The poorest 1/3rd of the world’s population receives only 6%
of procedures done globally

33 million people every year face catastrophic expenditures
paying for surgical care

Investing in surgery saves lives, is affordable & promotes
economic growth

Surgery is an indivisible, indispensible part of health care

| b b 100 opol 8 KING'S HEALTH PARTNERS

Integrated Cancer Centre



So, what were the tindings of the
Q’ Global Cancer Surgery Commission:




Number of operations (millions)

KEY MESSAGE 1

Over 80% of 15-2 million people diagnosed with cancer
worldwide in 2015 will need a surgical procedure at some

point in their treatment

50
45
404
354 But at present %
30 of these procedures
237 are -
204 - *Not delivered
15- ‘Unsafe
10- *Not affordable
g I | | | I II_I | |_| | I
2015 2030 2015 2030 2015 2030 2015 2030 2015 2030
Year
Very high High Middle Low World

| b b 100 opol 8 KING'S HEALTH PARTNERS

Integrated Cancer Centre



Annual GDF loss (US$ trillions)

1.6
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KEY MESSAGE 2

All countries are projected to lose 0.5 to 1.5% of GDP,
annually, between now and 2030 if surgical systems for
cancer are not strengthened

If we do nothing about strengthening cancer surgical
systems, 6 trillion USD will be lost globally by 2030
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KEY MESSAGE 3
National cancer control plans must include the
strengthening of surgical systems through investment in
public sector infrastructure, education, and training

Only 9% of National Cancer Plans address surgery

| b b 1400 o 8 KING'S HEALTH PARTNERS

Integrated Cancer Centre



Research activity % of world (2004-14)

KEY MESSAGE 4
Less than 5% of global cancer research is devoted to
surgery despite its huge effect on patient outcomes and its
Importance to personalised cancer medicine

Only 17.2% of
o - global cancer
= surgical research

: v is being
H H H H H undertaken in
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KEY MESSAGE 5
Global cancer surgery needs to be a political priority for
policy makers in countries, research funders, international
organisations, and global alliances

|38 mapers g1

@ 2004 - 2008 Only around 9% of

@ 200201 national and global
Initiatives, statements,
etc. address cancer

surgery.

B8 papers momy

505 papers pong

416 papers o)

|} 10 o0 8 KING'S HEALTH PARTNERS
Integrated Cancer Centre

VoxViewer analysis: Eng language.
& How do the media report cancer research? A study of the UK’ s BBC website. Brit J Cancer 2008, 99: 569-76
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Quality agenda for cancer surgery

SURCARE. Raising quality agenda in cancer surgical research
(EORTC)

EURECCA. European Registry of Cancer Care or EURopEan
CanCer Audit (ESSO)

Chile. Surgical services and quality

IAEA ImPACT. Assessing surgical services for cancer (Kenya
as demonstrator).

India. Surgical pathology quality program led by National
Cancer Grid of India

WHO. Technical specifications for medical devices

| b b 1400 o 8 KING'S HEALTH PARTNERS

Donabedian, Avedis (2005). "Evaluating the Quality of Medical Care. 83 (4). The Integrated Cancer Centre
Milbank Quarterly. pp. 691-729. (15t published 1966)




Better intelligence

What is access to basic cancer surgical oncology? A
study of 51 countries!

Global research into cancer surgery?

The cost of cancer surgery: study of complex surgical
costs in India3

| b b 1400 o 8 KING'S HEALTH PARTNERS

1 - Andre lllbawi, 2- Anna Dare, 3- Shailesh V. Shrikhande Integrated Cancer Centre




Capacity and Capability

African Research Group for Oncology Consortium:
building capacity through research!

Structural approaches: pancreaticoduodenectomy in
India — road to centralisation?

Challenging traditional training methods — virtual
reality simulation models for scaling up pelvic surgery
for women’s cancers in Zambia °

Resource stratification - BHGI

| L} 190 g0 8 KING'S HEALTH PARTNERS

1 - Peter Kingham, Olusegun Isaac Alatise, Lekan Olasehinde Integrated Cancer Centre
2 - Shailesh V. Shrikhande; 3 — Groesbeck Parham; 4 — Ben Anderson




Much more to be done

Intelligence for policymakers

e Insufficient national data
e Insufficient focus for major organisations

Quality agenda

e Surgical volume, minimum standard compliance
e Perioperative mortality
e Impact of technology on service delivery

Cancer surgery & universal health coverage

e Protection against impoverishing & catastrophic
expenditure

 Insurance that covers actual costs
e Managed structural and organisational changes

| L} 190 g0 8 KING'S HEALTH PARTNERS

Integrated Cancer Centre
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WORLD BANK COUNTRY GROUPS

WORLD BANK CLASSIFICATION (ATLAS METHOD)

World Bank Low
Country Groups Income
(GNI per capita) (5995 or less)
Average female life
expectancy at birth >7.8 pE
Average GNI per capita
(2009 US dollars) S403
Total national health $22
expenditure per capita
Fraction of GDP spent 5 1%

. 0

on health care

Lower

Middle Income
($996 - $3,945)

69.3 yrs

$1,723

$76

4.3%

Upper High
Middle Income Income
(53,946 - 512,195) (512,196 or more)

74.4 yrs 82.4 yrs
$6,314 $36,953

S458 S4,266

6.4% 11.2%

Health expenditure figures 2010 for calendar year 2007; GNI = gross national income
http://data.worldbank.org/data-catalog/health-nutrition-and-population-statistics.

www.bhgi.info
© 2016 BHGI. All rights reserved.
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BHGI GUIDELINE DEVELOPMENT

> Comprehensive guidelines by selected expert panels

» Consensus opinions based on evidence review

> Publication of a) consensus and b) individual manuscripts

GUIDELINE DEVELOPMENT SUMMITS:
Global Summit 2002: Health Care Disparities
Global Summit 2005: Resource Stratification

GUIDELINE VALIDATION SUMMITS:

€
€

€

oba
oba

oba

Summit 2007: Guideline Implementation
Summit 2010: Healthcare Delivery

Summit 2012: Supportive Care and QOL

www.bhgi.info
© 2016 BHGI. All rights reserved.
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GLOBAL SUMMIT 2005 — BETHESDA
RESOURCE STRATIFICATION

» Basic level: Core resources or fundamental services necessary
for any breast health care system to function.

