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Foreword 
In 2021, the Swedish Institute for Health Economics (IHE) published its first major report on 

cancer care Middle East and Africa, offering a comparative analysis of the burden of cancer and 

access to cancer care services in various countries across the region. On the epidemiological 

side, one aspect that stood out was the high number of breast cancer cases among women. 

This report takes a closer look at breast cancer in nine countries across the region. It intends 

to raise awareness of the size of the burden of breast cancer and the need to address the 

disease comprehensively as outlined in the Global Breast Cancer Initiative by the World Health 

Organization. All areas of breast cancer control – early detection, diagnostics, and treatment - 

as well as the overall organization and governance of breast cancer care are analyzed in every 

country. Country-specific recommendations on how to improve the current state of breast 

cancer care are also provided. 

The analysis in this report builds on a review of publicly available sources to describe the state 

of breast cancer care in the Middle East and Africa. In addition, IHE with the support of the 

International Alliance of Patients' Organizations (IAPO) held a series of virtual workshops and 

conducted a survey with a large number of country-level experts in the field of breast cancer 

in every country in 2023–2024. The patient voice, represented by representatives of patient 

organizations, was included in these workshops and the survey to ensure inclusion of the 

patient's perspective. This ensured that the insights and findings of the report are informed by 

the actual needs and lived experiences of women battling breast cancer. 

The engagement of workshop and survey participants was instrumental for the preparation of 

this report, offering feedback that significantly shaped the challenges and recommendations 

included. IHE extends its heartfelt gratitude to all workshop and survey participants for their 

contributions and the insightful feedback provided. This collaborative effort underscores a 

profound commitment to translating research findings into tangible improvements in breast 

cancer care within the nine countries in the years to come. 

 

The report was funded by IAPO. Responsibility for the analysis, interpretations, and conclusions, 

as well as errors or omissions lies solely with the authors. 

 

Lund, April 2024 

Peter Lindgren 

Managing Director, IHE 
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Summary 
Breast cancer represents a significant public health issue in the Middle East and Africa. In 2022, 

it accounted for around 34% of new cancer cases and 22% of cancer deaths among women in 

the region. The annual number of new breast cancer cases has almost doubled over the past 

two decades. Despite the increasing demand for care, the opportunities to provide patients 

with good care so that they can not only live longer with the disease but also beat it have never 

been better. However, the sad reality is that the majority of patients in the Middle East and 

Africa do not have access to good care that would give them the same chances of survival as 

patients in Europe or Northern America. 

To address the growing burden of breast cancer, the World Health Organization (WHO) launched 

the Global Breast Cancer Initiative (GBCI) in 2021. It provides strategic guidance and 

coordination aimed at improving breast cancer care, with a focus on low- and middle-income 

countries. The GBCI has a goal of reducing the mortality rate of breast cancer by 2.5 percent 

each year, which has the potential to save 2.5 million lives between 2020 and 2040.  

This policy report follows in the footsteps of the WHO GBCI. It describes the current state of 

breast cancer care in nine countries in the Middle East and Africa (MEA-9): Algeria, Egypt, Israel, 

Jordan, Morocco, Saudi Arabia, South Africa, Türkiye, and the United Arab Emirates. This is a 

diverse region, home to approximately 397 million people, with wide economic disparities 

between countries such as Morocco and Saudi Arabia. Despite these differences, all MEA-9 

countries face the common challenge of the escalating burden of breast cancer. 

This report provides a review of the burden of breast cancer and the challenges patients face 

along the care pathway in each country. It covers the three pillars of the GBCI – detection, 

diagnostic process, treatment – and complements this with a description of the organization of 

care as well as an overview of the health systems and the governance of breast cancer care. 

This description seeks to support local policymakers in the decision-making and prioritization 

of initiatives in breast cancer care. The report is intended to foster the exchange of best 

practices in breast cancer care across the MEA region. 

 

 

 

 



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 7 

Common challenges in breast cancer care 

Despite the differences between individual MEA-9 countries, several recurring challenges were 

identified in the different stages of the care pathway. 

Challenges in Early Detection 

WHO GBCI target: >60% of invasive breast cancers are stage I or II at diagnosis. 

Importance of the target: Early detection of breast cancer increases the chances of survival, 

with close to 100% in stage I but less than 30% in stage IV. It is also the least expensive to treat 

a patient with stage I and the most expensive with stage IV. 

Main challenge in MEA-9: Late detection of a great proportion of breast cancer cases. Only 

a few countries meet the WHO GBCI 60% target, and many countries lack country-wide data 

on the stage distribution, hindering the possibility of monitoring early detection initiatives. 

Main reasons: 

• Health literacy gaps: There is a notable disparity between knowledge and action. While 

many women understand common symptoms or the need for screening, they often do 

not follow through. In addition, many women still lack knowledge of common symptoms 

as well as implications of detecting the disease as early as possible. 

• Fear of diagnosis, social stigma, and socio-economic consequences: Despite having 

symptoms, women are hesitant to seek help and to disclose their cancer status within 

their communities due to fear of social repercussions for themselves and their families 

as well as financial consequences from out-of-pocket payments for the expected 

medical treatment. 

• Limited access to primary care and training deficiencies: Women with symptoms may 

face difficulties to schedule appointments for diagnostic checkups due to lack of clarity 

where to seek help, lack of public insurance coverage, and geographical barriers. 

Primary health care workers are not always properly trained to recognize common 

symptoms of breast cancer. 

• No organized screening programs: Population-based screening programs with active 

invitations and call-recall systems are missing in most countries. Only non-organized or 

opportunistic screening is provided, resulting in low participation rates. 

• No genetic risk assessment: Genetic testing for BRCA status in (female) family 

members of patients who carry mutations is not done routinely due to the associated 

costs. 

Challenges in the Diagnostic Process 

WHO GBCI target: Diagnostic evaluation, imaging, tissue sampling, and pathology within 60 

days. 

Importance of the target: Keeping the time between diagnosis and treatment start as short as 

possible (0-30 days vs. ≥61 days) increases the survival chances of breast cancer patients. 

Main challenge in MEA-9: Long delays in the diagnostic process and no comprehensive 

assessment prior to treatment start. The limited evidence available shows that - on average 

- nearly all countries fail to meet the WHO GBCI 60 days target. 
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Main reasons: 

• Lack of patient navigation: Patients are faced with fragmented health care systems 

and improper referral systems between different levels of care and providers of care. 

Patients may be unsure about where to seek medical attention, whether to consult a 

gynecologist, visit primary care facilities, public or private service providers, etc. 

• Restricted accessibility of diagnostic services: Diagnostic services are mostly 

concentrated in major cities, leading to geographical barriers for women living in rural 

areas. In the absence of public health coverage, women often face substantial out-of-

pocket expenses for various diagnostic tests in addition to costs for travels. 

• Limited diagnostic infrastructure and lack of quality assurance: Shortages of 

essential imaging equipment, such as mammography machines and MRIs, as well as 

pathology laboratories are prevalent. Quality control of equipment is neglected. 

• Shortage of skilled health care workers and training deficiencies: Shortages of 

clinical specialists in diagnostics, including pathologists, biomedical scientists, 

radiologists, and radiographers, are common. Inadequate training of health care 

professionals, such as radiologists struggling with mammogram interpretation, hamper 

accurate and effective diagnostics. 

• No reimbursement of novel biomarker tests and gene expression profiling tests: 

Testing for novel biomarkers, such as BRCA1/2, PIK3CA, PD-L1, NTRK, dMMR/MSI-H, 

TMB-H, as well as gene expression profiling tests, such as Oncotype DX and 

MammaPrint, is very limited in most countries. 

Challenges in Treatment 

WHO GBCI target: >80% of patients undergo multimodality treatment without abandonment. 

Importance of the target: In the last two decades, the global standard-of-care in breast cancer 

treatment has witnessed unprecedented improvements with the introduction of novel classes 

of medicines, including HER2-targeted therapies, CDK4/6 inhibitors, BRCA-targeted therapies, 

and immunotherapy. 

Main challenge in MEA-9: Limited access to multimodal treatment (surgery, radiation 

therapy, cancer medicines) and novel treatment options. Apart from good access for local 

citizens in the Gulf countries, most countries struggle with providing comprehensive 

treatment to all their inhabitants and may fail to meet the WHO GBCI 80% target. 

Main reasons: 

• Uneven adoption of multidisciplinary team meetings: Multidisciplinary team meetings 

to decide on the most appropriate treatment approach are hardly conducted in some 

countries and clinics. 

• Neglect of psychosocial support for patients: There is a lack of patient involvement 

and psychosocial support during the treatment process, leaving women alone to deal 

with the emotional and psychological aspects of breast cancer. 

• Shortage of oncology specialists: Most countries report critical workforce shortages of 

breast surgeons, radiation oncologists, and/or medical oncologists. This results in 

treatment delays and restricted access to treatment by specialists. 

• Restricted access to radiation therapy: A shortage of radiation therapy equipment and 

restricted geographical access in nearly all countries present significant hurdles in 

providing timely and effective treatment. 
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• Lack of reimbursement of novel medicines: Many patients across the region do not 

have adequate access to novel medicines, with the exception of some older HER2-

targeted therapies and potentially some CDK4/6 inhibitors. The access is especially 

limited for early-stage disease, but better for metastatic disease. 

Key areas for improvement 

Despite the long list of challenges, there are many positive signs that breast cancer patients’ 

access to good care is improving. Mortality rates of breast cancer have increased less strongly 

than incidence rates in the last two decades, which indirectly indicates improved survival. More 

women are nowadays diagnosed in earlier stages, which improves their chances to survive. 

For health policy makers across the region, it is important to build on the improvements 

achieved in the past as well as on existing policy frameworks such as the WHO GBCI. Actions to 

improve the status quo will require multi-stakeholder involvement while putting patients at the 

center of all decision-making. 

Areas for 
improvement 

Description 

Strengthen the 
governance of 
breast cancer care 

• Breast cancer should be viewed as a strategic area to address a 
high disease burden that affects the lives of countless women 
and their families. A best-practice example is the Egyptian 
“Women's Health Initiative” that started in 2019. 

• Investments in evidence-based interventions in all areas of the 
care pathway should be planned and executed, as advocated for 
by the WHO GBCI. 

• Data collection of the resources used, the interventions made, 
and the patient outcomes achieved needs to be prioritized to 
assess and monitor the effective and efficient use of resources. 

Improve the health 
literacy of women 
and men on breast 
health 

• Implement community-based breast health education programs, 
collaborate with community leaders for advocacy, use 
testimonials and culturally appropriate materials for raising 
awareness on breast health. 

• Promote participation in screening programs and tailor 
awareness campaigns to women in vulnerable groups. 

• Reach out to men and educate them on the importance of early 
detection of breast cancer for themselves and their loved ones. 

Optimize the 
organization and 
delivery of care 

• Enhance the involvement of primary care (or the typical first 
point of contact with the health system) in early detection. 

• Upgrade opportunistic screening programs to population-based 
programs with active invitations and call-recall systems, while 
guaranteeing free access. 

• Utilize mobile mammography trucks to reach women living in 
underserved areas. A best-practice example is the "Pink 
Caravan" initiative in the UAE that uses mobile trucks to traverse 
the country, providing accessible and free screenings. 

• Establish or update national clinical guidelines for breast cancer 
care and ensure their implementation at clinics and hospitals 
across the country. A best-practice example is the 
implementation of therapeutic guidelines in medical oncology 
for breast cancer in Algeria as of 2022. 
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• Establish standardized patient pathways, defining all services to 
be received along the pathway, timelines for referrals, and 
responsible service providers. 

• Provide patient-centered care and support through the 
introduction of patient navigators or breast cancer nurses who 
can provide clear guidance for patients along the entire care 
pathway. 

Invest in human 
resources and 
infrastructure 

• Train and recruit all kinds of specialists involved in the diagnosis 
and treatment of breast cancer, such as radiologists, 
pathologists, breast surgeons, and medical oncologists, to cater 
for the increasing number of patients. 

• Enhance training for general physicians to recognize breast 
cancer symptoms and for specialists to ensure adherence to 
evolving quality standards. 

• Expand the number of breast cancer clinics, especially in 
regions with limited geographic access to ensure a more 
equitable distribution of resources. 

• Address equipment scarcity for imaging analysis (mammography 
machines and other scanners), pathological assessment 
(pathology laboratories), and treatment (radiation therapy 
machines). 

• Establish or enhance quality controls of all equipment used in 
the diagnosis and treatment process. 

Adopt innovative 
diagnostic and 
treatment 
approaches 

• Test the use of artificial intelligence-supported imaging analysis 
for mammograms. 

• Expand access to comprehensive biomarker testing and gene 
expression profiling tests in tandem with the reimbursement of 
appropriate medicines. 

• Expand access to novel medicines and prioritize reimbursement 
of medicines with a high clinical benefit and acceptable cost-
effectiveness profile. 

• Administer hypofractionated radiation therapy in appropriate 
patients to save time and resources. 
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1. Introduction 
Breast cancer is the most commonly diagnosed cancer type and the leading cause of cancer 

death in women globally (1). Breast cancer occurs in every country of the world in women1 at 

any age after puberty, but with increasing likelihood later in life (3). In 2022, an estimated 

2.29 million new breast cancer cases were diagnosed and around 665,000 women died from the 

disease. Projections by the World Health Organization (WHO) point to continued increases in 

the number of breast cancer patients in the coming decades (4). Breast cancer is responsible 

for 25% of all new cancer cases in women and 16% of all cancer deaths in women worldwide 

(5); see Figure 1. The estimated average lifetime risk for a woman (before the age of 85) to get 

breast cancer is close to 9%. This risk is highest in Northern America at 14% and lowest in Asia 

at 5% (5). 

 

Figure 1: Proportion of new breast cancer cases and deaths among women by world region 
in 2022. 

Notes: Cancer is defined as all types excluding non-melanoma skin cancer. Source: IARC (5). 

The provision of high-quality care for breast cancer patients can save many lives. The latest 

international data for cancer survival show large country differences across the globe. A five-

year survival rate of only 40% has been reported for the Eastern Cape region of South Africa, 

77% for Algeria, 82% for Türkiye, 84% for Jordan, 88% for Israel, and 90% for the United States 

in the diagnosis period 2010-2014 (6, 7). According to the WHO, the burden of avoidable breast 

cancer deaths disproportionately affects low- and middle-income countries (LMICs) where over 

70% of breast-cancer deaths are premature, occurring in women under 70 years of age (8). The 

WHO also points out that higher breast cancer mortality rates in LMICs and among 

disadvantaged populations result from late-stage diagnosis and limited access to quality 

treatment, which in several LMICs is compounded by a lack of awareness regarding the benefits 

of early detection and access to effective therapies (8). 

 
1 Men can also get breast cancer, but it is rare. Only about 1 out of every 100 breast cancer cases diagnosed 

in the United States is found in men (2). This report focuses on breast cancer in women. 
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Early detection of breast cancer is vital for survival, with five-year survival rates ranging from 

99% for localized disease to 28% for metastatic disease in the United States (9). On the one 

hand, early detection requires awareness both among women and general practitioners about 

early signs of breast cancer. On the other hand, breast cancer screening programs can help to 

detect tumors as early as possible. Women in the Middle East and bordering regions face many 

challenges that prevent early detection, such as lack of access of universal health coverage, 

minor role of primary care, few advanced diagnostics centers, stigma, cultural/societal values, 

fear of treatment, lack of organized screening programs (10). 

The treatment of breast cancer generally consists of a combination surgery (to remove the 

tumor), radiation therapy, and cancer medicines (11). The treatment has evolved in recent 

decades. An improved biological understanding of breast cancer has led to the development of 

a more personalized therapeutic approach that takes into account the molecular features of 

the tumor. Nowadays, several different subtypes of breast cancer are known, and their 

treatment approach differs. The era of personalized medicine started with the identification 

of receptors for estrogen and progesterone in the 1970-80s. These analyses identified patients 

with hormonal dependent breast cancer that could be treated with medicines like tamoxifen 

and aromatase inhibitors. This development continued with the introduction of trastuzumab 

for the treatment of patients with HER2-positive tumors at the turn of the millennium. In the 

last decade, CDK4/6 inhibitors were introduced to treat HER2-negative, hormone receptor-

positive patients. More recently, immunotherapy was introduced for the treatment of triple-

negative patients and BRCA-targeted therapies for patients with BRCA mutations. However, as 

this report shows, many women across the Middle East and Africa do not have access to newer 

treatment options. 