» Limited level: Second-tier resources or services that produce
major improvements in outcome such as survival.

» Enhanced level: Third-tier resources or services that are
optional but important, because they increase the number
and quality of therapeutic options and patient choice.

» Maximal level: Highest-level resources or services used in
some high resource countries that have lower priority on the
basis of extreme cost and/or impracticality.

www.bhgi.info
© 2016 BHGI. All rights reserved.
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BHGI GUIDLINE TABLES

HEALTH CARE SYSTEMS

Level of

resources Patient and Family Education

General education ragarding primary
prevention of cancer, early detection and
sef examination

Develapment of cuturally adapted pasient
and famly ecucation sevices.

Human Resource Capacity Building

Frimary care provider education re breas
cancer dstecfion, Giagnasis and reatment

Nursing education re cancer paient
management and emafional support

Pathology technician education re fissue
handing and specimen praparation

Trained community worker

Patient Navigation

Fiekd nurse. micwife or heafthcare provider
riages pafients &
and traatment

tral facilty for diagnosis

et
oeratng okt

e sty

Sroup or ane-on-one counseling involving
family and peer support

Education regarding nutriion and
complementary therzpies

Nursing sducafion re breast cancer diagnosis,
treaiment and pt managemen:

Imaging technician education re imaging
ique and qualiy contro

Volunteer recrutment corp o support care

©On site patient navigator (siaff member
or nurse) faciiates patient triage through
diagnosis and freatment

st v ez
magrg faoity
Intermal catrology laboratory

Fadaten haccy

Organization of natienal volunteer netwark

Lymphedema education

oncelogy training

Home care nursing

[ therapist
Or-site cytopathoiogist

Patient navigation team from each discipiine
supports paient “handoff” during key
ransifions from specialistto specialist to
‘ensure completion of therapy

Cartraiced retaral
Sancer enteris)
Fadaton heragy low snegy
naa pcosiealy. siecns,
3crytenoy. reament
garnng sysem

Organizstion of nafional medical bresst
health groups

STAGE |

Local-Regional Treatment
Surgary

Level of
resources

Madified radical
mastectomy

RacsbonTherspy  Chemoinerspy  Endocring Therspy

Systemic Treatment (Adjuvant)
Bioiogies! Therspy

ctomy in
premencpausal
women

Tamo:

Breast
consenving
sugeryt
Sentinel lymph
node (SLN)
biopsy with
blue dyet

Classica| CMF§
AC. EC, or FACE,

Breast-
conserving
'whole-breast
inadistion 35
part of breast-
consaniing
therapyt

SLN biopsy using
radiotracert

Breast
recenstrucion
surgery

Aromatase
inhibitors
LH-RH agorists

Cancer: 11

Local-Regional Treatment

Surgary

Modified radical
mastectomy

STAGE Il

Classicz| CMFH

Qophoreciomy
premenopausal
women

Systemic Treatment (Adjuvant)
Radiahion Therapy ~ Chemolharapy  Endocrine Therapy

Blologlesl Therapy

Breast
consenving
sugens
Senine! lymph
node (SLM)
biopsy with
blus dye!

Fostmastzciomy
irradiat
chest wall and
regional nodes
for high-risk

cases”

SLN biopsy using
radiotracert

Breast
reconstuction
surgery

Breast-
conserving
‘whole-breast
iradiation a5
part o breast-

Aromatase
inhibitars

LH-RH agonists

Trastuzumab for

3 (8 suppl), 2008

EARLY DETECTION

Level of
resources

Public Education and Awareness

Development of culturally sensiive,
linguistically appropriate local education
b

of aarly detection, breast cancer risk fact
and breast heath awareness
(education + self-examinaton)

Clinical history and CBE

for age groups at higher risk sdministersd
at districtiprovincial level using healthcare
providers in the field

Disgrestic breast US +- diagnostc.
mammography in women with posiive CBE

Mammographic sereening of target group®

o

Mammographic sereening every 2 years in
50-62°

Regional
breast heaith linked to general health and
‘women's health programs

‘Cansider mammographic sereening every
12-18 months in women ages 404"

Nationl awarensss campaigns regarding
brazst health using media

Cansider annual mammagraghic scresning in
women ages 40 and older
Other imaging technologies as appropriate for
high-risk groupst

LOCALLY ADVANCED

Level of
resources

Local-Regional Treatment

surgery

Macified radical
mastestomy

Radlotion Therspy  Chemoinerspy  Endoerina Therapy

Systemic Treatment {Adjuvant or Neoadjuvant)

Biologieal Tharapy

Qophorsciomy in
premenopausal
women

Tamoxifent

Pastmastzciomy
irraditi

chest wall and

regional nades"

Breast-
conserving
‘whole-breast
iradiation as.
part of breast-
consarving
therapy