The early detection of breast cancer and access to high-quality treatment does not only save 

lives of patients but has many positive indirect effects on the women herself, her family, and 

the economy. Better health outcomes help women to continue their responsibilities for their 

families and also continue their work lives. They would also reduce the need for informal care 

from their family members. The global number of children estimated to have become orphans 

in 2020 due to their mother dying from breast cancer in that year was 258,000 (equal to 25% of 

all maternal orphans related to cancer death), most of them located in Asia and Africa (12). 

There is a strong need to ensure that the policy environment is recognizing the medical and 

non-medical benefits of improving breast cancer in the Middle East and Africa. 

In response to the high and growing burden of breast cancer, the WHO established the Global 

Breast Cancer Initiative (GBCI) in 2021 (8). It aims to provide strategic guidance and 

coordination to improve breast cancer care, with a focus on LMICs. The GBCI has a goal of 

reducing the mortality rate of breast cancer by 2.5 percent each year, which has the potential 

to save 2.5 million lives between 2020 and 2040. To achieve this goal, the GBCI has established 

three evidence-based key performance indicators (KPIs) which cover the three key stages along 

the patient pathway; see Figure 2. 

1. KPI 1: The aim is to increase the proportion of early-stage breast cancer diagnosis 

to ensure that at least 60% of cases are diagnosed in stage I or II. 

• Example from the Middle East: In Jordan, 54% of breast cancer diagnoses were 

at advanced stages (III-IV) in 2015/2016 (13). See chapter 6 for more details. 

2. KPI 2: The aim is to ensure a timely diagnosis within 60 days.  
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• Example from the Middle East: In Morocco, the average diagnostic delay has 

been found to be 97 days (14). See chapter 7 for more details. 

3. KPI 3: The aim is to enhance access to standard breast cancer treatments to ensure 

that at least 80% of patients complete their treatment. 

• Example from the Middle East: In Egypt, a study found that the adherence rate 

to adjuvant hormone therapy in hormone receptor-positive breast cancer 

patients was close to 64% (15). See chapter 8 for more details. 

 

Figure 2: Pillars and targets of the WHO GBCI and key stages of the care pathway. 

Source: WHO (8). 

1.1 Purpose and scope of the report 
This policy report follows in the footsteps of the WHO GBCI. It aims to describe the current 

state of breast cancer care in selected countries in the Middle East and Africa (MEA). The core 

set of countries (MEA-9) are: 

• Algeria 

• Egypt 

• Israel 

• Jordan 

• Morocco 

• Türkiye 

• Saudi Arabia 

• South Africa 

• United Arab Emirates 

The report provides a description of the disease burden and the economic burden of breast 

cancer as well as of challenges patients face along the care pathway. It covers the three pillars 

of the GBCI – detection, diagnostic process, treatment – and complements this with a 

description of the organization of care as well as an overview of the health systems and the 

governance of breast cancer care; see Figure 3. It identifies barriers to effective, efficient, 
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equitable, and responsive breast cancer care. Based on the analysis, recommendations for local 

policymakers for improved breast cancer care are proposed. 

The description and recommendations in this report seek to support local policymakers in the 

decision-making and prioritization of initiatives in breast cancer care. The report is also 

intended to foster the exchange of best practices in breast cancer care across the MEA region. 

The information should support efforts to plan and take action to improve the lives of women 

with breast cancer and to reduce the burden of breast cancer to society. 

 

Figure 3: Elements of breast cancer care covered in the report. 

1.2 General methodology 
A three-step methodology was applied; see Figure 4. Firstly, a sample of countries was defined. 

The selection of countries aimed to encompass a wide range of socio-economic contexts and 

barriers to breast cancer care in middle-income and high-income countries in the greater region 

of the Middle East and Africa. It is crucial to recognize the remarkable diversity present within 

the MEA region, which encompasses a variety of cultures, religions, social norms, languages, 

political systems, and economic structures. An additional criterion for the country selection 

was the feasibility of obtaining input from local stakeholders, enabling a comprehensive 

understanding of the breast cancer care landscape within each included country. 

In collaboration with the International Alliance of Patients' Organizations (IAPO) and their 

sponsors, a total of nine countries were identified: Algeria, Egypt, Israel, Jordan, Morocco, 

Saudi Arabia, South Africa, Türkiye, and the United Arab Emirates (UAE). By including both 

middle-income and high-income countries, this selection facilitated a comprehensive 

examination of the diverse barriers and challenges encountered in breast cancer care across 

the region’s varied contexts. 

 

Figure 4: Steps used for analyzing the landscape of breast cancer care in MEA-9. 

Selection of countries Literature review
Interviews with 
regional experts
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The second step involved a literature review of the current landscape of breast cancer care in 

the MEA-9 region. A pragmatic literature review was undertaken to gather evidence on the 

current landscape of breast cancer. This review encompassed the examination of scientific 

articles and was complemented by a search of grey literature that included reports and policy 

documents by national and international bodies as well as governments. 

Table 1: Included experts and mode of information collection 

Country and data 
collection method  

Name  Classification of organization 

Algeria 

Questionnaire Hamida Kettab Patient organization 

Workshop Amel Lajroud Hospital 

Sabiha Bouzbid Academia 

Hayette Aouras Hospital 

Egypt 

Workshop Emad Shash Hospital 

Ahmad Morsy MoH 

Ahmed H. Abdelaziz Academia  

Israel 
Workshop Lital Keinan-Boker MoH 

Tali Rosin Patient organization 

Shani Paluch-Shimon Hospital 

Eitan Friedman Academia, MoH and Hospital 

Questionnaire Einat Carmon Hospital  

Jordan 

Workshop Omar Nimri Government 

Reem Al-Ajlouni NGO 

Questionnaire Ahmed Shahin Hospital 

Jihad R Al-Maani MoH 

Morocco 

Workshop 
 

Hassan Errihani Hospital and academia 

Youssef Chami Patient organization 

Karima Oualla Hospital and academia 

Myriam Nciri Patient organization 

Saudi Arabia 
Workshop  Atlal Abusanad Hospital 

Questionnaire  Suad M. Bin Amer Patient organization  

Faisal Azam Hospital 

South Africa 
Workshop Lauren Pretorius Patient organization 

Liana Roodt Patient organization and hospital 

Carol-Ann Benn Academia and hospital 

Jenny Edge Patient organization and hospital  

Manala Makua MoH 

Questionnaire Noelene Kotschanand Patient organization 

Türkiye 

Questionnaire  Belma Kurdoglu Patient organization 

Yeşim Eralp Hospital and academia  

Umut Demirci Hospital and academia  

Toker Ergüder WHO 

UAE 

Workshop Majed Mohammed Patient organization 

Hana Gotbi Patient organization and service delivery 

Jamila Ibrahim Patient organization and service delivery 

Lamia Ahmed Safieldeen DoH 

Sahar Idris Patient organization and service delivery 

Questionnaire 
 

Sawsan AlMadhi Patient organization and policy  

Fathi Azribi Hospital 

Hassan Jaafar Hospital 

 

The third step involved interviews with local experts; see Table 1. These interviews were 

conducted to supplement and enhance the credibility and comprehensiveness of the findings 

as well as to encompass nuances not addressed in the literature review. The primary method 
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was a virtual workshop-style discussion with multiple local experts in every country. The 

workshops entailed engaging with a diverse range of stakeholders representing multiple aspects 

of breast cancer care within each country. This included representatives from patient 

organizations, professionals responsible for coordinating breast cancer screening programs, 

experts in cancer policy, radiologists, oncologists, pathologists, and breast cancer nurses. The 

inclusion of patient organizations as expert voices from each country proved instrumental in 

enriching the research with the lived experiences of breast cancer patients. For local experts 

who could not attend the workshops, an online survey was used to gather information. 
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2. Breast cancer and its burden 
Breast cancer is a disease in which abnormal breast cells grow out of control and form tumors. 

Breast cancer is the leading cause of cancer-related deaths and the most frequently diagnosed 

cancer type among women globally (5). In the MEA region, breast cancer is a significant 

concern. In 2022, it accounted for 34% of new cancer cases and 23% of cancer deaths among 

women in the MEA-9; see Figure 5. The estimated average lifetime risk for a woman (before 

the age of 85) to get breast cancer is close to 7%, or one in 14 women (5). In countries such as 

Israel and the UAE, the risk is even higher at an estimated 10-11% or one in 9 women. 

  

Figure 5: Proportion of new breast cancer cases and deaths among women in the Middle 
East and Africa in 2022. 

Notes: Cancer is defined as all types excluding non-melanoma skin cancer. Source: IARC (5). 

2.1 Risk factors 
Many potential risk factors with varying levels of strength and supporting evidence for 

developing breast cancer have been identified (16). In general, risk factors can be divided into 

non-modifiable and modifiable risk factors; see Table 2 and Table 3. According to the WHO, up 

to 30% of all breast cancer cases are caused by modifiable risk factors and therefore 

theoretically preventable (3). Table 3 lists the modifiable risk factors that the Centers for 

Disease Control and Prevention in the United States consider that if changed could lower the 

risk of getting breast cancer (17). 

 

Info Box 1 – BRCA gene mutations are more commonly found in certain ethnic groups 

Israel has a relatively high prevalence of BRCA gene mutations compared to other countries. This is 
attributed to the fact that around 30% of Israel's population is comprised of Ashkenazi Jews (18). It is 
estimated that about 2.5% of Ashkenazi Jewish women carry a BRCA mutation, while in the general 
population, this number is estimated to be only 0.2% (18) (19). 

Another example is the Afrikaner population in South Africa, who are descendants of a small European 
settler group. This group constitutes approximately 12% of the Gauteng Province population. Numerous 
genetic disorders have been identified within this group, including elevated levels of mutations in the 
BRCA genes (20). 
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Table 2: Non-modifiable risk factors of breast cancer 

Risk factor General description Specifics for MEA 

Age The risk to develop breast 
cancer increases with age (21).  

Breast cancer tends to be diagnosed at an 
earlier age in Arab countries such as Saudi 
Arabia, Jordan, Algeria, and Morocco compared 
to Western countries. The average age at 
presentation is about ten years earlier in these 
countries; see Figure 6 (22). 

Family history 
(Heredity) 

Approximately 5–10% of all 
breast cancers have a 
hereditary background (23). 
The most common cause of 
hereditary breast cancer is an 
inherited mutation in the BRCA1 
or BRCA2 gene (23). About 50 
out of 100 women with BRCA1/2 
mutations will develop breast 
cancer by the time they turn 70 
years, compared to only 7 out of 
100 women without these 
mutations in the United States 
(24).  

It is currently unclear how common BRCA1/2 
mutations are in the MEA-9, as genetic testing 
and counseling services are not widely available 
and are costly. Some studies in the region 
suggest a comparatively high prevalence of 
these mutations. A study in Saudi Arabia with a 
small sample found that the prevalence of 
BRCA1/2 mutations among Saudi patients was 
12.9% (25). 

Ethnicity Caucasian women have the 
highest risk to develop breast 
cancer in the United States 
(26). Yet Black and Hispanic 
women are at an increased risk 
of developing some subtypes of 
breast cancer, such as TNBC, 
compared to Caucasian women 
(27-29). 

Compared to other countries, Israel has a 
relatively higher prevalence of BRCA gene 
mutations, which may be attributed to the fact 
that around 30% of Israel's population has 
Ashkenaz roots (18). It is estimated that about 
2.5% of Ashkenazi Jewish women carry a BRCA 
mutation, while in the general population, this 
number is estimated to be only 0.2% (18, 19). 

Breast density Women with a greater breast 
density (i.e., a greater amount 
of fibrous and glandular tissues 
in their breasts) are at a higher 
risk of developing breast cancer 
(30).  

Similar rates of breast density have been found 
in some MEA countries compared with the ones 
in Western countries. A study in Lebanon found 
that 53% of women had dense breasts, 
compared to 55% in the United States (31, 32). 

 

 

Figure 6: Age distribution of new breast cancer cases in 2022 by world region. 

Notes: MEA-9 includes ALG, EGY, ISR, JOR, MOR, SAU, SAF, TUR, UAE. Source: IARC (5). 
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Table 3: Modifiable risk factors of breast cancer 

Risk factor Description Specifics for MEA  

Obesity and 
overweight 

The risk increases with 
higher body mass index 
(33). The link seems to be 
stronger in postmenopausal 
women than in 
premenopausal women 
(33). 

Obesity rates in the MEA-9 are comparatively high. 
In Jordan, Saudi Arabia, Egypt, and the UAE it is 
estimated that more than 40% of the female adult 
population is obese (34). Figure 7 shows how 
female obesity rates have been continuously 
increasing in all countries since 1975. 

Physical 
inactivity  

A sedentary lifestyle 
increases the risk (35). 

The countries with the highest prevalence of 
physical inactivity are Saudi Arabia (45%) and 
Algeria (40%); see Figure 8. Also, the latest data on 
physical activity in Israel for 2018-2020 show that 
72-74% of the population do not comply with the 
Ministry of Health's recommendations for physical 
activity (36). 

No prolonged 
breastfeeding 

Women who never 
breastfed their babies have 
a higher risk to get breast 
cancer (37). 

Some studies in the region indicate a lower 
prevalence of breastfeeding (38). In Egypt, fewer 
than 30% of babies between 4-5 months of age are 
exclusively breastfeed (39). 

No child births Having given birth to 
children is associated with a 
lower risk of hormone 
receptor-positive breast 
cancer (40). 

Türkiye and the UAE have the lowest fertility rates 
(births per woman) from the studied countries at 
1.9 and 1.4 children, lower than the world average 
of 2.2 children (41). 

Alcohol 
consumption 

It increases the risk for 
breast cancer (42). 

While the reported alcohol consumption per 
woman in most countries in the Middle East is close 
zero (or zero, such as in Saudi Arabia), the 
consumption level in South Africa is 3.5 liters per 
year (43). 

Cigarette 
smoking 

It might increase the risk for 
breast cancer (44). 

Reported smoking levels among women in many 
countries in the Middle East are close to zero, such 
as in Morocco, Saudi Arabia, Kuwait, and Egypt 
(45). In Türkiye, female smoking rates are at 19.2% 
(45). 

Use of 
postmenopausal 
hormone 
replacement 
therapy (HRT) to 
treat menopausal 
symptoms 

It increases the risk for 
breast cancer (46). 

There is limited information on the use of HRT to 
treat menopausal symptoms in the MEA region, but 
some studies suggest that the use is low. For 
instance, a study from the UAE from 2020 showed 
that women prefer natural approaches rather than 
medicines to treat symptoms (47). 
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Figure 7: Evolution of obesity rates among women in the MEA region. 

Notes: Obesity is defined as BMI ≥ 30. Age group ≥ 18 years. Source: NCD Risk Factor Collaboration (48). 

 

Figure 8: Prevalence of insufficient physical activity in adult women in the MEA region. 

Notes: Figure shows age-standardized estimates. Comparable data specific to Israel was not available, yet 

findings from the Fourth National Health Survey indicate that approximately two thirds of Israelis do not 

adhere to the Ministry of Health's recommendations to engage in an activity at a moderate intensity for 

at least 150 cumulative minutes per week or 75 minutes per week at high intensity (36). Source: WHO 

(49). 