Taxanes

Trastuzumab for
raafing HER-2/
neu posifve

disease§

Aromatase
ibitors
LH-RK agonists

Level of
resources

DIAGNOSIS

Clinical Imaging and Lab Tests

Fathology diagnosis obtained for
every breast lesion by any avaiable
‘samping pr
History Pathology repor
Physical examination
Ciiiczl bresst examinaicn (CB2)
Tissue 5
[E2

sizs, lymph nede stas,

ing for cancer diagnosis type andtumer grade

Detemmination and reprting of
TN siag

Determination of £R status by IHCT
Detemination of margn 55
content, presence of
n ortouch prep
SLN analyss
§

Diagnosiic bre: sound (US)

US-guided FNAB of sonographicalyy | pigin cheet and skeletal radiograghy
suspicious aulary nodes ol

Senin "\J:‘f‘hmf':i)‘.;;w ) biopsy Blaod chernisty profie’

Complete blood count (CBC)'

Image guided breast sampling Diagnestic mammagraphy

Meastrement of HER Zineu

" mammo andler US qudance
SLN biopsy using radracert

Bene scan, CT scan

Defermination of PR status by IHC,
Cardiac function monitoring

PET scan. MIB! scan, breast MRI. 10 sing o sentnel ot

Nemme ey Gene profing tests

METASTATIC

Local-Regional Treatment
surgery

Systemic Treatment (Paliative)
Ragistion Therapy _ Chomoinerapy  Endoerne Therapy  Supportvs Tharapy

Total mastectomy
insiateral

Oophoreciomy in
breast tumar

premenopausal
women

Nanopicid and
opicid analgesics
and symptom

Tamosent manzgement

Classical CMFE
Paliative

Anihracyoine
radiation therapy o

manatherapy or
in combinationt

Sequential
single agent
or combination
chemotherapy

Trastuzumab

Bisphosphanates

Lapatinib

Fuivesirant

bhgi.info

© 2016 BHGI. All rights reserved.
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- TREATMENT — LOCALLY ADVANCED

Local-Regional Treatment Systemic Treatment (Adjuvant or Neoadjuvant)

Level of
resources Surgery Radiation Therapy Chemotherapy Endocrine Therapy Biological Therapy

Preoperative Qophorectomy in

chemotherapy with AC, premenopausal women
EC, FAC or CMF?

Madified radical
maslectomy
Tamoxifen?

Postmastectomy irradiation
of chest wall and regional
nodes”

Breast-conserving surgery | Breast-conserving whole- Aromatase inhibitors Trastuzumab for treating
Enhanced Breast reconstruction breast irradiation as part of Taxanes HER-2/neu positive
surgery breast-conserving therapy LH-RH agonists disease’

Growth factors
Dose-dense chemotherapy

Maximal
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Methods

2003 2006 2008

@ Core Documents: 15 BHGI guidelines

Total

@ Search Strategy G(s)chglaggle Pub[med Scopus WEB OF KNOWLEDGE 2 090

(n=1,132) (n =46) (n =662)

@ Inclusion and Exclusion Criteria v Published between 2003 -2012
v' Complete documents available online
v English — Spanish — Portuguese

Full-text articles assessed for eligibility = n= 776

40



Findings

1. Extent of citations over time

120

100

80

60

40

20

Internal vs. External Publications

,\/\

\
\
N\

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

M External
Publications

M Internal
Publications

41



Findings

3. Uptake of the BHGI guidelines by region

Articles referencing BHGI guidelines by region
external publications only (n=552)

i Sub-Saharan Africa

~
M Middle East and North Africa
M East Asia and Pacific 578%
1 South Asia
Europe and Central Asia
® Latin America and the Caribbean e

High income economies

® Non country specific
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Narional

TSI Comprehensive - NCCN Guidelines Version 2.2015 Lf?c‘l‘N Guild?lines Ip%@é
: Cancer . . o . . Qervical Cancer
Network® Cervical Cancer-Resource Stratification: Maximal Level Discussion
CLINICAL BIOPSY RESULTS PRIMARY TREATMENT (NON-FERTILITY SPARING)
STAGE
Negative margins Observe .
and inoperable See Surveillance
(CERV-10)
Stage |A1 Cone Negative margins . § -
(no LVSI) B— biopsy® and operable — Extrafascial hysterectomy >
Extrafascial or modified radical hysterectomy
+ pelvic lymph node dissection if margins positive for
Positive margins carcinomaf (category 2B for node dissection) - B
for dysplasia or |— | (Consider SLN mapping [category ZB]}f — S[(:?ERS%'-.“-I‘SQ] ical Findings
carcinoma or
Consider repeat cone biopsy® to better evaluate depth of
invasion
Modified radical hysterectomy
+ pelvic lymph node dissection’ .
St?ge IA1 * para-aortic lymph node sampling (category 2B) — M
(with LVSI) Findings (CERV-5)
and = | (Consider SLN mapping [category ZB]}f
or
Stage 1A2 Pelvic RTh ) See Surveillance
+ brachytherapy (total point A dose: 70-80 Gy)! (CERV-10)

“Cold knife conization (CKC) is the preferred method of diagnostic excision, but loop electrosurgical excision procedure (LEEP) is acceptable, provided adequate
margins and proper orientation are obtained.

See Principles of Evaluation and Surgical Staging (CERV-A).

NRadiation can be an option for medically inoperable patients or those who refuse surgery.

!See Principles of Radiation Therapy for Cervical Cancer (CERV-B).