2.2 Incidence and mortality 
Over the past few decades, there has been a notable increase in the number of breast cancer 

cases due to various factors. Figure 9 illustrates the historical and future trends in breast cancer 

incidence and mortality rates. Overall, the estimated incidence rate of breast cancer among 

women in the MEA-9 region rose from 29 cases per 100,000 women in 2001 to 51 cases per 

100,000 women in 2020. The estimated increase in incidence for the weighted average in the 

region between 2001 and 2018 was 61%. Meanwhile, the estimated mortality rate of breast 

cancer also increased during the same period, but only by 26%. This lower relative increase in 

0%

10%

20%

30%

40%

50%

Obesity rates in adult women 
(1975-2016)

ALG EGY ISR JOR MOR SAU SAF TUR UAE

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

50%

ALG EGY ISR JOR MOR SAU SAF TUR UAE

P
ro

p
o
rt

io
n
 o

f 
w

o
m

e
n

Prevalence of insufficient physical activity
in adult women in 2016

Non-comparable 
data indicate 70% 
(men and women)



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 25 

mortality compared to incidence is a positive sign of progress. However, the past trends should 

be interpreted with caution because during most of this period, many countries lacked 

population-based cancer registries with countrywide coverage (50, 51). 

Demographic changes, such as population growth and aging, have played an important role in 

the growing disease burden. The proportion of women aged 50 years and older has increased in 

all MEA-9 countries. Unfavorable developments in major risk factors, such as obesity and 

physical inactivity, have also contributed to the escalation of breast cancer cases, as detailed 

in section 2.1. Moreover, with the increasing availability and accessibility of screening 

programs, a greater number of breast cancer cases are now being detected, whereas they would 

have gone unnoticed previously (52, 53). The registration of cancer cases in cancer registries 

in the MEA region has also improved and increased data completeness might explain some of 

the recorded increase (50, 51). 

Figure 9 also shows projections of what would happen in the absence of further improvements 

in cancer care and changes in risk factors between 2020 and 2040. The expected demographic 

development would further increase the incidence rate from 51 per 100,000 in 2020 to 63 per 

100,000 women in 2040 in the MEA-9 countries. The mortality rate would increase from 17 per 

100,000 to 23 per 100,000 women (4). 

 

Figure 9: Estimated trends in breast cancer incidence and mortality crude rates per 
100,000 women in MEA region, 2001-2040. 

Notes: The numbers are the population-weighted averages of ALG, EGY, ISR, JOR, MOR, SAU, SAF, TUR, 

and UAE. Numbers between 2020 and 2040 are predictions based on unchanged age-specific risks to get 

and die from breast cancer (base year=2020). Source: see Figure 10 and Figure 11 and IARC (4). 

Figure 10 shows how the crude breast cancer incidence rates in MEA-9 countries have been on 

the rise in all countries, except for Israel. Israel has consistently had the highest incidence rate 

among all countries, which has remained stable over the years and is projected to remain fairly 

stable until 2040. In 2000, the incidence rate was 111 cases per 100,000 women, and it is 

estimated to be 108 cases per 100,000 women in 2040. Saudi Arabia had the lowest incidence 

rate between 2000 and 2020, but it more than tripled from 8 to 27 cases per 100,000 women 

within this period of time. 
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Figure 10: Breast cancer incidence crude rate per 100,000 women in MEA-9, 2000-2040. 

Notes and sources: Incidence crude rates for ALG, were calculated from the cancer registry report in in 

Sétif (2001–2010) (54), 2012 (55), 2015 (56), 2017 (57) , 2018 (58). Data for EGY: 2008 (59), 2018 (60). 

Data for ISR 2000-2012 (61), 2013 (62), 2018 and 2019 (63, 64). Data for JOR 2005-2009 (65) 2010-2019 

(66). Data for MOR 2006-2012 (67) 2018 (68). Data for SAU (69) 2018 (70). Data for SAF (71). Data for TUR 

2000-2012 (61) 2012-2017 (72). Data for UAE 2011-2017(73). Data for all countries between 2020-2040 is 

a forecast from GLOBOCAN (4). 

The crude mortality rates for breast cancer varied among countries, with most of them showing 

a stagnant trend between 2000 and 2020; see Figure 11. In 2020, Israel had the highest mortality 

rate of 27.5 deaths per 100,000 women, followed by Morocco at 20 and Algeria at 19 deaths 

per 100,000 women. Looking ahead, the UAE and Saudi Arabia are expected to experience the 

greatest increase in mortality rates between 2020 and 2040, with projected increases of 139% 

and 63%, respectively. 

 

Figure 11: Breast cancer mortality crude rate per 100,000 women in MEA-9, 2000–2040. 

Notes and sources: GLOBOCAN estimates were used for 2020-2040 and for historic data of ISR, EGY and 

SAF. Global Health Estimates from the WHO were used for ALG, JOR, MOR, SAU, TUR and UAE (74). Data 

for all countries between 2020-2040 are based on forecasts from GLOBOCAN, with 2020 as the base year 

(4). The application of different methodologies by varying sources and the reliance on forecasts may 

explain significant variations in reported data between 2018 and 2020, particularly in EGY, JOR and TUR. 
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Figure 12 shows the age-standardized cancer incidence and mortality rates for each MEA-9 

country in 2022. Age-standardized rates allow for a fair comparison of the breast cancer burden 

across populations with different age structures. The country with the highest incidence was 

Israel, with an estimated 77 cases per 100,000 women. Saudi Arabia had the lowest incidence 

with 25 cases per 100,000 women. Algeria had the highest mortality rate with 20 deaths per 

100,000 women and Saudi Arabia the lowest one with 7 deaths per 100,000 women. The latter 

does not mean that Saudi Arabia provided better care to patients than other countries. For 

instance, the relative gap between incidence and mortality is largest in Israel, indicating better 

survival than in all other countries. 

 

Figure 12: Age-standardized incidence and mortality rates of breast cancer in MEA-9 
countries in 2022. 

Source: IARC (5). 

 

2.3 Subtypes 
Breast cancer consists of several distinct subtypes that differ in their biological characteristics. 

The consideration of these subtypes is important because the outcomes for patients differ by 

subtype (survival and quality of life; see sections 2.4 and 2.5). Differences in outcomes are 

explained by varying aggressiveness of the tumors and the varying availability of effective 

treatments. 

The standard classification of the subtypes is based on the presence of three receptors in the 

tumor cells; two hormone receptors (HR) called estrogen receptor (ER) and progesterone 

receptor (PR), and human epidermal growth factor receptor 2 (HER2). They are typically 

classified into four subtypes based on the tumor’s expression of ER, PR, and HER2 (75, 76); see 

Table 4. The most common subtype is luminal A, which is hormone-receptor positive (i.e., ER 

and PR positive) and HER2-negative. In addition to the classification based on HR and HER2 

expressions, in recent years other gene expressions or mutations have been found to be 

clinically relevant. Examples are tumors with BRCA mutations and HER2-low cancers (includes 

cases of luminal A and B as well as TNBC). 
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Table 4: Subtypes of breast cancer 

Subtype Expression of receptors 

Luminal A ER-positive, PR-positive, HER2-negative 

Luminal B ER-positive, PR-any-level, HER2-positive 

HER2+ ER-negative, PR-negative, HER2-positive 

Triple-negative breast cancer (TNBC) ER-negative, PR-negative, HER2-negative 

Source: (75, 76). 

Figure 13 compiles evidence from various studies regarding the prevalence of breast cancer 

subtypes in MEA-9 countries. The majority of cases in all countries were of the luminal A 

subtype, ranging from 36% to 62%, followed by the luminal B subtype, which ranged from 13% 

to 32%. The TNBC subtype accounted for 11% to 21% of cases, while the HER2 subtype comprised 

4% to 12% of cases. It is important to note that these findings are based on studies with relatively 

small populations rather than population-based cancer registries, with the exception of Israel, 

and should therefore be interpreted with caution. However, the overall pattern is fairly similar 

to that in the United States (77). 

 

Figure 13: Prevalence of breast cancer subtypes in MEA-9 countries. 

Notes: Data for ALG corresponds to diagnoses between 2008-2013 (n=3,014). Data for SAU corresponds to 

diagnoses for a university hospital from 2012 to 2018 (n=740). Data for EGY is for diagnoses between 2003 

to 2008 (n=359). Data for ISR is from the national cancer registry from 2019 for 70% of all invasive breast 

cancer cases. Data for JOR from archives from 2007 to 2011 (n=193). Data for MOR was collected from the 

Rabat registry (n=1,025). Data for SAF includes information gathered from South Africa’s national cancer 

registry from 2009-2011 and a cancer hospital in Namibia, but 96% of the sample was from South Africa 

(n=10,047). Data for TUR was collected from 24 different health units from 2005 to 2011 (n=11542). Data 

for UAE comes from the Sharjah Breast Care Center from 2016 to 2018 (n=94). Source: ALG (78) EGY (79) 

ISR (80) JOR (81) MOR (82) SAU (83) SAF (84) TUR (85) UAE (86). 

2.4 Survival 
From a patient perspective, survival is one of the most important outcomes. Survival is also a 

key indicator to evaluate the effectiveness of the entire care process. In many MEA-9 countries, 

information about survival rates is scarce. This is because many countries did not (or still do 

not) have cancer registries in place that are able to link incidence cases to deaths (50). The 

lack of relevant and up-to-date data to measure the performance of the care process is a major 

limitation that needs critical attention. 
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The international CONCORD-3 program2 has estimated survival estimates for breast cancer for 

several MEA-9 countries based on information from regional or countywide cancer registries. 

For countries not covered in the CONCORD-3 program, national estimates were sourced, 

although this limits the comparability. Figure 14 shows that Israel and the UAE had five-year 

survival rates of close to 90%. South Africa had the lowest five-year survival rate of 40%, 

although this estimate is very uncertain and only uses data from the Eastern Cape province. 

The reported 100% five-year survival rate for breast cancer in Morocco is a significant outlier, 

reflecting issues with data reliability rather than actual patient outcomes, because estimated 

annual deaths were close to 4,000 women in 2022 (5). A proxy measure for survival is the 

complement of the mortality-to-incidence ratio [1–MIR = one minus the number of cancer 

deaths divided by the number of newly diagnosed cancer cases] (87, 88). Based on estimates 

for incidence and mortality in 2022, Figure 14 suggests that the UAE had the highest survival 

rate and Egypt the lowest one. Overall, a country's economic strength might be a significant 

factor for predicting survival, as the more affluent Gulf countries (Saudi Arabia, UAE) and Israel 

exhibit higher survival rates than other less wealthy MEA-9 countries. Previous studies in Europe 

and the Asia-Pacific region have also demonstrated a positive correlation between economic 

wealth and survival rates for cancer in general (89, 90). 

 

Figure 14: Estimates of breast cancer survival (left-bar = 5-year survival rate in 2010–2014 
or most recent year; right bar = 1-MIR in 2022) in MEA-9 countries. 

Notes and sources: Patterned bars indicate lower reliability. 1-MIR = complement of the mortality-to-

incidence ratio based on GLOBOCAN data in all countries. 5-year survival rates for ISR (100% coverage), 

JOR (100% coverage), TUR (23.4% coverage), MOR (12.7% coverage), ALG (6.3% coverage), SAF (2% 

coverage) for 2010-2014 were retrieved from CONCORD-3 (6). According to CONCORD-3, estimates for 

ALG, JOR, MOR, and SAF were less reliable due to loss of follow-up or patients being registered only from 

death certificates, autopsy, or with incomplete registered dates (6). This affects the reported 100% 

survival rate for MOR, which is not reflective of actual outcomes and is rather indicative of severe data 

reliability issues. 5-year survival rates were retrieved from published studies for EGY with 7,125 records 

from 3 public oncology services in 2007-2016 (91). Data for SAU come from the Saudi cancer registry, 

 
2 The CONCORD program is the largest international project to provide 5-year age-standardized (according to ICSS) net 

survival rates for countries around the world, including some of the MEA-9 countries with (regional or national) cancer 
registries. The latest CONCORD-3 release estimated survival rates for 18 cancer groups diagnosed during the 15-year 

period 2000–2014 and followed up to Dec 31, 2014 (6). 
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covering the population for 2005-2009 (92). Data for UAE were retrieved for 988 patients diagnosed 

between 2008 and 2012 at Tawam hospital (93). 

 

Info Box 2 – How many lives of women with breast cancer would be saved ever year if the MEA-9 
countries achieved the same survival rate as the United States? 

 
Combining patient numbers of newly diagnosed breast cancer cases in 2022 from GLOBOCAN with the 
difference in 5-year survival rates between the United States and a specific country observed in 
CONCORD-3 or a national estimated as shown in Figure 14, yields the following crude estimates of lives 
of women that could be saved every year: 

- Algeria: 2,175 
- Egypt: 2,815 
- Israel: 171 

- Jordan: 196 
- Morocco: N/A 
- South Africa: 7,452 

- Saudi Arabia: 750 
- Türkiye: 2,450 
- UAE: 34 

 

 

The subtypes of breast cancer play a significant role in determining how cancer behaves and 

responds to treatment, which ultimately affects survival rates. Figure 15 shows differences in 

the 3-year survival rates reported in a study for Morocco. The most common subtype, luminal 

A, had the highest survival rate (88%), whereas TNBC had the lowest survival rate (49%). This 

patterns is similar to the one observed in the United States (77). 

 

Figure 15: 3-year overall survival rates by breast cancer subtype in Morocco. 

Notes: Data shows overall survival rates of 366 patients diagnosed in the northeast region of Morocco in 

2007-2010. Source: (94). 

2.5 Quality of life 
Breast cancer can significantly diminish the quality of life of patients, affecting them in various 

ways. Research has identified several key areas linked to quality-of-life challenges for those 

living with breast cancer, including: 1) physical alterations affecting both function and body 

image perception; 2) psychological and emotional shifts that can complicate disease 

management; and 3) the social and interpersonal repercussions (95). Table 5 highlights various 

factors that previous studies have identified as contributing to the negative impact on quality 

of life. 
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Table 5: Aspects of quality of life affected in breast cancer 

Area Aspect Description 

Physical 
changes 

Decline in 
physical 
functioning 

Patients report low functional well-being, including limitations 
in the patient’s professional and personal activities as well as 
lack of sleep quality (96). 

Body image Patients who undergo mastectomies (surgical removal of the 
breast) can experience long-lasting negative effects on self-
esteem, quality of life, and gender identity (97). 

Infertility and 
hair loss 

Medical treatments such as chemotherapy can temporarily or 
permanently cause infertility and hair loss (98). 

Emotional 
challenges 

Psychological 
distress 

Patients may experience a range of negative emotional 
symptoms, including distress, depression, anxiety, social 
isolation, pain, lack of self-identity, and sexual dysfunction (99). 
In particular, younger women diagnosed with breast cancer may 
struggle more with mental preparation for treatment as women 
diagnosed in their 30s and 40s report lower quality of life than 
women in their 50s and 60s (100). 

Practical 
aspects  

Job loss / 
financial 
hardship 

Concerns about losing a job during and after treatment, facing 
discrimination at work, the possibility of financial instability, and 
long-term unemployment are among the most prevalent worries 
among breast cancer patients of working age (101, 102). 

Support from 
family members 

A breast cancer diagnosis and subsequent treatment can have a 
significant impact on family members, such as partners, children 
or parents who often take on new roles and responsibilities as 
informal caregivers. These responsibilities may include providing 
practical household support and caring for children and elderly 
family members, potentially affecting the caregiver’s ability to 
work and resulting in income loss for the family (103). Studies of 
caregivers to cancer patients have shown a productivity loss of 
21-27% due to absenteeism/presenteeism at work (104). 

2.6 Economic burden 
Breast cancer imposes an economic burden on patients and their families as well as on the 

health systems and the economy. From a societal perspective, the cost of breast cancer can be 

broadly defined into three components (105); see Table 6. 

Table 6: Components of the economic burden of breast cancer 

Direct costs These are the costs of disease-related resource consumption. They include both 
public and private expenditure for services within the health care system, such 
as diagnostic procedures, surgeries, radiation therapy, and medicines. 
Expenditure for social support services outside of the health care system are 
also direct costs. Expenditure by patients for travelling to receive treatment 
are also direct costs. 

Indirect costs 
(productivity loss) 

These are costs of patients’ productivity loss arising from the inability to work 
due to the disease. They consist of the temporary or permanent inability to 
work in the formal labor market (called morbidity-related loss) and from 
premature death (called mortality-related loss) of working-age patients. 