IThese doses are recommended for most patients based on summation of conventional external-beam fractionation and low-dose rate (4070 cGy/h) brachytherapy
equivalents. Modify treatment based on normal tissue tolerance. (See Discussion)

Mote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

In NCCN resource-stratified guidelines, “basic level” denotes the minimum level of cancer-specific treatment needed to achieve a measurable level of effectiveness. If higher-level
resources are available, providers should use the higher level. If basic level cancer treatments or higher are unavailable, palliative and best supportive care should be provided. CERV-3
Prefminary Version 2. 2013, 02111/15 © National Comprehensive Cancer Metwork, Inc. 2015, All rights reserved. The NCCN Guidelines® and this ilustration may not be reproduced in any form without the express written permission of NCCHe_



http://www.bhgi.info/

Narional

Comprehensive NCCN Guidelines Version 2.2015 NC{‘,N GLnd?lmes Index
N[OOI Cancer . . . Carvical Cancer TOC
Network® Cervical Cancer-Resource Stratification: Enhanced Level Discussion
CLINICAL BIOPSY RESULTS PRIMARY TREATMENT (NON-FERTILITY SPARING)
STAGE
Negative margins Observe .
and inoperable See Surveillance
(CERV-10)
Stage |A1 Cone Negative margins . § N
(no LVSI) biopsy® and operable — Extrafascial hysterectomy >
Extrafascial or modified radical hysterectomy
+ pelvic lymph node dissection if margins positive for
Positive margins carcinomaf (category 2B for node dissection) - -
for dysplasiaor |— |(Consider SLN mapping [category 2!3]]f S[(:ERS,:}‘_E] ical Findings
carcinoma or
Consider repeat cone biopsy® to better evaluate depth of
invasion
Modified radical hysterectomy
+ pelvic lymph node dissection’ .
ﬁ-:?t?'lel_l\?gl) * para-aortic lymph node sampling (category 2B) — %Rv 5
and » | (Consider SLN mapping [category 2!3]]f Findings (CERV-5)
or
Stage 1A2 . i
g Pelvic RTN . See Surveillance
+ brachytherapy (total point A dose: 70-80 Gy)! (CERV-10)

“Cold knife conization (CKC) is the preferred method of diagnostic excision, but loop electrosurgical excision procedure (LEEP) is acceptable, provided adequate
margins and proper orientation are obtained.

See Principles of Evaluation and Surgical Staging (CERV-A).

NRadiation can be an option for medically inoperable patients or those who refuse surgery.

!See Principles of Radiation Therapy for Cervical Cancer (CERV-B).

IThese doses are recommended for most patients based on summation of conventional external-beam fractionation and low-dose rate (4070 cGy/h) brachytherapy
equivalents. Modify treatment based on normal tissue tolerance. (See Discussion)

Mote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

In NCCN resource-stratified guidelines, “basic level” denotes the minimum level of cancer-specific treatment needed to achieve a measurable level of effectiveness. If higher-level
resources are available, providers should use the higher level. If basic level cancer treatments or higher are unavailable, palliative and best supportive care should be provided. CERV-3
Prefminary Version 2. 2013, 02111/15 © National Comprehensive Cancer Metwork, Inc. 2015, All rights reserved. The NCCN Guidelines® and this ilustration may not be reproduced in any form without the express written permission of NCCHe_
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Nartional

Comprehensive NCCN Guidelines Version 2.2015 NCCN Gmd?lmes Index
INGONE Cancer ) - T Qervical Cancer TOC
Network® Cervical Cancer-Resource Stratification: Limited Level Discussion
CLINICAL BIOPSY RESULTS PRIMARY TREATMENT (NON-FERTILITY SPARING)
STAGE
Negative margins __ Observe .
and inoperable .
See Surveillance
(CERV-10)
Stage IA1 Cone Negative margins . § N
(no LVSI) B— biopsy® and operable — Extrafascial hysterectomy >
Extrafascial or modified radical hysterectomy
+ pelvic lymph node dissection if margins positive for
Positive margins carcinomaf (category 2B for node dissection) - B
for dysplasiaor |— |(Consider SLN mapping [category 25]]f — S[(;ERS\.':“-I-SQJ ical Findings
carcinoma or
Consider repeat cone biopsy® to better evaluate depth of
invasion
Modified radical hysterectomy
+ pelvic lymph node dissection' .
ﬁ-:?t?'lel_l\?gl) + para-aortic lymph node sampling (category 2B) —_— %R‘V 5
and » | (Consider SLN mapping [category 25]]f Findings (CERV-5)
or
Stage |A2 . :
g Pelvic RTM . See Surveillance
+ brachytherapy (total point A dose: 70-80 Gy)! (CERV-10)

“Cold knife conization (CKC) is the preferred method of diagnostic excision, but loop electrosurgical excision procedure (LEEP) is acceptable, provided adequate
margins and proper orientation are obtained.

See Principles of Evaluation and Surgical Staging (CERV-A).

NRadiation can be an option for medically inoperable patients or those who refuse surgery.

ISee Principles of Radiation Therapy for Cervical Cancer (CERV-B).

IThese doses are recommended for most patients based on summation of conventional external-beam fractionation and low-dose rate (40-70 cGy/h) brachytherapy
equivalents. Modify treatment based on normal tissue tolerance. (See Discussion)

Mote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

In NCCN resource-stratified guidelines, “basic level” denotes the minimum level of cancer-specific treatment needed to achieve a measurable level of effectiveness. If higher-level
resources are available, providers should use the higher level. If basic level cancer treatments or higher are unavailable, palliative and best supportive care should be provided. CERV-3

Prefminary Version 2. 2013, 02111/15 © National Comprehensive Cancer Metwork, Inc. 2015, All rights reserved. The NCCN Guidelines® and this ilustration may not be reproduced in any form without the express written permission of NCCHe_
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Nartional