Informal care costs These costs represent the value of the time spent by family members and 
friends to provide unpaid care, such as transportation to a health care facility 
and assistance with household chores. 

Recent studies that include all three components of the economic burden of breast cancer in 

MEA-9 are scarce. Figure 16 provides insights from a study conducted in Israel that included 

both the direct and indirect costs associated with advanced breast cancer (106). The study 
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estimated the total annual costs to be EUR 70.5 million, corresponding to EUR 1.6 million per 

100,000 women. The study found that nearly 70% of the total costs were due to indirect costs, 

due to the high mortality rates involved in advanced breast cancer. This not only deprives 

society of the contributions that patients could have made, but also imposes a financial burden 

on the economy. 

 

Figure 16: Economic burden of advanced breast cancer in Israel in 2017. 

Notes: Direct costs include diagnostics, treatment, and other medical services costs. Indirect costs include 

productivity loss from reduced employment rate and premature mortality. Source: (106). 

Another study in the Gulf countries looked at how early and advanced breast cancer affects 

workforce productivity (107). The study calculated the expenses of an employee’s absence due 

to illness (absenteeism) and the costs of reduced productivity and reduced work quality of 

employees working despite being unwell (presenteeism). The overall impact of only these two 

factors, without taking into account premature mortality costs, is shown in Figure 17 for Saudi 

Arabia and the UAE. The costs for absenteeism and presenteeism were about equally high in 

each country, at Int$ 219-265 million in Saudi Arabia and Int$ 67-82 million in the UAE. The 

high numbers might be related to the younger age at diagnosis of breast cancer patients in the 

region and hence a large proportion of working-age patients. 

 

Figure 17: Annual indirect costs due to breast cancer in the Gulf countries in 2019. 

Source: (107). 
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The direct costs of breast cancer are in many studies limited to medical expenditure by health 

care providers and do not include out-of-pocket payments by patients. Figure 18 shows the 

distribution of these direct medical costs in Jordan and Saudi Arabia by disease stage in 2015 

and 2018, respectively (108, 109). The direct costs are higher in Saudi Arabia than in Jordan 

for each disease stage. The reasons for the annual direct medical cost of breast cancer patients 

being larger in Saudi Arabia than in Jordan are complex and multifactorial, involving differences 

in health care infrastructure and resources, as Saudi Arabia has a larger and more developed 

health care system than Jordan and a generally higher price level. Also, Saudi Arabia has a 

more comprehensive health care insurance system that covers a larger proportion of the 

population, which may result in higher spending. 

  

Figure 18: Direct medical costs of breast cancer in Jordan and Saudi Arabia. 

Notes: JOR data was collected from 2011 to 2014 from two public health care providers, and SAU data 

comes from a sample of 300 patients, also from two public health care providers. Source: (108, 109). 

Looking at the composition of the direct medical costs in Figure 18, a common observation is 

that medicines account for the largest proportion of the costs, on average 60% to 72% across all 

stages in Saudi Arabia and Jordan. Another common observation is that the direct medical costs 

of treating breast cancer increase significantly with stage at diagnosis. Treating a patient with 

stage IV disease is more than twice as expensive as a patient with stage I disease in Jordan, 

while in Saudi Arabia there is a five-fold difference between stage I and stage IV. These findings 

illustrate the significant financial burden of treating advanced-stage breast cancer and 

highlight the financial advantage of early detection. 

Women with breast cancer in the MEA-9 region face various out-of-pocket payments (OOP) 

during the care process. This includes OOP for medical services during the diagnostic process 

and the treatment process, which depends critically on the health coverage level of a patient; 

see section 3.1. Other sources for OOP include ancillary services such as wigs. Hair loss can be 

a challenging side effect of breast cancer treatment, and using wigs can provide patients with 

a sense of comfort and confidence during this time. Although some health insurance policies 

may cover the cost of wigs, this is not always the case, and even when coverage is provided, it 

may not cover the entire cost. For example, in Israel, the Clait and Maccabi funds refund 33% 

of the cost of a wig with a ceiling (110, 111). The cost of wigs can vary significantly depending 
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on various factors such as style, quality, and material, and can range from a few hundred dollars 

to several thousand dollars. 

Transportation costs are another source of OOP for women and their families. In Egypt, one-

third of patients surveyed in a recent study reported difficulties in covering these expenses 

(112). The study focused on patients living in urban areas, such as Cairo and Greater Cairo, who 

often faced lengthy travel times of up to three hours to attend health care appointments. 

Women living in rural areas, who may travel greater distances, might experience even higher 

transportation costs in accessing breast cancer care. In Morocco, a recent study revealed that 

85% of the breast cancer patients sampled considered transportation costs to be a significant 

obstacle in reaching the National Institute of Oncology in Rabat (113). 

Job loss is yet another factor that can worsen the financial strain of women undergoing breast 

cancer treatment. A study conducted in Egypt found that a group of breast cancer patients 

experienced a 50% reduction in their employment rate after their diagnosis (112). Losing a job 

can mean a loss of household income and health insurance coverage, which makes it even more 

difficult to afford OOP for medical and non-medical services during treatment. This creates 

additional stress and emotional burden for women and negatively impacts their overall health 

and well-being. 
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3. Health systems overview 
This chapter provides a brief overview of the health care systems in the MEA-9 countries. It is 

important to keep this information in mind when discussing breast cancer care. Some 

fundamental challenges that women with breast cancer are facing are rooted in the design of 

the health care systems. This includes health care coverage through public or private insurance 

schemes as well as health care expenditure. 

3.1 Health care coverage and financing 
The MEA-9 countries have achieved significant improvements in their health care systems since 

the late 1990s, particularly in providing Universal Health Coverage (UHC). Despite this progress, 

there are still notable disparities between individual countries in providing affordable and high-

quality health care services. While some countries have successfully achieved UHC for their 

populations, others are still striving to ensure universal access to health care services. 

Furthermore, health care systems in the region are facing challenges due to the increasing 

demand for services caused by aging populations. 

The WHO index of essential service coverage indicates that the coverage of essential health 

services varied from 60 points (out of 100) in Jordan to 84 points in Israel, as shown in Figure 

19 (114). This index measures the accessibility of essential health services to a country's 

population without causing financial strain. A lower index scores highlights a greater unmet 

need for health care services. Adequate service coverage ensures that women receive 

comprehensive and quality care, which can significantly impact breast cancer patients’ overall 

prognosis, treatment outcomes, and quality of life. 

 

Figure 19: Public health insurance coverage (% of population covered) in MEA-9 countries. 

Notes: *Public health insurance primarily encompasses the local population, which may result in a lower 

percentage of immigrants being covered. MOR data for public health insurance is from 2020, but public 

health coverage has improved since then. Sources: UHC index (114), ALG (115), EGY (116), ISR (117), JOR 

(118), MOR (119), SAU (120), SAF (121), TUR (51), UAE (50). 
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Algeria 

The public health system is funded by the government and two mandatory social security funds 

controlled by the Ministry of Labor and Social Security (122-124). These funds, the Caisse 

Nationale des Assurances Sociales des Travailleurs Salariés (CNAS) and the Caisse Nationale de 

Sécurité Sociale des Non-Salariés (CASNOS), cover employed and self-employed individuals, 

respectively, and are funded through employee and employer contributions (125, 126). Around 

90% of the population is covered by compulsory public insurance (local experts suggested 

around 98% coverage in 2021), granting free access to public health care services (127, 128). 

However, OOP are still required for most medical services due to the low reimbursement rates 

from CNAS/CASNOS. Uninsured individuals must pay for all medical expenses outright, although 

some free care is available in public hospitals. One of the primary concerns in the public health 

sector is the waiting time for appointments. According to local experts, these can span from 

one to one and a half months. Such prolonged waiting times frequently drive patients to seek 

care in private facilities. Private health care is limited and operates separately from the public 

sector, requiring full OOP for all services unless one has private health insurance, which is 

uncommon according to local experts (128). 

Egypt 

The health system is managed by the Ministry of Health and Population (MoHP) and is comprised 

of various public, quasi-public, and private providers and financing entities (129-131). Public 

health providers include the MoHP and separate entities which provide health care to the 

military and the police (130). Another public provider – concentrated in Cairo and other urban 

areas – are the University Hospitals that are run by the Ministry of Higher Education (130). 

Tertiary care predominantly relies on public-based services, with approximately 75 to 80% of 

services provided by the public sector, according to local experts. 

The Teaching Hospitals and Institutes Organization is an organization with several hospitals, 

and with funding coming from the Ministry of Finance, the MoHP, private firms, international 

donor grants, the Health Insurance Organization (HIO), and co-payments of patients (130). The 

Curative Care Organization (CCO) is a non-profit organization under the authority of the MoHP 

and operates several hospitals in urban areas, with funding coming from contracts and co-

payments of patients but no direct public funding (130). The HIO is an independent public 

organization under the authority of the MoHP that operates health care facilities and provides 

compulsory insurance to formal sector workers (incl. civil servants and their families), farmers, 

widows and pensioners, school children, and newborns until the age of five, with funding mainly 

coming from insurance premiums and co-payments of patients (130, 132). Lastly, the private 

sector includes a wide network of for-profit and non-profit providers with outpatient clinics 

and hospitals across the whole country (133). 

The country has set an ambitious target to achieve UHC by 2030-2032 (134, 135). This 

nationwide initiative seeks to evolve the current fragmented system into a cohesive, long-term 

structure. While local experts believe that this goal may not be entirely attainable for 2030, 

notable progress has been made. As of 2022, public insurance coverage expanded to encompass 

69% of the population, a marked increase from the 58.8% recorded in 2017 (116, 136, 137). It 

is important to note that the percentage of people who actually use public services may be 

lower due to issues with quality and long waiting times (130). Those who have the financial 

resources frequently choose private health care options. For individuals without insurance, 

MoHP facilities are accessible, with some services being complimentary while others require 

co-payments; however, the use of these services remains limited as many continue to seek 
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treatment from private health care providers (130). Efforts are underway to address these 

challenges. 

Israel 

All citizens and permanent residents have been covered by the National Health Insurance (NHI) 

since 1995. They have to choose from four non-profit health plans (also known as HMOs - Health 

Maintenance Organizations): Clalit, Maccabi, Meuhedet, and Leumit (117). These plans provide 

comprehensive benefits, including primary care, diagnostic services, outpatient care, and 

prescription medicines. The benefits offered are determined and monitored by the Ministry of 

Health and are the same across all plans. Residents must pay a monthly fee to the National 

Insurance Institute. Overall, the NHI is primarily funded through government taxation and 

progressive payroll taxes (138). 

Many citizens opt for paying additional voluntary health insurance to enhance the coverage of 

benefits not included in the NHI basket. These private health insurances can either be provided 

by non-profit health plans or by for-profit health plans (139). In 2020, 20% of the population 

had only NHI, 40% of the population had non-profit insurance in addition on to NHI, 37% of the 

population had double insurance coverage (including for-profit and non-profit insurances), and 

3% had only for-profit insurance (140). 

Jordan 

The health care landscape in Jordan is a blend of public, semi-governmental, private, and 

international charitable providers. The public sector encompasses the Ministry of Health, the 

Royal Medical Services (RMS), and hospitals affiliated with universities. Among the insured 

population, about 60% of Jordanians receive care from the MoH through the civil health 

insurance fund, the RMS serve 27% of Jordanians, and university hospitals cater to roughly 2.5% 

(118). As of 2018, civil health insurance by the MoH was expanded to include all Jordanian 

citizens over the age of 60; previously only Jordanian citizens over the age of 70 and children 

below the age of six were automatically included (141). Jordanian citizens classified as “poor” 

by the Ministry of Social Development are also covered by the civil health insurance fund (142). 

Notably, many individuals are enrolled in multiple insurance programs, causing some overlap. 

As a result, an estimated 68% of Jordanians are covered by the public sector (118). Meanwhile, 

the private sector predominantly serves non-Jordanian residents and uninsured Jordanians. 

Sources from the MoH estimated in 2022 that approximately 72% of Jordanians had some type 

of health coverage including private insurances (143). Local experts highlighted that the lack 

of insurance coverage is not solely an issue for refugees, as it also affects certain Jordanians 

who are not covered by any insurance scheme. Both uninsured Jordanians and refugees have 

access to health care services at MoH facilities, where they are eligible for treatment at a 

subsidized rate, known as the "uninsured Jordanian rate" (144). 

Morocco 

In 2005, the government created a new administrative structure for the public health insurance 

system, called the National Health Insurance Agency (L’Agence Nationale de l’Assurance 

Maladie, ANAM) (145). The ANAM is responsible for supervision, management, and regulation of 

the Mandatory Health Insurance Plan (Assurance Maladie Obligatoire, AMO). All Moroccans 

employed in the formal sector are obliged to be part of AMO, and employees’ dependents 

(spouses and unmarried children under the age of 21) are also covered. There are two schemes 

within AMO depending on the sector of employment: CNOPS (Caisse Nationale des Organismes 

de Prévoyance Sociale) covers public sector workers and students and CNSS (Caisse Nationale 
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de Sécurité Sociale) covers private sector workers. Previously, RAMED targeted impoverished 

and vulnerable households (146-148). 

Morocco has undertaken initiatives toward achieving UHC, notably with the establishment of 

the Haute Autorité de la santé (High Health Authority) in 2023 (149). This move, legislated by 

Law No. 07-22, aims to enhance the governance of the health system. The High Health Authority 

plays a crucial role in ensuring the seamless operation of state activities in health and 

overseeing the AMO, marking a pivotal step in Morocco's health sector reform (149).  

As of 2017, AMO and RAMED combined covered approximately 47% of the population (150). 

ANAM set forth an ambitious plan for 2020 to 2024 to extend basic medical coverage to broader 

segments of the population, targeting over 95% coverage by 2025 (151). By September 2022, 

the proportion of individuals covered by AMO had risen to 79.8% (152). RAMED was phased out 

at the end of 2022, and individuals previously covered by RAMED have since then been 

transferred to AMO. As a result, approximately 9.4 million Moroccan citizens gained access to 

AMO by the end of 2022 (153). Local experts have drawn attention to a particular challenge 

faced by numerous women who, lacking access to computers or computer literacy, were 

formerly beneficiaries of RAMED as they transition to AMO during 2023. The process of 

transitioning to AMO requires computer usage, which presents a substantial obstacle for these 

women. 

Although specific data on the impact of AMO expansion on breast cancer patients is unavailable, 

it has been noted that the proportion of insured breast cancer patients in certain publicly 

funded oncology hospitals significantly improved with the previous insurance coverage, RAMED. 

A study conducted between 2008 and 2010 revealed that around 82.5-82.8% of breast cancer 

patients treated at Centre Mohammed VI pour le traitement des cancers (CM-VI) and Institut 

National d’Oncologie Sidi Mohamed Ben Abdellah (INO) did not have any health insurance. This 

proportion decreased to 1.3-12.1% in 2015-2017 (154). 

In general, AMO covers 70% to 90% of the costs of a defined set of health care services, while 

patients need to cover the rest by OOP (155). AMO only reimburses health care services if they 

are accessed in the public health system. 

Saudi Arabia 

All local citizens as well as all expatriates working in the public sector have free access to 

public health care services (156). Expatriates working in the private sector must have 

compulsory health insurance through their employer, and they are generally treated in the 

private sector (157, 158). The employer-provided insurance only covers a basic level of care 

and (white-collar) private-sector expatriates therefore often buy private health insurance to 

extend their coverage. Public health care used to be solely financed via government subsidies, 

but since 2005 it also draws on compulsory health insurance for expatriates, and since 2016 

also on compulsory health insurance for national private sector employees. The latter insurance 

policy gives citizens access to the private health sector in addition to the public one (158, 159). 

South Africa 

The public health system is led by the National Department of Health (NDoH) and nine provincial 

departments of health (160). The public health system exists alongside a private health system. 

Public health services, delivered in primary, secondary, and tertiary/quaternary health 

facilities, are led by the individual provincial departments of health (161). Public health 

services are financed from general tax revenue but may contain co-payments from patients 

who have some available resources. The basic service package available in the public sector is 
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defined by standard treatment guidelines (STG) and the essential medicines list (EML), which 

is a list of medicines derived from the STG (161). The majority of the population (around 84%) 

access health care through public sector clinics and hospitals (121). The public system faces 

many challenges related to fragmentation of services, staff shortages, financial constraints, 

and low quality of services (162, 163). 

The private sector provides health care for around 17% of the population and offers higher 

quality services at a higher cost (164). Private health services are mainly financed by prepaid 

plans of people with private health insurance (medical aid schemes), which may not cover the 

full medical costs, requiring OOP by patients (164). All medical aid schemes must cover at least 

all medical services in line with the regulated Prescribed Minimum Benefits (PMBs) (165). The 

share of the population covered by a medical aid scheme has essentially remained unchanged 

between 2012 and 2019 at around 17% (166). 

The National Health Insurance (NHI) is a health financing system initiated in 2012, aiming to 

ensure that all citizens and permanent residents have access to good-quality health services 

provided by both the public and private health sector (160). The NHI would pool funds currently 

going to private insurers with those in the public sector and be implemented in phases over a 

14-year period until 2026, with the ultimate goal to achieve UHC (167, 168). Private facilities 

would continue to operate but would be accessible to everyone and their funding would come 

from public sources (167, 168). After many years of delay, the NHI bill was adopted by the 

National Assembly and the National Council of Provinces in 2023 (169). 

Türkiye 

Universal public health insurance administered by the Social Security Institution (SSI) covers 

99% of the population (170). Every citizen is assigned a unique identification number (T.C. 

Kimlik No.), which gives them free access to health care services in the public sector. The shift 

towards universal and mandatory health insurance started in 2003 and was fully implemented 

by around 2008 (171). Despite widespread public coverage, an increasing number of people are 

opting for supplementary private health insurance to cover additional services, such as 

treatment in private hospitals (170). Private insurance typically covers examination costs but 

not costs of newer medicines that are not yet reimbursed by the SSI. 

United Arab Emirates 

Health insurance regulations and rules differ somewhat in the seven emirates. In general, local 

citizens have public health insurance coverage, which gives them access to both public and 

private health care providers (172). Local experts noted that the Ministry of Health and 

Prevention (MOHAP) provides support for Emirati women with breast cancer, ensuring full 

coverage for their treatment, screenings, and survival journey. Expatriates, on the other hand, 

receive compulsory health insurance coverage through their employer, which also gives them 

access to public and private health care providers (172). The extent of expatriates’ insurance 

coverage depends amongst other things on their salary. Services not covered by the insurance 

need to be paid OOP. 

The following rules apply in the three largest emirates (172). All citizens and expatriates are 

covered by health insurance in Abu Dhabi. According to local experts, anyone who exhibits 

breast cancer symptoms is checked if they go to a hospital regardless of having an insurance 

plan. In Dubai, all citizens and expatriates are obliged to get health insurance in order to 

officially reside in Dubai. In Sharjah, health insurance covers all Sharjah-based employees. 
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Despite the comprehensive coverage, local experts indicated that there are still some people 

without health insurance (mostly expatriates in blue-collar jobs) (50). 

If not fully covered, breast cancer patients can seek assistance from charities in the UAE. Local 

experts noted that charities vary in their policies, with some accepting all cases while others 

have specific criteria based on factors like nationality or other categorizations. These criteria 

sometimes create challenges for women seeking funds for their treatment, adding to their 

psychological and mental stress. One of the organizations that assists all cancer patients, 

regardless of nationality, ethnicity and other factors is Friends of Cancer Patients (FOCP). 

3.2 Health spending 
The monetary resources invested in health care differ in the MEA-9 countries. South Africa, 

Israel and Jordan spend around 8% of their gross domestic product (GDP) on health care, while 

Egypt, Türkiye, and UAE spend around 5%. Figure 20 shows how the public portion of total 

health spending falls short of the informal WHO’s target of 5% public spending in all countries 

with the exemption of South Africa, Saudi Arabia, and Israel. In terms of absolute numbers, 

Israel spends $4339 per capita on health care, in contrast to Egypt's $180 and Algeria’s $205 

(not adjusted for differences in purchasing power). In Egypt, Jordan, and Morocco – the three 

countries without UHC in 2021 – OOP expenditure surpassed public expenditure. Particularly, 

OOP expenditure accounts for almost 55% of total health care expenses in Egypt, which signifies 

a significant financial burden that patients are facing. 

   

Figure 20: Total health expenditure as percentage of GDP and in USD per capita in 2021. 

Notes: GDP = gross domestic product. Expenditure is not adjusted for differences in purchasing power 

parity. Source: WHO (173). 
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4. Governance of breast cancer care 
The governance of breast cancer care is often shaped within the greater area of cancer care. 

Many countries in the MEA region have established national cancer control programs (NCCP), 

often simply called “national cancer plans”; see Table 7. The WHO endorses NCCPs as the best 

available method to control both the causes and the consequences of cancer in a strategic and 

comprehensive way (174). They are “designed to reduce cancer incidence and mortality and 

improve the quality of life of cancer patients, through the systematic and equitable 

implementation of evidence-based strategies for prevention, early detection, diagnosis, 

treatment and palliation, making the best use of available resources.” (175). Many of the 

NCCPs in the MEA-9 contain specific actions related to breast cancer care. 

Table 7: National cancer plans 

Country Plan and time period Publisher of 
the plan 

Actions across 
breast cancer care  

Funding 
plan 

Algeria Plan for 2015-2019 MoH Yes Yes  

Egypt Plan for 2016-2020 MoH Yes, since 2019  

Israel No national cancer 
plan (only an early 

detection plan)  

MoH Yes, since 2014 Yes 

Jordan No plan  Yes, since 2006  

Morocco Plan for 2020-2029 MoH Yes Yes  

Saudi Arabia Plan for 2014-2025 MoH Yes No 

South Africa Plan for 2017–2022 NDoH Yes No 

Türkiye Plan for 2021–2023 MoH Yes No 

UAE No publicly available 
plan 

   

Notes: MoH = Ministry of Health. NDoH = National Department of Health.  

Algeria 

The Ministry of Health launched a national cancer plan – “Vision stratégique de lutte contre le 

cancer centrée sur le malade” – for 2015–2019 (176). The overall aim of the plan was the 

reduction of cancer-related mortality and morbidity rates, as well as improving the quality of 

life of patients during and after their treatment. One of the eight strategic areas covered in 

the plan was devoted to enhancing screening, with a particular emphasis on breast cancer 

(176). Some of the strategic areas included are: 

• Procurement of mobile clinics dedicated to breast cancer screening. 

• Establishment of an expert committee responsible for organizing breast cancer 

screening initiatives. 

• Implementation of training programs focusing on mammography and ultrasound 

techniques. 

• Allocation of a dedicated budget to enhance awareness of breast cancer screening. 

There are concrete plans for updating the national cancer plan covering the period for 2023-

2030. Minister of Health M Abdelhak Saïhi confirmed that the plan will prioritize prevention and 

spreading awareness about the importance of early detection (177). The Algerian public 

authorities have been proactive in enhancing the country's cancer care infrastructure, including 

the establishment of a national cancer agency and increased funding for cancer management. 
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In 2024, an extra 30 billion dinars were designated for the National Fund for Cancer Control, 

underscoring this dedication (178). 

Egypt 

In July 2019, the country intensified its commitment to combating breast cancer by launching 

the "Women's Health Initiative”. This initiative aims to conduct breast cancer screening and 

evaluate other health-related risk factors (179). The main priorities have been to raise breast 

cancer awareness and to improve early detection. Local experts highlight that the campaign 

addresses three objectives influencing the entire breast cancer journey: 

• The first objective is to raise breast cancer awareness. This initiative has successfully 

enabled over 20 million women to make 35 million visits, according to local experts. 

This achievement underscores the foundation of a culture of regular health check-ups, 

which is pivotal for the effective screening and early detection of non-communicable 

diseases. 

• The second objective is to enhance early detection, capitalizing on the extensive 

network of primary health facilities. According to experts, there are over 5,000 such 

facilities, and more than 3,000 are actively contributing to the campaign. 

• The third objective of the campaign strives to boost treatment accessibility. The 

integration of multidisciplinary teams (MDTs) has been a core part of this strategy, 

accompanied by standardization of treatment protocols, the introduction of services 

such as breast reconstructions. Additionally, there has been an expansion in 

reimbursement options for newer treatments, including CDK4/6 inhibitors and 

trastuzumab for metastatic cases. 

Local experts have observed as an indirect effect of the campaign that patients who previously 

sought treatment in private or non-governmental centers are now gravitating towards the 

breast cancer campaign. This shift is attributed to the campaign's provision of unique services 

and treatment modalities not found elsewhere. 

Israel 

Israel currently has no national cancer plan but has plans directed towards non-communicable 

diseases (NCDs) in general. The Country Cooperation Strategy (CCS) for Israel and the WHO for 

the period 2019-2025 was developed in order to outline the strategic priorities and areas of 

collaboration between Israel and the WHO (180). The CCS identified NCDs, including cancer, as 

a strategic priority and emphasized the importance of policies aimed at reducing risk factors 

such as obesity and physical inactivity. Additionally, the CCS highlighted the need to promote 

research in innovation in personalized medicine to improve outcomes for patients with NCDs. 

While the CCS mentions cancer as a whole disease area, it does not include specific objectives 

for breast cancer. 

Jordan 

According to local experts, despite numerous attempts over the past years to establish an NCCP, 

the launch of the national cancer plan has been continuously delayed due to different reasons 

including financial constraints and other competing priorities. Local experts noted that the plan 

is currently under revision and will probably be available in the coming years. Despite not 

having a national cancer plan there have been important measures to tackle the increasing 

incidence in breast cancer. The King Hussein Cancer Foundation (KHCF) in collaboration with 

MoH launched the Jordan Breast Cancer Program (JBCP) in 2007, a national program 
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coordinating and leading breast cancer early detection efforts (181). It also led to the 

publication of breast screening and diagnosis guidelines in 2011 (65). 

Since its inception, the JBCP has achieved numerous milestones, including leading wide 

community outreach activities throughout Jordan and conducting mass awareness campaigns 

to educate the public about the crucial importance of early detection (182). The purpose is to 

reduce morbidity and mortality from breast cancer by screening and early detection, and to 

increase the share of patients diagnosed in earlier stages (13). According to local experts, the 

program has also provided underprivileged women with free screening services through its 

mobile units and referrals, benefiting over 45,000 women to date. Furthermore, the JBCP has 

established breast cancer screening and diagnostic centers across the country, while offering 

training and support to health care professionals to improve the quality of breast cancer care. 

Overall, the JBCP has made significant progress in reducing the impact of breast cancer in 

Jordan and remains an essential program in the country's public health agenda; see more in 

section 6.2. 

Morocco 

The latest national cancer plans for 2010–2019 and 2020–2029 were drafted by the National 

Institute of Oncology with support from the Lalla Salma Foundation and adopted by the MoH 

(183-185). In the first plan, specialized gynecological and breast cancer centers were 

established in the CM-VI in Casablanca and the INO in Rabat (154). Improving early detection 

of breast cancer is a crucial aspect of the 2020-2029 national cancer plan (185). The plan 

focuses on three primary actions: 

• The first action aims to address disparities in breast cancer by focusing on improving 

access to high-quality, cost-free regular cancer screenings. 

• The second action is centered around enhancing the effectiveness of early diagnosis 

programs for breast cancer. This involves bolstering diagnostic services and establishing 

robust monitoring and evaluation mechanisms. 

• The third action point involves fostering public-private partnerships to enhance access 

to diagnostic services for breast cancer screening. This collaborative approach aims to 

leverage the strengths of both sectors to improve the availability and quality of 

diagnostic services, ultimately facilitating early detection and intervention. 

Saudi Arabia 

The National Plan for Cancer Control for the period of 2014-2025 in Saudi Arabia aims to reduce 

breast cancer mortality by 30% (186). To achieve this goal, the plan includes various objectives, 

such as increasing awareness about breast cancer signs and symptoms among health care 

workers and the implementation of an integrated population-based level screening program 

(186). The plan also emphasizes primary prevention through awareness-raising campaigns 

targeting modifiable risk factors like smoking and unhealthy diets. Additionally, the plan aims 

to strengthen the national cancer registry and to conduct and support cancer research. 

Local experts highlight additional priorities, including: 

• The Ministry of Health is evaluating the availability of cancer medicines, recently using 

the ESMO-Magnitude of Clinical Benefit Scale to balance the clinical benefits of 

medicines with their costs. 

• Initiatives are in progress to privatize health care services, including oncology centers, 

with the aim of offering more prompt and timely services to patients. 
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• Efforts to recruit more physicians and address shortages in critical areas, such as 

medical oncology and nursing, are ongoing. There is a push to encourage young 

physicians to specialize in areas where there is a lack of staff. 

• Expanding clinical trials is a priority, though currently most are conducted at the King 

Faisal Specialist Hospital & Research Centre in Riyadh, with a few in the Medical Cities 

under the MoH. 

• The completion of the Saudi genome project, which investigates mutational 

abnormalities specific to the Saudi population for basic oncology research, represents 

a significant advance. 

The National Cancer Institute of Saudi Arabia (SANCI) plays a crucial role in the implementation 

and evolution of the National Cancer Plan 2014-2025. SANCI was established in 2016 after the 

initiation of the National Cancer Plan (187), to help bolster the plan's objectives and ensure its 

successful execution. SANCI functions as a key advisory organization, tasked with devising 

comprehensive national strategies aimed at the prevention, control, and battle against cancer 

along with other health authorities (187). 

South Africa 

The National Cancer Strategic Framework (NCSF) for South Africa for the period 2017–2022 

includes a long list of challenges in different areas of cancer care service delivery, health 

workforce, information, medical products, vaccines, and technologies, financing, 

leadership/governance (188). The plan recognizes breast cancer as one of the five priority 

cancers. In 2017, the National Department of Health (NDoH) also launched the Breast Cancer 

Prevention and Control Policy with actions and recommendations that seek to improve breast 

cancer awareness, prevention and for timely and effective treatments (189, 190). The primary 

aims of the plan were to 1) improve survival 2) decrease time for presentation and time to 

treatment 3) decrease stage at presentation 4) improve quality of life in survivorship 5) 

effectively monitor and evaluate program implementation and the impact of the interventions. 

Türkiye 

The NCCP in Türkiye has been released periodically to outline actions that address cancer 

prevention, detection, treatment, and palliative care. The first NCCP was released in 2009 and 

covered the period of 2009-2015, focusing on the preparation of an effective breast screening 

program (191). In 2013, the second NCCP was released, covering the period of 2013-2018 and 

aimed at expanding and improving the national breast cancer screening program (192). 

In August 2021, the MoH launched the third NCCP (193), which provides a detailed description 

of cancer registration and the epidemiological situation in Türkiye, along with reviewing 

prevention and screening areas. One of the five primary actions of the third NCCP is to improve 

and increase the coverage of breast cancer screening. The progress indicator for breast cancer 

screening is to improve the number of patients participating in screening programs every year. 

It is worth noting that the third NCCP has the shortest list of actions and does not include any 

actions related to diagnostics and treatment. 

United Arab Emirates 

According to local experts, there is a national cancer plan prepared by the MOHAP currently in 

place, but it is not publicly accessible. On the local level, there are also cancer control plans 

and Abu Dhabi has had one for more than ten years. Already in 2016, the MOHAP announced an 

aim to reduce cancer mortality by 18% until 2021 as one of the key health care indicators in the 

UAE Vision 2021 National Agenda (194, 195). 
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In 2017, the MOHAP launched a national strategy to combat NCDs, including cancer, for 2017–

2021 (196). The plan includes eight strategic goals, including reducing the number of smokers 

by 30% and reducing the consumption of salt, sugar, and saturated fats by 30% (196). It also 

includes goals on improving screening and early detection of NCDs. Cancer-specific actions in 

the NCD plan include strengthening cancer registry programs, publishing the national cancer 

registry report, improving information, evaluation, and monitoring systems. Local experts 

indicated that an update of the current plan is planned. 
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5. Organization of breast cancer care 
The organization of breast cancer care constitutes a multi-layered system designed to offer 

support from the moment women notice symptoms at home or undergo a regular screening to 

their long-term management of the disease. This system integrates various health care services 

and professionals to ensure timely diagnosis, effective treatment, and continuous care for 

breast cancer patients. 