Comprehensive NCCN Guidelines Version 2.2015 NCCN Gmdelmes Index
INGONE Cancer ) - i Cervical Cancer TOC
Network® Cervical Cancer-Resource Stratlflcatmr{: Basic Level Discussion
CLINICAL BIOPSY RESULTS PRIMARY TREATMENT (NON-FERTILITY SPARING)
STAGE
Nega_\ti\re margins Observe .
and inoperable .
See Surveillance
(CERV-10)
Stage IA1 Cone Negative margins .
(n oEI’_VSI) B— biopsy® ang uperableg — Extrafascial hysterectomyf >
Extrafascial hysterectomy or modified radical
hysterectomy (MRH)
- . + pelvic lymph node dissection if margins positive for
roc:séi:,::g;ragg:s carcinoma (category 2B for node dissection) See Surgical Findings
carcinoma (Consider SLN mapping [category EB]}f (CERV-5)
or
Consider repeat cone biopsy® to better evaluate depth of
invasion
Extrafascial hysterectomyf’ or
Modified radical hysterectomy (MRH) .
g:?t%el_l\?gl} + pelvic lymph node dissectionf %R\( 5)
and » | * para-aortic lymph node sampling (category 2B) g -
Stage IA2 (Consider SLN mapping [category EB]}f
or
Pelvic RTM See Surveillance
+ brachytherapy (total point A dose: 70-80 Gy)i (CERV-10)

‘Extrafascial hysterectomy if resources not
available for modified hysterectomy.

“Cold knife conization (CKC) is the preferred method of diagnostic excision, but loop electrosurgical excision procedure (LEEP) is acceptable, provided adequate
margins and proper orientation are obtained.

See Principles of Evaluation and Surgical Staging (CERV-A).

NRadiation can be an option for medically inoperable patients or those who refuse surgery.

See Principles of Radiation Therapy for Cervical Cancer (CERV-B).

IThese doses are recommended for most patients based on summation of conventional external-beam fractionation and low-dose rate (40-70 cGy/h) brachytherapy
equivalents. Modify treatment based on normal tissue tolerance. (See Discussion)

Mote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

In NCCN resource-stratified guidelines, “basic level” denotes the minimum level of cancer-specific treatment needed to achieve a measurable level of effectiveness. If higher-level
resources are available, providers should use the higher level. If basic level cancer treatments or higher are unavailable, palliative and best supportive care should be provided. CERV-3

Prefminary Version 2. 2013, 02111/15 © National Comprehensive Cancer Metwork, Inc. 2015, All rights reserved. The NCCN Guidelines® and this ilustration may not be reproduced in any form without the express written permission of NCCHe_
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Making breast health a global priority

BCl 2.5 is a global campaign to reduce

disparities in breast cancer outcomes
for 2.5 million women by 2025.




Breast Cancer Initiative 2.5 B&I22
Inviting Partners

Susan G. Komen for the Cure

American Cancer Society

Breast Health Global Initiative

Harvard Global Equity Initiative

National Cancer Institute Center for Global Health
Norwegian Cancer Society

Pan American Health Organization (PAHO)

Union for International Cancer Control (UICC)
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Making breast cancer a global priority

. Outreach to raise awareness and build relationships;
Development of analysis and implementation tools;

. Global Breast Health Analytics Map (GloBAM);
Baseline assessments / situation analysis;

Breast cancer action plans (BCAP); and

BCI2.5 Master Courses,;

. Technical assistance and implementation research.




GloBAM |

Making breast cancer a global priority

http://globam.fredhutch.org/

Global Breast Health Analytics Map (GloBAM) @  Map  Compare  Download  Data Sources  About

Statistic | Breast cancer mortality risk) v\ © Click on a country to view details. Zoom with icons to left of map. Use drop-down menu to map a

Global Breast Health Analytics Map (GloBAM) [ ] Map Compare Download Data 54 different statistic.

Statistic Breast cancer incidence (age standardized rate) - © Click on a country to view details. Zoom v

A

Global Breast Health Analytics Map (GloBAM) o Map Compare Download Data Sources About

Shaila TGRS What would would you like to compare? Countriss ® Statistics @
1ISO Code GH Health expenditure per capita (current US +  Breast cancer incidence (age standardizc ~  Breast cancer mortality (cumulative risk)
WHO Defined Region Sub-Saharan Comparison’ of Health expenditure per capita (current US$), Breast cancer incidence (age standardized
Africa : rate), and Breast cancer mortality (cumulative risk)
. Country Health expenditure per capita (current Breast cancer incidence (age standardized Breast cancer mortality (cumulative
Income Status Lower middle ‘1 uss) rate) risk)
income % Afghanistan 54.96 35.10 231
L. ﬂ Albania 230.58 53.90 1.68
Breast cancer incidence 2.72
. . Algeria 31352 48 50 186
(cumulative risk)
Angola 267 22 23 50 130
Aug of all Sub-Saharan 2.79 Argentina 1074.07 71.20 224
Africa countries Armenia 158.62 74.10 278
Australia 6109 82 86 148
Avg of all lower middle 3.31 Auetria . o .
Income countries B
Azerbaijan 436.02 2540 o0e7
Bahamas 1620 68 98.90 27
i Ghana details... Bahrain 1067.20 42.50 1.19
@ Ccompare Ghana...
Bangladesh 3163 2170 1.15
Barbados 1007 22 94.70 241
Close Belarus 462,88 45.90 1.67

. Belgium 5092 60 111.90 222
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KHOWLIDGE SUMMARY

PLANNING:

PLANNING COMPREHENSIVE BREAST
CANCER PROGRAMS: CALL TO ACTION

Then swmmaary comes Patv for bonnt e |
rpottant gty noviey wermers and

KNOWLLDGE SUMMARY

PREVENTION:
T CAN

KNOWLEDGE SUMMARY

PLANNING:
IMPROVING ACCESS TO BREAST
CANCER CARE

About this Knowledge Summary (Ks):

i 2 haw quitable access care by reducing barners 10 breast heslth
services. It covers structural, scciocultural, personal and financial barriers 1o accassing breast cancer detection, 1
featment and supportive care.