This section presents an overview of the organization of breast cancer care and the typical 

journey breast cancer patients undertake in different countries. It also includes a brief 

description of how health care systems in different countries provide for breast cancer 

screening, diagnosis, treatment, and follow-up care. For some countries, it includes examples 

of Non-Governmental Organizations (NGOs) that often play a vital role in supporting breast 

cancer patients by filling gaps in health care systems. These organizations are varied and 

provide a range of essential services, from launching awareness campaigns and offering free or 

low-cost screenings to providing financial aid for treatments, emotional support, and advocacy 

for improved health care policies. 

Algeria 

Breast cancer patients covered by CNAS/CASNOS receive free care in the public health care 

system, covering all cancer care services – surgery, radiation therapy, medicines. The main 

entry point to the public health care system for a patient who suspects has breast cancer would 

typically be through a primary care clinic (salle de soins). If breast cancer is suspected, the 

health care provider may refer the patient to a diagnostic center for further testing. Local 

experts noted that diagnostic evaluations, such as mammography and microbiopsy, as well as 

the extension assessment are paid by the patient and only partially reimbursed by social 

security. Only after breast cancer is diagnosed, all subsequent services are provided for free in 

the public system. 

Treatment of cancer patients in the public system is mainly provided at specialized hospital 

centers (EHS) which have dedicated cancer treatment centers (center anti-cancer, CAC) 

attached to them, but also at community hospitals (EPSP) and university hospital centers (CHU) 

(197). There are over 20 public CAC and 7 radiation therapy centers, according to local experts. 

Local experts noted that there used to be a lack of specialized breast cancer clinics, which 

often resulted in delays, as women from various regions must travel long distances, incurring 

out-of-pocket transportation costs. However, geographical accessibility has improved in recent 

years. 

Local experts noted that the Ministry of Health recently started to establish a specialized unit 

known as "Cellule d’accueil" within a majority of cancer centers, predominantly in the newer 

cancer centers. This specialized unit is comprised of an interdisciplinary team including general 

practitioners, psychologists, and social assistance professionals. Their primary objective is to 

expedite the scheduling process for patients requiring radiology or biopsy procedures, ensuring 

timely appointments, and mitigating any potential diagnostic delays. 

Egypt 

The main model for accessing cancer care, applying both to patients covered by the HIO and 

uninsured patients, is that a patient with symptoms would go directly to a general hospital for 

a checkup (50). Studies conducted in the country indicate that breast cancer patients typically 

look for medical advice after discovering symptoms with medical visits to general surgeons or 
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directly in cancer centers (198). Also, primary care facilities have been utilized as a convenient 

option for conducting clinical breast examination (CBE) among women over 18 years (or only 

above 35 years according to local experts) (199). If any abnormality is present, the patient is 

referred to secondary or tertiary care where she undergoes mammography and further tests, 

according to local experts. After cancer is diagnosed, the patient receives cancer treatment in 

the same hospital if it has in-house cancer care services; otherwise, the patient is referred to 

a hospital with such services. 

Many cancer patients are treated in HIO hospitals, MoHP hospitals, and university hospitals 

where services are mostly covered by public expenses (200). Yet a challenge highlighted by 

local experts are high co-payments for cancer care services, in particular for cancer medicines. 

Cancer patients may also seek care in the private sector at their own expense or with private 

insurance coverage. NGOs help cancer patients in different ways, supporting public hospitals, 

providing treatment services in their own facilities, or providing emotional support to patients 

directly. Multiple non-profit and charity organizations offer free screening and treatment to 

cancer patients in different governorates in the country (201, 202). 

Since 2019, the country has strengthened its dedication to combating breast cancer with the 

launch of the "Women's Health Initiative", described in section 4. This initiative offers a 

comprehensive range of services, from awareness campaigns to screening and diagnosis, all at 

no cost. The services encompass MDT assessment, surgery, and various therapeutic modalities, 

including radiation therapy, chemotherapy, and targeted treatments, as noted by local experts. 

Israel 

Breast cancer patients who are covered by the four health plans are entitled to free cancer 

care services in the public health care systems, which includes surgeries, genetic tests, 

medicines, and other benefits (203). There is a national breast cancer screening program, that 

is described in detail in section 6.2, with high participation rates. Local experts concur that the 

majority of breast cancer cases are diagnosed through this program. After a conclusive 

diagnosis, patients are quickly referred to tertiary hospitals or large community hospitals. From 

that point onwards, all care is provided in a hospital setting. 

If a woman suspects having breast cancer, she can directly access public breast cancer centers 

without referrals, although some centers require a referral from primary care (204). These 

centers offer comprehensive screening, diagnosis, and treatment services. Many breast cancer 

patients receive treatment at specialized centers such as the Sheba Medical Center, Hadassah 

Medical Center, Rabin Medical Center, Sourasky Medical Center, and Kaplan Breast Health 

Center. 

According to local experts, private insurances play a role in facilitating access to cutting edge 

molecular and genetic tests. They also influence the decision-making process regarding the 

choice of surgical facilities and coverage for specific medicines. In some cases, novel medicines 

may not yet be included in the National Health Scheme, but they could already be covered by 

private insurance. 

The NGO “One in Nine” is actively engaged in elevating public consciousness about breast 

cancer and promoting breast health in Israel. One in Nine places a strong emphasis on educating 

women about their illness. This includes detailed information about treatment options, tests, 

and what to expect during the treatment process. They also focus intensively on the emotional 

and psychological needs of patients. 
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Some health funds provide financial assistance for travel expenses related appointments to 

receive chemotherapy and radiation therapy (205). Additionally, breast cancer patients can 

receive free of charge legal assistance from NGOs to help them with their health insurance 

fund, expense reimbursements, and other patient rights (205). 

Jordan 

Cancer treatment is provided free of charge to all Jordanian citizens in the public sector, 

regardless of their general health insurance status (206). In contrast, non-Jordanian cancer 

patients pay OOP for their treatment costs unless they receive support from charitable 

organizations that partner with their treating hospitals (207). The KHCF offers a nonprofit 

cancer insurance program, which partially subsidizes treatment at the King Hussein Cancer 

Center (KHCC) for patients who pay affordable premiums (207). According to local experts, 

refugees are charged at the "uninsured Jordanian" rate, which includes subsidies, or they may 

receive support from the KHCF Goodwill Fund, contingent upon the availability of funds. Private 

insurance companies typically exclude coverage for both cancer screening and treatment (206). 

Cancer treatment is provided through public hospitals affiliated with the MoH and the RMS, 

university hospitals, and the KHCC (206). The KHCC is a national non-governmental and non-

profit institute for cancer care founded in 1997, and the only specialized cancer center in 

Jordan (208). The KHCC treats around 60–70% of all cancer patients in Jordan (65). Breast 

cancer patients can either seek care either directly at the KHCC or be referred. 

A breast cancer patient's journey often begins with a CBE. In the public sector, each health 

care provider has its own insurance schemes that cover screening, diagnosis, and treatment. 

Local experts emphasize that the hurdles faced by the local population during this journey do 

not primarily arise from insurance coverage, but rather from the diagnostic and subsequent 

procedures; detailed in sections 6, 7, and 8. This is because the public sector extends free 

screening and diagnosis services to insured individuals. However, roughly one-third of the 

population (the uninsured) may encounter obstacles or substantial expenses when attempting 

to access breast cancer screening, as noted by local experts. In the private sector, only a 

handful of insurance plans provide coverage for preventive care. 

Morocco 

Women with symptoms of breast cancer primarily access public primary health care centers to 

get a CBE by trained health care personnel. If any abnormalities are detected, patients are 

referred to diagnostic centers for further evaluation, including mammography and/or breast 

ultrasound, and biopsy if needed (209). Once breast cancer is diagnosed, patients are then 

referred to treatment centers. 

In 2020, there were 2,126 primary health care centers (210). Local experts confirmed that all 

women can undergo CBE at any of these centers. Additionally, local experts mentioned that 

each province has at least one diagnostic center and each region has at least one treatment 

center. There are several dozens of public and private cancer care centers spread across larger 

cities with multiple centers in Casablanca and Rabat (211). The leading cancer institutes are 

the CM-VI in Casablanca and the INO in Rabat (154). 

Cancer care services in the public cancer care centers for patients on AMO are fully covered 

without any co-payments, according to local experts. Some patients (such as some self-

employed people) may have private health insurance to help them pay for services that they 

access in the private health care sector. The Lalla Salma Foundation supports many uninsured 
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cancer patients by covering treatment-related expenses, including expenditure for modern 

cancer medicines. 

Saudi Arabia 

Cancer care is widely available through several public entities, including the Ministry of Health, 

Ministry of Higher Education via university hospitals and specialized institutions catering to 

various government sectors such as the Military, the National Guard Ministry, the Arabian 

American Oil Company (Aramco), and the Ministry of Interior (187). The Al-Faisal organization 

also contributes to this effort, operating the King Faisal Specialist Hospitals and Research 

Centre (KFSH&RC) located in Riyadh and with branches in Jeddah and Medina. 

Most cancer patients are treated at hospitals in the various public sectors (MoH, military, etc.), 

where all Saudi citizens receive free treatment (187). Patients with insurance (expats with 

compulsory insurance) who are treated in the private sector will be reimbursed for their 

expenses. Only if someone has no private insurance and is treated in the private sector, there 

will be significant OOP expenses, according to local experts. Approximately 15-20% of 

governmental hospitals operate as "business centers" which offer services to expats covered by 

insurance or other patients willing to pay OOP, according to local experts. 

The MoH is responsible for the organizational structure and classification of oncology facilities 

across the country (187). While there are no centers exclusively dedicated to "breast cancer", 

comprehensive oncology centers are available, offering a broad spectrum of services for all 

cancer types (187). Additionally, there are specialized oncology departments focused on 

specific treatments and services, though they do not provide the full range of oncology care. 

Furthermore, oncology service units exist as secondary facilities. These units offer a more 

limited range of services and operate in conjunction with a primary facility, forming a hub-and-

spoke system of care delivery (187). 

The main national cancer care centers (all affiliated with the MoH) are located in Riyadh, 

Jeddah, and Dammam (212). They offer modern cancer treatment and have qualified medical 

staff (213). Yet these big centers are overcrowded, because patients from all over the country 

try to get treatment there (50). Radiation therapy centers do not exist outside the three cities 

(50). During recent years, the MoH has established smaller cancer treatment centers (“satellite 

centers”) in other cities, such as Mecca, Medina, and Qassim (214). 

Women suspecting breast cancer are advised to initially seek medical attention at primary 

health care centers by walking in, rather than making pre-arranged appointments (215). 

Waiting in lines can be a deterrent for some women, causing them to skip primary care and go 

directly to hospitals when their symptoms worsen (215). Until recently, mammography 

screening was not free in the private sector. If a healthy woman wanted to do a mammography 

screening, a physician would need to put symptoms in the medical record in order to make the 

referral available for free. This has changed recently and now mammography screening is listed 

among reimbursable services in the insurance policy. 

South Africa 

Women with breast cancer symptoms typically begin the patient journey at the primary care 

level (216). The recommended pathway stated for the diagnosis of breast cancer in the PMBs is 

to have a medical visit with a registered nurse and a GP (217). Nevertheless, local experts 

acknowledge the role of traditional healers, who often serve as the initial point of entry into 

the health care system, as elaborated in section 6. Breast cancer care services such as CBE, 

medical consultations, surgery, radiology and diagnostic imaging, chemotherapy, radiation 
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therapy and breast reconstruction are included in the PMBs for early and locally advanced 

breast cancer (218). Hormone therapy, chemotherapy, and some level of palliative care is 

included in the PMBs for advanced/metastatic patients (219). There are waiting lists to access 

radiation therapy services, although waiting times differ from facility to facility and from 

cancer to cancer. Waiting times to receive drug treatment are much shorter, but this varies 

across the country (50). 

Breast cancer patients with a private medical aid scheme will receive services by private 

providers according to their scheme rules and budgets, with the minimum services being the 

ones specified in the PMBs. Most schemes have limits and may exclude cover for certain novel 

and/or expensive treatments (220). 

Türkiye 

Public health insurance by the SSI covers all cancer services in public sector health facilities. 

However, patients are required to pay different co-payments for primary, secondary, and 

tertiary care services (170). Women with breast cancer symptoms can be referred to 

opportunistic screening by their gynecologist, primary care physician, or breast surgeon, or 

they can go directly to screening facilities (221). As a result, their first contact with the health 

system may occur at the primary level, or they may go directly to a hospital in secondary care 

(51). While the national screening program fully covers the cost of mammography, opportunistic 

screening is not covered, so women need private medical insurance or pay OOP for the costs 

(221). 

United Arab Emirates 

Health insurance covers cancer services for both citizens and expatriates. Typically, a local 

citizen suspecting they have breast cancer will first consult a primary care clinic within the 

public health care system. If required, they might be referred to a diagnostic center for more 

detailed testing. Women can directly approach secondary or tertiary care facilities. Most often 

expatriates are the ones that opt to directly consult secondary or tertiary care facilities for 

diagnosis, due to the limitations of screening coverage. The type of services women receive 

depends on their health insurance plan. Local experts also noted the existence of financial 

support systems for breast cancer patients. For example, the Red Crescent, a humanitarian 

organization, has set aside specific resources dedicated to aiding breast cancer treatment and 

care. 

Despite health insurance, reaching the annual cap of the insurance is a challenge for cancer 

patients – both for citizens and expatriates (222). Starting from 2019, the health authority in 

Dubai established a special fund to fully cover expatriate patients with breast cancer who have 

exceeded the insurance cap (223). As all expatriates on work visa have their health insurance 

coverage linked to their work contracts, a breast cancer diagnosis can be a deal breaker (222). 

The few cancer patients without health insurance (mostly expatriates in blue-collar jobs) are 

either treated in the UAE and then they are helped by NGOs such as FOCP, or they return to 

their home country to get/continue treatment. Because of the diversity of the community in 

the country, the community typically comes together when someone is in need and helps, 

according to local experts (50). 
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6. Early detection 
This chapter describes the context and current status of early detection of breast cancer in 

each country, along with main challenges. Breast cancer can generally be detected in two ways; 

see Figure 21. First, a patient may detect/experience symptoms and then consult a health care 

professional for diagnostic confirmation. Second, women who fall into the age group covered 

by a breast cancer screening program may have an asymptomatic tumor detected on their 

mammogram and/or CBE. Although breast cancer screening programs are becoming more 

prevalent in the MEA region, breast self-awareness remains crucial for breast cancer detection. 

Women with a known family history of breast cancer and women who know they are carriers of 

a BRCA1/2 mutation need to be especially vigilant about early signs and symptoms. 

 

Figure 21: Early detection pathway. 

Breast cancer patients in the MEA-9 countries face challenges in getting an early breast cancer 

diagnosis for several reasons explored in this chapter. One of the main reasons is the lack of 

functional organized screening programs, placing the burden on asymptomatic women to take 

the preventative initiatives to obtain a CBE or a mammography. The other main reason relates 

to health illiteracy of women in terms of knowledge/awareness of common breast cancer 

symptoms. Overarching reasons can be found in economic barriers which prevent women from 

seeking help for financial reasons (see section 3.1 about health care coverage) as well as in 

social barriers, which includes cultural reasons for not seeking help due to anticipated social 

stigma and negative repercussions. 

Figure 22 summarizes the latest available evidence on the stage of diagnosis of breast cancer 

in each country. It also includes the WHO GBCI target of detecting at least 60% of cases in an 

early stage (stages I and II). Interpreting the country-specific data requires caution due to its 

compilation from diverse studies over various years and across different populations with most 

of the figures coming from hospital-based studies. Among all the countries evaluated, only 

Israel, Türkiye, and the UAE exceed the WHO GBCI 60% target value, with rates of 80%, 81%, 

and 66%, respectively, diagnosed in stage I and II. Egypt, Jordan, and Saudi Arabia seem to be 

the furthest away from the 60% target value. However, the presented data for Egypt only cover 

the period before initiation of the Women's Health Initiative in 2019. A recent analysis of the 

first years of this initiative (July 2019 to June 2021) shows a significant downstaging among 

women reached, with 80.5% diagnosed in stages 0 to II (224). Local experts in Jordan also 

pointed out that the stage distribution has improved since the publication of the data shown in 

Figure 22. 
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Figure 22: Stage distribution of breast cancer at diagnosis and WHO GBCI target. 

Notes: Data for ALG covers patients in community and university hospitals from the public sector in 2016 

(n=1436). Data for EGY comes from a meta-analysis of studies with data from 1997 to 2015 (n=31,172). 

Data for ISR cover records from women treated in the Northern region at the Ziv and Carmel medical 

centers (n=1,140). Data for JOR cover women diagnosed in UJH and Bashir Hospital in 2011-2014 (n=867). 

Data for MOR cover women diagnosed in 2008-2017 in INO Rabat (n=1,020) and CM-VI Casablanca (n=635). 

Data for SAU cover women diagnosed in 2004-2011 in the Saad Specialist Hospital. The data for the UAE 

represents a set of data points extracted from a graphical analysis conducted in a study focusing on women 

across the entire UAE during the period of 2015-2017. Data for SAF refer to diagnosis in the Chris Hani 

Baragwanath Academic Hospital (CHBAH) in 2006-2012 (n=1200). Data from TUR is for patients diagnosed 

in 2005-2017 at 36 centers (n=19,503). Sources: (91, 225), ISR (226), EGY (227), JOR (228), MOR (82), SAU 

(229), SAF (230), TUR (231), UAE (232). 

A recent study by IARC, including cancer registry data from Algeria, Morocco, the UAE, and 

other countries in the MEA region not among the MEA-9, highlighted the inconsistent practice 

of recording stage information and found that about one in four breast cancer diagnoses lacks 

such details, hindering the effectiveness of monitoring early detection initiatives (232). 

Additionally, the simultaneous use of two different classification systems (TNM and SEER) in 

many cancer registries introduces extra complexity, potentially compromising the data's 

completeness and accuracy (232). Thus, the use of current data on the stage distribution to 

infer the effectiveness of breast cancer detection in most MEA-9 countries warrants a cautious 

interpretation. Efforts are needed to confirm and improve data accuracy and completeness. 

Cancer stage at diagnosis is heavily associated with survival chances. The earlier the diagnosis 

is made, the higher the chances to survive; see Figure 23. In cases where the tumor is detected 

while it is still localized (i.e., localized and stage I, according to the SEER and TNM 

classification, respectively), the 5-year survival rates reported in a published paper are nearly 

98% in Jordan (228, 233). In the most advanced stage (i.e., stage IV), the 5-year survival rates 

drop to 46%. By comparison, the 5-year relative survival rate in localized breast cancer was 99% 

in the United States in the diagnosis period 2013-2019 and only 31% in metastatic breast cancer 

(234). 
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Figure 23: 5-year survival rates by stage of diagnosis in Jordan. 

Notes: Survival rates for Jordan are based on the overall survival rates between 2011 and 2014 from two 

of the main public health providers. Source: (228, 233). 

6.1 Self-initiated detection 
Breast self-awareness by women to look out for breast cancer symptoms is considered crucial, 

especially since organized screening programs are lacking in most countries in the MEA region. 

If a woman experiences symptoms, the first step for her is to visit a health care professional, 

such as a general practitioner (GP) in primary care. The GP may perform a physical examination 

(a CBE) and then refer the patient to a specialist for a mammography if necessary. 

The most common breast cancer symptoms are summarized in Figure 24. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 24: Common signs and symptoms of breast cancer. 

Source: (235). 
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According to the WHO, there are two main areas to ensure early diagnosis (236). 

1. Increased awareness of first signs of cancer: 

a. Knowledge about common symptoms of breast cancer is key and health literacy 

is a critical skill for early detection (237). Awareness campaigns on symptoms 

(and on the opportunity of screening programs) can increase the health literacy 

in the population. The “Breast Cancer Awareness Month” in October every year 

is an example of a global awareness initiative. These campaigns are often run 

jointly by governments and patient organizations to maximize outreach. 

b. Primary care providers (GPs, nurses) need to be trained to recognize symptoms 

of breast cancer. 

2. Improved accessibility and affordability of health services and improved referral from 

primary care to specialized care: 

a. Geographical and financial barriers might prevent patients from accessing 

health services rapidly. Psychosocial barriers (e.g., fear and stigma) might also 

delay the time until patients access health services for a diagnostic 

confirmation. 

b. Clear referral guidelines and pathways are needed to facilitate quick referral 

from primary care to appropriate diagnostic services in specialized care. 

6.1.1 Overview of main challenges in the region 

The subsequent section provides an overview of the state of self-initiated detection of breast 

cancer in each country. It highlights barriers identified in both the literature and by local 

experts as the principal challenges. Figure 25 summarizes common challenges across countries. 

 

Figure 25: Challenges with self-initiated detection in the MEA-9 countries. 
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6.1.2 Country-specific status and challenges 

Algeria 

There are awareness campaigns in Algeria in different media platforms such as billboards in 

public areas, posters in waiting rooms and in press (57). Awareness campaigns are more common 

in October, called “Pink October”, which is the breast cancer awareness month. 

Main challenges 

• Lack of culture of prevention: Breast cancer is seldomly discussed openly in rural 

communities due to being perceived as a taboo, although local experts note that there 

has been a general increase in awareness among women compared to previous years. 

• Fear of having cancer: According to local experts, many women in rural areas exhibit 

fear and hesitation when it comes to seeking out screening services. There seems to be 

a prevailing belief that "when you look for something, you find it," which contributes 

to their reluctance. 

• Social consequences: For some women, a breast cancer diagnosis results in divorce as 

the husband would not accept a wife having cancer (238). Local experts noted that 

women in rural areas also worry about the potential negative impact on their daughters' 

marital prospects, given the perceived hereditary nature of breast cancer. 

• Lack of training of primary care workers: Local experts have observed instances 

where delays in time to treatment have arisen because physicians incorrectly identified 

tumors as benign. 

• Low health literacy: In a prospective multicenter cohort study of breast cancer patient 

in Algeria (N=1437) physicians reported delays in diagnosis with the main reason being 

the patient not seeking medical care (225). However, a retrospective study in the 

region of Batna (N=267) showed that the median time from first symptoms to having 

first consultation was only 15 days (25% 3 days – 75% 70 days) (239). 

Egypt 

A questionnaire study including 600 women that had visited primary health care centers in 

primarily Cairo showed that the main source for information on cancer were TV and radio (60%), 

while 6% reported that their main source was a medical person or book, and 7% answered 

newspapers (240). Also results from a study from the Nile Delta (N=48) showed that the primary 

sources from which women learned about breast self-examination were television, nursing or 

medical school or a medical doctor. The women in the latter study all agreed that more 

information on breast cancer and screening was needed and that the government should provide 

more health education, e.g., in collaboration with media and by having female physicians 

visiting primary school (241). 

Main challenges 

• Prolonged delays in seeking medical attention: An analysis of breast cancer records 

(N=5,236) from 2007 to 2016 from three public oncology services in Alexandria showed 

that the time from first symptom to first specialist consultation was less than 1 month 

in 11% of the cases, between 1 and 6 months in 59% of the cases and more than 6 months 

for 31% of the cases (91). Another study using 2016 data revealed that 61% of the waiting 

time—from the onset of the first symptom to the commencement of treatment—was 

attributed to patients (242). On average, they took 4.4 months to seek medical 

assistance. 
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• Low health literacy: A study on female university students in Egypt published in 2013 

showed that there is a low level of knowledge on breast cancer risk factors, early 

warning signs and breast self-exam among female university students and that only few 

students practice breast self-exam monthly. The most common reasons for not 

practicing breast self-exam were ”did not know how to perform it” (47.7%) and lack of 

interest (35%) (243). Another study including 600 women that had visited a primary 

health care center found that knowledge about breast cancer was limited in 80% of 

cases, even though almost all interviewed women (94%) had heard about breast cancer. 

Of all respondents, 38% believed that breast cancer is an incurable disease (240). 

Another study found that even if women understood that early detection was important 

to reduce mortality, they did not know the symptoms of breast cancer. Thus, the 

women tended to ignore early signs, not understanding that there was a need to seek 

help (241). In addition, local experts emphasize the importance of raising awareness 

and education among not just women, but also men and health care providers. 

• Geographical barriers: Local experts highlighted one of the primary challenges 

hindering women from seeking care were the accessibility of services. However, after 

the Women’s Health Initiative was launched, it improved service accessibility, and as 

a result there was a notable increase in adherence to early detection practices, 

especially in rural areas. 

• Distrust in primary health care physicians: Results from an interview study published 

in 2012 with women from rural and urban areas in the Nile Delta (N=48) showed that 

there was a distrust in primary health care physicians regarding breast cancer. Most of 

the women said they would go directly to an oncologist if they suspected something 

with their breast, while some preferred a gynecologist. It was stressed that women 

wished that the physicians also showed more empathy and hope. It would be beneficial 

if primary health care physicians increase awareness of breast screening and self-

examination in their patients (241). Local experts also mentioned that lack of trust in 

medical services within the community, particularly in rural areas, is an important 

challenge. 

• Lack of culture of prevention: Local experts have pointed out a critical need to retain 

women who have undergone the initial screening. Culturally, people might believe that 

if they are not showing symptoms, there is no need to continue medical consultations. 

This underscores the importance of promoting consistent screenings, not just a one-

time event, and instituting follow-up calls for those who have completed their initial 

visit. 

• Fear of having cancer: There is a prevailing fear of receiving a cancer diagnosis, 

according to local experts. 

• Unclear patient navigation: Local experts noted that the referral system needs to 

improve as the patient navigation for the patients who need to continue their treatment 

in different facilities is still not clear. Many patients were unsure about where to seek 

medical attention, uncertain whether to consult a gynecologist, primary care facilities, 

private services, or other health care providers, according to local experts. 

• Lack of training of primary care workers: Local experts highlighted that a delayed 

diagnosis might, in part, be due to health care providers' unfamiliarity with alarming 

signs of breast cancer. Nonetheless, the training given by the Women’s Health Initiative 

has introduced positive shifts in this area, according to local experts. There have been 

numerous efforts to train primary care physicians on the best practices to conduct CBE. 
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Israel 

The adult population in Israel exhibits a comparatively high level of general health literacy, 

exceeding that of many European countries (244). Approximately 70% of the population has 

sufficient health literacy (245). Consequently, women in Israel may be better equipped than 

women in other MEA countries to comprehend the importance of early detection and screening 

for breast cancer. 

Self-examination is not encouraged (246), and instead local experts highlight that the approach 

to early detection is through breast cancer awareness. Women are expected to be aware of 

changes in their breasts and seek medical attention if needed. Local experts also shared that 

CBE for women in primary settings who are not at a high-risk is deemed inefficient. As described 

in section 6.2.2, the participation in the national screening program is high and meets its 

objectives. 

Main challenges 

• Social stigma: The findings of a study on the Druze minority suggest that Druze men 

tend to have more negative perceptions of breast cancer and are more likely to adopt 

these negative beliefs as their own than for Druze women (247). For instance, Druze 

men might feel more uncomfortable around people with breast cancer and are more 

likely to engage in avoidant behavior than women. 

• Lack of training of primary care workers: A study revealed that young women (those 

under 40) and post-partum women often experience diagnostic delays after consulting 

a breast surgeon (248). Local experts stressed the importance of providing training to 

primary care personnel in order to identify uncommon signs of breast cancer. This is 

particularly crucial for young women who could potentially miss out on early diagnosis 

due to preventable delays caused by a lack of suspicion regarding breast cancer. 

• Shortage of breast surgeons: Local experts further highlighted that a scarcity of breast 

surgeons presents an additional challenge to early detection, given that family 

physicians lack the authorization to directly recommend mammograms. Local experts 

noted the initiation of a pilot program within the HMOs to tackle this surgeon shortage, 

focusing on training and aiding health care professionals to streamline the process for 

women with suspicious symptoms. 

Jordan 

The JBCP is a national program under the KHCF. It adopts a holistic social and behavioral change 

approach that promotes breast cancer early detection at different levels starting at the 

grassroots level of community, to health care providers and systems, to policy and decision 

makers. This includes various activities to reach the community and to raise awareness both in 

one-to-one and group activities (249). There are three main areas (i) to raise awareness of 

breast cancer among the public and the communities of women, (ii) to increase skills and 

awareness of medical staff, and (iii) to improve availability and standards of mammography 

(250). Community outreach and awareness-raising efforts are conducted throughout the year. 

Every October, Jordan hosts a widespread campaign to raise breast cancer awareness through 

media, street advertisements, and educational lectures. According to local experts, awareness 

campaigns run throughout the entire year. 

From a questionnaire study based on the answers from 400 women approached at outpatient 

clinics in Jordan it was found that almost all women (99.5%) had heard about breast cancer and 

87% wanted to know more about it. The majority of the responders (70%) received their 
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information on breast cancer from media (TV, radio, newspapers and social media), while only 

12% stated their main source of information were friends and relatives, 10% awareness lectures 

and 8% said their main source of information on breast cancer were health centers (251). 

54% of breast cancer cases in Jordan were found at advanced stages (III-IV) in 2015-2016 (13). 

Although this number suggests that many cases are diagnosed late, local experts expressed 

there has been a significant improvement, in particular there has been progress in detecting 

early-stage cases (stages 0 and I). The proportion of cases diagnosed at late stages is currently 

around 40%, according to local experts, although this data is not yet published.  

Surveys on knowledge, attitudes, and practices conducted continuously indicate that women's 

knowledge about breast cancer and the importance of early detection has improved in recent 

years, according to local experts. Also, experts pointed out that taboos surrounding the topic 

are being broken, and there is a growing interest in breast cancer awareness and participation 

in related activities within the community. While there is sufficient literacy and knowledge 

regarding breast health, there remains a challenge in translating this knowledge into practice, 

as the demand for services still falls below optimal levels.  

Main challenges 

• Gaps between knowledge and practice: While there is a general awareness of the 

importance of regular breast health checks, there is a noticeable gap between 

knowledge and practice. In a study spanning all of Jordan with a sample of 2,058 

women, 82% acknowledged the significance of frequent self-breast exams (252). 

However, only 57% reported conducting one in the past month (252). Similarly, while 

80% recognized the importance of CBE, just 34% stated they had undergone one in the 

last two years (252). The main barriers for doing CBE and mammography were absence 

of symptoms (252). 

• Low health literacy: A study conducted at two cancer centers in Jordan with data from 

2012-2014 showed that the mean presentation time (time between symptoms’ 

appearance and first consultation) for breast cancer was 201 days (median 30 days). 

About 30% had a delay in presentation (253). However, recent studies and observations 

from local experts indicate a notable improvement in breast cancer awareness. A 2018 

study revealed that 44% of the women surveyed demonstrated good to excellent 

knowledge regarding the signs and symptoms of breast cancer (254). Also, underscoring 

this progress, a 2021 survey by the JBCP conducted after an awareness campaign 

revealed that only 6% of respondents were unaware of any breast cancer detection 

methods (255). 

• Lack of training of primary care workers: In the study cited previously for 2012-2014, 

17% of the women who had attended a medical visit were misdiagnosed with other 

conditions than cancer or told by their physicians that the symptoms were benign (253). 

• Unclear patient navigation: The fragmented nature of the Jordanian health system 

poses challenges in patient navigation and clarity in the health care journey, according 

to local experts. 

• Out-of-pocket payments for medical consultation: Local experts noted that 

affordability is another issue, even if the services are partially covered by insurance, 

there are still costs that women have to bear. 