KNOWLEDGE SUMMARY

EARLY DETECTION:
BREAST HEALTH AWARENESS AND
EARLY DETECTION STRATEGIES

About this Knowledge Summary (KS):

¥ A discinsian ¢

for Breast Cancer summary

KNOWLEDGE SUMMARY

Organization '\
EARLY DETECTION: A ~Becan Heshh Global Intve

BREAST PHYSIOLOGY AND
THE CLINICAL BREAST EXAM (CBE)

g

About this Knowledge Summary (KS):
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KNOWLEDGE SUMMARY

EARLY DETECTION (2 OF 3): Bf PHYSIOLC

Y AND THE CLINICAL BRE

KNOWLEDGE SUMMARY

BCI. O

Making breast cancer a global priority

EARLY DETECTION (2 OF 3): BREAST PHYSIOLOGY AND THE CLINICAL BREAST EXAM (¢

POINTS FOR POLICYMAKERS

PLANNING STEP 2:
WHERE DO WE WANT TO BE?

IDENTIFY OBJECTIVES AND PRIORITIES
Identify community and health system partnerships

* [dentify partners (non-government organizations,
advocates, trusted public figures, medical associations)
who can help develop and disseminate breast health
warer

o Identify key decision makers who can help develop
and implement a curriculum for medical training
continuing medical education

Define the target population and approach
e Educational efforts should include health professionals,
women and the general public

Training primary care health professionals may be
a priority if previous breast health training was not

provided in medical schools

Health prof
education or
prevention, risk factors, signs and symptorns and

may require continuing medical
her” training in breast cancer

clinical breast examination (CBE)
*  Women can be routinely educated during clinic
about breast health, including any available breast

cancer screening oppostunities

Identify gaps and barriers

o Identify prevailing myths or misconceptions regarding
the signs and symptoms of breast cancer, Consider
conducting focus groups with the target population to
better understand prevailing befie
Kdentify gaps in kriowledge and misconceptions among
primary care providers regarding their beliefs about
breast cancer. ¢ der conducting interviews and

focus groups with primary care providers.

Identify structural, sociocultural, personal and financial

barriers to patient participation in

Identify barriers to provider participation in breast
health reness and CBE, with a focus on non
attendees within the target population.

Identify barriers to implementing CBE curriculurn in
medical training and continuing medical education

Set achievable objectives

*  Objectives should promote a common goal for early
detection: downstaging breast cancer IN0SEs to
improve cancer outcomes.

sbjectives according 1o the

fthcare sector that will manage them (e.g., health
system standardization of CBE efforts should be led
by dlinicians; examiner training of CBE could be led
by healthcare organizations; increasing the number
of qualified practitioners could be led by sponsoring
institutions, academia, and the public sector)
Develop and disseminate patient and public education
messages that are relevant and appropriate to the
target community
Integrate health professional education and training
and standardized CBE protocols with widespread
dissermination and demonstration of expert dinical
breast healthcare skills.
Address gaps in referral networks to ensure diagnostic
follow-up for all breast health complaints (WHO
Package of Essential Noncormmunicable (PEN} d
interventions for primary care in low-resource settings
referral model).

ort and docurnent clinical findings (contribute data
1o cancer reqistry,
Consider minimizing costs by adapting or
supplementing existing programs (e.g., adding
health education to medical school curriculurm and
continuing education programs).

Set priorities and determine feasibility of

interventions

*  Implement demonstration or pilot projects
measurable outcomes 1o asse ibility.
Follow a resource-stratified pathway for program
developrnent that identifies available resources
across the continuurn of care.

HOW DO WE GET THERE?

Ensure dinical competency in breast health: Health systermns
are responsible for the clinical competency of health care

staff. Health systems should partner with medical education
institutions to ensure that breast health is part of the standard
medical curriculum, and that the curriculumn for health
professionals assigned to work with wornen at risk for breast
cancer includes training in CBE and breast counseling

(see Table 1),

Improve patient and community knowledge of and

! in breast health Breast a ss efforts can
improve patient knowledge of breast cancer and the importance
of seeking care immediately for a breast complaint. However, if
patients do not have confidence that the healthcare system can
provide them with timely and affordable care, they may delay
presenting for evaluation. In some low-resource settings, there
is a lack of trust in the health systern and a lack of confidence
in the possibility of being cured of cancer, which discourages
patients from presenting for evaluation of a breast complaint.
NGOs have been proven as effective partners to address these
issues and help navigate women to such services or provide
services directly.

Strengthen referral networks: Health systems are responsible
for establishing and monitoring referral networks to ensure

the best care available is provided equitably to all patients in
need. The high volume of wormen with breast health complaints
requires a coordinated referral system to ensure optimal use of
resources and efficient care. Referral systems should document
the nature and urgency of the referral. The capacity of different
health systems to care for women with breast complaints varies;
scaling up expertise and establishing minimal standards of care
are two possible approaches to improving care.

Implement quality assurance programs: mproving
standards for CBE through training and tracking outcomes

may improve the practice of CBE — an approach that has been
used successfully with mammography. Increasing CBE volume
and establishing trained teams or centers can improve the
sensitivity and reduce the false-positive rates of CBE. Effective
communications between providers can improve the care within
an interdisciplinary system. Communications must be thorough
and bidirectional to help coordinate care. For example, regional
guidelines regarding the timing, type and location of imaging
studies for women with breast complaints should be established
to avoid duplication of studies. Similarly, breast mass biopsy
findings should be communicated back to the primary care
physician to coordinate appropriate follow-up and surveillance

POINTS FOR POLICYMAKERS

PLANNING STEP 3:
HOW DO WE GET THERE?

IMPLEMENT AND EVALUATE

Establish financial support and partnerships

Launch, disseminate and implement

Monitor and evaluate

advar

Consider partnering with local, regional and
national breast health stakeholders.

dvocacy groups are key stakeholders in

supported by community members and volunteers
Partner with medical institutions to integrate
training into existing programs.

caling-up existing programs can optimize
investments and efforts

Consider current educational programs that

could be expanded or adapted to include breast
health (e.g., training in clinical breast examination
[CBE] should be part of the medical school

core curriculum, offered as part of continuing
education and available to all appropriate frontline
health professionals).

Expand the practice of CBE at the primary care

Clarify the system for referrals and follow-up
care 1o all health professionals and patients to
avoid duplication of studies or omissions in care

(e.g., suspicious lesions must be referred to a

surgical team for bic
evaluation of the biopsied specimen)

Consider using a standardized patient care plan
that provides details of a patient's diagnosis and
treatment that can be shared by all members of
the healthcare teamn

Process metrics should address program
components targeted for improvement or

impler

Step 2 can be routinely evaluated and updated).

Evaluate health professional competency in CBE,

health professional self-assessment tools can be
used to assess the sensitivity and specificity of CBE
and inform program planning),

Quality control measures should be in place (e.c
data that capture false-negative findings and
delays in time to definitive care can inform

future program improvements).

wcing breast health awareness and are often

ed by a pathology

ntation (e.q., process metrics identified in

and timely referrals (e.




2.5

Mgk Bveast cancer & glolal prodity

2. INSTITUTION: GENERAL

Resize font:
B1a

25

Making breast cancer a global priority

TO BE COMPLETED BY ALL RESPONDENTS.

2.1 What best describes your facility (please select only one option

O Primary care facility - provides primary health care to patients who come to the facility
concem. The services provided at the primary care facility do not have distinct special

) provincial or Secondary-level hospital - highly differentiated by function with five fo t
obstetrics-gynecology, pediatrics and general surgery.

'1:3'Tertiary-level hospital - highly specialized staff and technical eguipment. Clinical servi
have teaching activities.

-
]

() Cancer carelbreast care facility- specialized in cancer or breast cancer diagnosis anc

-
]

(_) Qutpatient clinic/lmaging center - detection and diagnosis of breast cancer.

O palliative care facility - provides medical care that focuses on reducing the severity of
progression of the disease itself. The goal is to prevent and relieve suffering and to im

2.2. What best describes the funding status of your facility?
O Public - Government funded

—~
]

) Private (for profit) - Mo government funding
O Mixed - government and private funding
O Mot-for-profit

O Mission/faith-based

) Foreign aid

O other (specify):

2.3. Please rank in order of importance the primary source of paymi

more than one answer, please rank your answers in the order of fre o ey crivee « cmriag meem caemmn

frequent, 2 being the second most frequent, etc.)

2.5. Using the following scale how do you assess the breast cancer/breast health care services provided
by your institution, given the available resources?

o Not addressed: These services are not provided in my institution
o Partially developed: These services are not provided in my institution but does not meet demand/needs
o Well established: All the required services or activities are available and reach most of the target population

(You must provide a value for each response below)

Not addressed Partially d p Well ished Don't know

Breast cancer screening of asymptomatic women (@) O @] O

* must provide value rese!
Breast imaging for screening (i.e. mammogram,
ultrasound)

* must provide value reses
Breast imaging for diagnosis O @] @] O

= must provide value rese!
Pathology O @] @] O

* must provide value rese!
Breast surgery @] O @] O

* must provide value rese!
Radiation therapy for symptom control (i.e., bone
metastases)

* must provide value rese
Chemotherapy @] O @] O

* must provide velue B B B ) reset
Endocrine therapy (e.g., tamoxifen, aromatase
inhibitors) -~

* must provide vaslue reset
Biological therapy (e.g. trastuzumab) O O (@] O

* must provide value rese!
Multidisciplinary care (@] @] @] O

* must provide value rese!
Psychosocial support for cancer patients and I

family members (individual or group)

* must provide value rese!
Palliative care/pain management O O (@) O

* must provide value reset
Rehabilitation of cancer patients. O O (@) O

* must provide value rese:
Follow-up of cancer patients O O @] O

* must provide value rese:
Medical record keeping O O @] @]

* must provide value rese:
Cancer registry O O (@] @]

* must provide value rese!
Physician training in breast health care O O (@] O

* must provide value reset
Patient education/outreach O ) O

* must provide vsiue rese
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Three Modeling Steps

Decouple effect of screening from effect of treatment
— Effect of screening
* Reduce frequency of advanced disease
* (Additionally) May improve survival of localized disease
— Effect of treatment
* Improve stage-specific survival

Healthy Latent Disease Death
Individual Disease  Diagnosis
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Three Modeling Steps

Decouple effect of screening from effect of treatment
— Effect of screening
* Reduce frequency of advanced disease
* (Additionally) May improve survival of localized disease
— Effect of treatment
* Improve stage-specific survival

Healthy Latent Disease Death
Individual Disease  Diagnosis
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Tanzania: Breast Ca Mortality after 5 years

per 100,000 ages 30-49

M Endocrine Only  ® Endocrine + Chemo
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Standard of Care ER Screening Only Plus downstaging Plus downstaging
to 60% advanced to 35% advanced



Tanzania: Years of Life Saved after 5 years

per 100,000 ages 30-49

M Endocrine Only  ® Endocrine + Chemo
90
80
70
60
50
40
30
20
10

0 |

Standard of Care ER Screening Only Plus downstaging Plus downstaging
to 60% advanced to 35% advanced
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Study design for early detection of
breast cancer in women 50 to 69

Cluster randomized trial

(Early stages from 30 to 60 per 100,000)

Vv \%
Control arm Intervention arm
Enrollment of 10,000 women Enrollment of 10,000 women

| |
Training for GP, nurses,

NE WENNE radiologists, technicians, BS
| |
Screening activities Screening program
on current bases implementation in HC
| |
Women screening on Systematic opportunistic
current bases screening (M & CBE)
| |
One year follow-up One year follow-up

Comparison of outcomes

Murillo R et al. Int. J. Cancer; in press, 2015

23 health centers

Informed consent

Technical skills &
GCP

Invitation, registry,
follow-up, QC, etc.

Incidence

Clinical stage
Incidence
Participation rates
Costs

Side effects



Final Cancer Diagnosis by Stage

Intervention Control

Category Year 1 Year 2 Year 1
3 (14.3%) 1 (50.0%)
9 (42.9%) 1 (50.0%) 1 (7.7%) 2 (40%)
3 (14.3%) 5 (38.5%) 1 (20%)

3 (14.3%) 5 (38.5%) 2 (40%)

Advanced 1 (4.8%)

2 (9.5%) 2 (15.4%)

Murillo R et al. Int. J. Cancer; in press, 2015 Pearson x?= 10.54 Pr=0.05




Clinical Stage by Type of Surgery

Type of surgery received

Breast Conservation
Surgery (BCS)

7
4 (16.7%)

Category Mastectomy

10 (41.7%) 3 (23.1%)

7

4 (16.7%) 5 (38.5%)
. .

1 (33.3%) 6 (25.0%) 2 (15.4%)

Advanced 1 (7.7%)

2 (66.7%) 2 (15.4%)
%/

Murillo R et al. Int. J. Cancer; in press, 2015 Pearson x?= 22.13 Pr=0.02
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LOWER-MIDDLE INCOME COUNTRY.

Early Defection and Pafient Triage
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Breast cancer care model

« Mammography
* Pathology
Regional Cancer Institute * Surgery

(Trujillo) » Chemotherapy
» Radiotherapy

La Fora Reference Hospital * FNA

* Community education
* CBE

&PATH
— Slide used with permission from. @ 2

Photos courtesy of Ben Anderson

Health Centers




Two phases

 Phase 1:

— Pilot demonstration of the model of care.
 Phase 2:

— National scale-up of the model.

— Integration of post-treatment support for patients:

« Clinical support at the local level for women who
need follow-up care and monitoring.

« Psychosocial support in the community.

KPATH
Slide used with permission from. ® -




=Pory Site vm@!z ,v.:"

| % -
ﬂ C education about breast cancera‘ryf'b'rfeaw alth
w A S




" N

PLAN DE SUPERVISION HOSPITAL REGIONAL DE LORETO

/ «Capacitacion de proveedores clinicos (obstetrices vy \
medicos) en ECM.

*El 1 y 2 de julio de 2011, un grupo
de médicos y enfermeras de INEN,
IREN Norte y PATH, asisti6 a un
curso conjunto en ECM y BAAF
celebrado en IREN-Norte. Donde
ocho obstetrices de la Red de Salud
de Pacasmayo y tres meédicos del
Hospital La Fora recibieron la
formacion en teoria cientifica,
aplicacion préactica y orientacion de

Kpacientes con respecto al ECM.



http://www.elpuente.org.mx/wp-content/uploads/2011/03/cancer.png
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oscurecimiento o forma de la mama. piel. escamosa en la piel o
enrojecimiento de la sarpullido en el pezén.
mama.

Hundimiento del pezdn o Secrecion repentina del Dolor reciente y Aparicion de alguna masa,
de otras partes de la pezon. persistente en alguna bolita dura, o la piel mas
mama. parte de la mama. gruesa dentro de la mama.
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Making breast cancer a global priority
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BREAST CANCER EPIDEMIOLOGY

STAGE AT DIAGNOSIS: UNITED STATES VS. INDIA

5 year DISTRIBUTION

EXTENT
STAGE SURVIVAL USA INDIA

0] Noninvasive ~ 100% 16% - USA:
90% DCIS or
| BYSRES100%  40% 1% [ mase
di i
| FVeRES  ge0s  34%  23% |- ogness
e el 57y 6%  52% [ 76%1000ly

advanced or
Metastatic metastatic at

|V - 20% 4% 24% diagnosis

Sources: SEER Survival Monograph (NCI), 2007;
Chopra, Cancer Institute Chennai, 2001 www.bhgi.info
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Making breast cancer a global priority
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LMC IMPLEMENTATION RESEARCH

Low INCOME COUNTRY.

Screening Affitudes in Muslim Women

www.bhgi.info
© 2016 BHGI. All rights reserved.
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LMC IMPLEMENTATION RESEARCH
BREAST CANCER SCREENING IN GAZA

> Survey: 100 women living inside Gaza (WIG) and 55 Gaza
women residing outside Gaza (WOG):

> >90% of both willing torhave a diagnostic mammogram
for a breast complaint;,

> 86% of WIG and 85% off WOG believe survival increased
with early detection,

> However, only 27% of WIG and 50% WOG were willing
to undergo screening mammography.

Shaheen et al, The Breast, 20:S30-34, 2011 www.bhgi.info
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RESOURCE-STRATIFIED GUIDELINES
SUMMARY

Cancer Is increasingly. affecting countries at all economic levels
while health investment Is failing te: match the challenge.

Cancer surgery reflects a glehal health need that is as
underappreciated as It IS underfunded.

Resource-stratified guidelines provide a framewaork for
prioritizing sustainable health care strategies.

Baseline assessments are necessary to determine next steps
for sequential programmatic building.

Strategic Iimplementation requires sustainable approaches that
Integrate into existing healthcare systems.

www.bhgi.info
© 2016 BHGI. All rights reserved.
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