Morocco 

To raise awareness about breast cancer, a nationwide campaign is held every October. This 

campaign utilizes various mediums such as posters, billboards, radio, television, print media, 
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and social media. Its impact can be seen in the participation rate for non-organized screenings 

offered across the country. Data from 2016 showed that 52–87% of the screenings performed at 

primary health centers during this year were registered during the post‐campaign months 

(November and December) (256). Nevertheless, a study at the two largest public oncology 

centers in the country, the CM-VI and INO, with data from 2008 to 2017 found that of the 

patients in the study, 97% were symptomatic at the time of diagnosis (154). 

Main challenges 

• Lack of training of primary care workers: A study conducted at the University Hospital 

of Rabat assessed breast cancer knowledge among nurses and physicians (257). While 

all the physicians demonstrated satisfactory knowledge, with 47% exhibiting excellent 

knowledge, the results for nurses were more varied. Only 43% of nurses showed good 

knowledge, and 57% had limited understanding. Interestingly, none of the physicians, 

but 60% of the nurses, believed that prayer alone could cure breast cancer without the 

need for medical therapy. Ensuring a high level of knowledge among health care 

professionals is crucial, as it directly impacts the information relayed to patients about 

symptoms and screening recommendations. Though this study dates back to 2011 and 

the situation may have since evolved, local experts still raise concerns. They suggest 

that some health care workers might lack the training to identify specific breast cancer 

cases, such as misjudging young symptomatic patients as being too young for the 

disease. 

• Out-of-pocket payments for medical consultation and geographical distance: In a 

study with data from 2012 to 2013 on patients with breast cancer (N=130) treated at 

the hospital CHU Mohammed VI in Marrakech it was shown that 63% waited more than 

six months from the first signs to the diagnosis, with a mean of 8.5 months. Reasons for 

this delay were among others: lack of financial means (40%) and geographical distances 

(23%) (258). 

• Reliance on traditional medicine: In the same study, sociocultural beliefs using 

traditional treatments first (20%) were the third most common reason for patients to 

delay seeking medical care (258). 

• Delays in seeking care: A study of 2,120 breast cancer patients from two prominent 

oncology centers revealed that the median time between the appearance of the first 

symptoms and the initial medical consultation ("access delay") was 6 months (154). 

Moreover, for 30% of these patients this interval exceeded 12 months. Notably, the 

access delay was significantly reduced during the 2013-2017 period compared to 2008-

2012, likely due to the impact of awareness campaigns and the national screening 

program. 

• Continuity of breast cancer awareness throughout the year: Local experts pointed 

out that both the Lalla Salma Foundation and the MoH conduct regular campaigns 

throughout the year to raise awareness about women's health. However, some other 

experts argued that these efforts are insufficient, emphasizing the need for a stronger 

and more consistent approach throughout the entire year. 

• Low health literacy: Based on the results from interviewing 150 women in rural areas 

in the province of Taounate showed that even though 77% of the women stated they 

had received information on breast cancer, only 31% of all the women responded 

correctly to at least half of the questions on cancer risk, symptoms, and detection. The 

weak knowledge was partly explained as an effect of the women participating not 

having an education and not working professionally. The main source of information on 

breast cancer was medical staff, and the second source was television. Six out of ten 
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women (63%) in the study answered that they self-examined their breast. One 

conclusion from the study was that there is a need for better information and 

motivation for women on breast cancer (259). Another study conducted by the National 

Institute of Oncology in Rabat, involving 200 participants, found that the number of 

days taken by patients to seek medical help was longer than the health system delay 

(260). The median patient delay for women to seek help was 65 days. Women from 

lower socioeconomic groups, living in rural communities, being illiterate, and having 

low health literacy on breast health had a significantly higher chance of experiencing 

total delays (patient plus health system) of more than 4 months. 

• Shortage of primary care workers: Local experts mentioned that a major challenge 

lies in ensuring the availability of human resources as there is a shortage of health care 

workers. By the end of 2021, the number of health workers per 1,000 people was only 

1.64, falling far below the minimum requirement set by the United Nations to achieve 

sustainable development goals, which is 4.45 health workers per 1,000 people (261). 

Saudi Arabia 

In the National Cancer Control Plan for 2014-2025 it was stated that approximately 50% of 

breast cancer cases get diagnosed in advanced stages (186). However there has been an 

important decline in the number of regional and distant breast cancer cases diagnosed since 

the early 2000s, alongside a significant increase in localized cases (262). This positive shift 

towards early detection can be attributed to various factors, such as the modernization of the 

country, which has led to improved health awareness among the general population, 

accompanied by a trend of urbanization (262). 

In addition, numerous initiatives have been implemented to raise breast cancer awareness, 

further supporting the improvement in early detection. In 2012, the Ministry of Health launched 

the Breast Cancer Early Detection (BCED) project on a national scale (262). According to local 

experts, self-examination is promoted through awareness campaigns and sometimes by GPs or 

gynecologists as well. Also, local experts noted that many diagnoses are made in October, when 

there is a discount on screening mammography services in the private sector. 

Main challenges 

• Lack of awareness: In a study of female teachers (N= 316) performed during 2019 and 

2020 in Buraydah, fewer than half (43%) said they performed breast self-examination, 

while 10% went to a clinic for their examination (263). Among the main reasons for not 

performing self-examinations were ignorance of the examination (263). Local experts 

also identified this challenge as a contributing factor to delays in diagnosis.  

• Fear of having cancer: In the study cited before, 25% of female teachers said that they 

did not performed self-examinations due to the fear of discovering tumors (263). 

• Language barriers: In a study, the difficulty to speak with foreign health care 

professionals was cited as one of the main barriers (264). 

• Difficulties in system navigation: According to local experts, early-stage breast cancer 

diagnosis is more common in the private sector, while later-stage diagnoses occur more 

frequently within governmental facilities, possibly due to system navigation challenges 

of local citizens with lower socio-economic status rather than symptom awareness. 

• Social consequences: Studies have also shown fears associated with cultural and 

community barriers (e.g. shyness and embarrassment) (264). Also, local experts noted 

that cultural stigma around breast cancer diagnosis contributes to delays in the 

detection. 
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• Low health literacy: While there is a positive attitude towards breast self-examination, 

there remains a significant deficit of health literacy regarding breast health. For 

example, a study in Jeddah showed that 97% of participants recognized the importance 

of early detection for improving survival chances (265). Surprisingly, although the 

majority of participants had a bachelor's degree, 92% were considered to have 

inadequate knowledge about the symptoms and risk factors of breast cancer. 

• Lack of training of primary care workers: A 2013 study involving female medical 

students from Taif revealed that only 8% possessed comprehensive knowledge about 

breast cancer and self-examination (266). 

• Socioeconomic disparities in self-examination: In a 2013 study with a representative 

sample, women with lower educational levels and belonging to a lower socio-economic 

group were less likely to self-examine their breasts compared to their more affluent 

counterparts (267). 

South Africa 

It is recommended that all women over the age of 40 who visit a primary health clinic for any 

reason receive a CBE called PISCBE (Provider Initiated Screening Clinical Breast Exam) (268). If 

any abnormality is detected, women should be referred to a regional breast unit for further 

evaluation. Additionally, every primary health care facility should prioritize breast health 

education. This ensures women are well-informed about breast cancer and the significance of 

routine screenings. 

Local experts underscored that traditional healers often serve as the first point of care for 

many patients. They also highlighted the advantages of incorporating traditional healers into 

the health care system. Such integration can help ensure a more seamless transition for patients 

who are transitioning from traditional diagnostic approaches, framing it as a 'complementary' 

rather than an 'alternative' method. 

Local experts noted the importance of customizing breast cancer care solutions to the current 

landscape. They observed the rise in urbanization, enhanced accessibility to technology in 

urban regions, and a demographic that is both aging and increasingly tech-savvy. Such trends 

suggest opportunities to leverage technology in urban settings for more effective breast cancer 

awareness and early detection.  

Main challenges 

• Geographical barriers: Geographical proximity to health centers can have a significant 

impact on breast cancer staging at diagnosis. Research indicates that women living 

more than 20 kilometers away from tertiary health centers are more likely to be 

diagnosed with advanced stage breast cancer (stage III/IV). In fact, a study found that 

62% of patients residing further from the center were diagnosed with late-stage breast 

cancer compared to 50% of those living within 20 kilometers (269). 

• Transportation barriers: Building on the previous challenge, local experts identify 

transportation as a primary obstacle to early breast cancer detection. Informal surveys 

conducted at Tygerberg Hospital in Cape Town indicate that transportation is the 

foremost barrier to care. 

• Low utilization of health care services: In some regions, women with non-

communicable diseases report low utilization of health care services, like in the 

Sowetan region (269). 
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• Unclear patient navigation: Local experts have pointed out that the provinces have 

different access points, and the evaluation also varies between the private and public 

sectors. This lack of standardized access and evaluation is a significant problem as 

women frequently struggle to identify where they should seek care, resulting in delays. 

According to local experts this challenge extends beyond the public sector, even women 

with private insurance face difficulties in pinpointing their access points for screening.  

• Low health literacy in some communities: One study in the rural community of 

Makwarani showed that 69% of women in the sample had never heard of breast cancer 

and 95% had never heard about breast cancer diagnostic checks (270). However, local 

experts emphasized that women are in general aware of the need of having CBE and 

mammography, signaling that this is probably an issue of specific communities. 

• Insufficient early detection education given in health care facilities: In the same 

study cited previously only 14% of the women in the sample had received information 

in health facilities, the rest mainly from the media (270). 

• Reliance on traditional medicine: In some rural communities, traditional healers may 

be consulted prior to attending to a health center (269). Some local experts shared 

success stories about the incorporation of traditional healers into care teams in clinics. 

This has helped enhance access and also to integrate cultural awareness within the 

health care system. One of its challenges, however, is that traditional medicine often 

entails a significant out-of-pocket expense. 

• Rising preference for complementary medicine: Local experts have observed a 

growing trend where individuals, particularly young, educated women in the private 

sector, are increasingly turning to complementary medicine before seeking 

conventional medical care. 

• Difficulties to take time off for examinations: The ability to access health care in a 

timely manner is often influenced by economic factors. Local experts note that patients 

frequently postpone seeking health care because they cannot afford to take time off 

from work and need to continue earning money. 

• Fear of social consequences: Due to the fear of social stigma, certain women may 

postpone seeking medical attention for themselves, because if they are diagnosed with 

breast cancer, their daughters are believed to be at risk of developing breast cancer 

too (270). 

Türkiye 

Public health centers provide training and guidance to encourage women to conduct monthly 

self-examinations once they turn 20 years old (271). Women between the ages of 40 and 69 are 

recommended to undergo CBE once a year and mammography every two years (271). A study 

found that the mean time for a woman to seek medical care when finding breast cancer 

symptoms is almost 5 weeks and considered it to be an average of developed and developing 

countries (272). 

Main challenges 

• Gaps between knowledge and practice: According to a study, the rates of breast self-

examination in Türkiye are high, with around 80% of women performing it (273). 

However, the same study found that the self-examinations were not being adequate, 

for instance, they were not performed as regularly as recommended (273). Another 

study found that even if women had sufficient knowledge on breast cancer, this does 

not necessarily translated into regular screening with mammography or regular breast 
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self-examination (274). In the study, less than 1% of women performed the self-exam 

correctly (274).  

• Low awareness: A study revealed that the primary cause for delaying medical care was 

patients ignoring symptoms, a trend particularly correlated with being in the younger 

age group of 30 to 39 years (272). Also, local experts have identified low health literacy 

and a lack of awareness regarding the importance of self-examination as major 

obstacles to early detection. 

• Long waiting times: Local experts noted that patients face difficulties in securing an 

appointment at health clinics when experiencing symptoms, particularly in the public 

sector.  

UAE 

In the past, there were limited clinics or primary care centers offering mammography in semi-

urban and rural areas, according to local experts. As a result, women from these regions 

frequently traveled to urban centers for these procedures. However, today, both private and 

governmental organizations, including initiatives like the Pink Caravan, are actively working to 

extend these screenings to rural locales, delivering services directly to women where they live. 

This development represents a significant advancement in overcoming geographical barriers 

and ensuring widespread access to crucial health screenings. Experts noted that all local 

citizens (Emirati) across the UAE can access screenings. Expatriates, on the other hand, can 

access them after obtaining a health card and making the necessary payment. 

Main challenges 

• Low health literacy regarding symptoms: In a study examining delays in seeking health 

care, some women reported having painless breast lumps. Their lack of concern was 

primarily due to the absence of pain (93). Local experts further emphasized that some 

women tend to self-diagnose, mistakenly believing they do not have cancer.  

• Social consequences: The study cited above reached the conclusion that women were 

expected to suffer in silence and behave as role models for others (93). Concerns about 

societal perceptions of women with breast cancer and the pressure to conform to 

community standards played a more significant role in decision-making than the actual 

fear of death from breast cancer (93). Local experts also noted that some women delay 

screenings due to feelings of shame or fear of social judgment, with concerns such as 

being ridiculed or viewed as having “bad karma”. Women might also worry about 

potential rejection or divorce from their spouse due to their diagnosis, which according 

to local experts has been observed in some cases. 

• Unawareness of health services: Local experts noted that new expatriates are 

sometimes unaware of the available health services in the UAE.  

• Fear of having cancer: Local experts indicated that many people still harbor 

misconceptions about breast cancer, often perceiving it as an inevitable death 

sentence. However, initiatives such as FOCP are working to dispel these myths, 

emphasizing through their campaigns that breast cancer is a treatable disease, 

particularly, when diagnosed early. 

• Difficulties for getting an appointment: Local experts indicated that securing an 

appointment at a health clinic can be challenging for women exhibiting symptoms. A 

study conducted in 2010-2011 at the Tawam Hospital showed that the time interval 

between initial breast cancer symptoms and seeking medical help was between three 

months to three years (275). 
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6.2 Screening programs 
Breast cancer screening programs aim to test asymptomatic women within specific age groups 

at regular intervals. The primary goal is to identify cancer in its early stages, thereby reducing 

the mortality associated with late-stage diagnoses (276). In the MEA-9 countries, breast cancer 

screening is practiced to varying extents in all countries; see Table 8. Country-specific 

screening programs and their challenges are described below. 

Table 8: Early detection programs for breast cancer 

Country Year of 
launch 

Type of 
organization 

Target group Interval Test method Source 

Algeria 

  

2018 

(Pilot in 7 
provinces) 

Non-organized Women aged 
40-70 

Unknown Mammography (197, 
277, 
278) 

Egypt 

 

2019 Non-organized Women aged 
≥35 

1 year CBE and 
mammography 

(279) 

Israel 1995 Organized Women aged 
50-74 

2 years Mammography (280) 

Jordan  

 

2006 Non-organized Women aged 
≥40 

1-2 years Mammography 
and CBE 

(65, 
281) 

Morocco  2010 Non-organized  Women aged 
40-69 

2 years CBE (256) 

Saudi 
Arabia  

N/A Organized* Women aged 
40-69 

2 years Mammography (282) 

South  

Africa  

2017 Opportunistic Women aged 
≥40 

6 months CBE (190) 

Türkiye  2004 Organized Women aged 
40-69 

2 years 
and 1 year 
for CBE 

Mammography 
and CBE  

(283) 

UAE  N/A Non-organized Women aged 
≥40, or 
younger with a 
family history 
of cancer 

2 years Mammography (195, 
284) 

Notes: * According to local experts, women are not actively invited, yet the program is usually referred 

to as being “organized”. 

In the MEA-9, awareness of symptoms to facilitate self-initiated detection is critical as most 

countries lack effective screening programs. Studies conducted in the region, such as in Jordan, 

have revealed that approximately 95% of breast cancer cases are diagnosed after women have 

already begun experiencing symptoms (253). In Türkiye, a study found that close to 70% of 

women were diagnosed after getting symptoms (272). In comparison, in Europe half of all new 

cases are self-detected and half are detected through organized screening (285). The lack of 

organized screening programs and/or low participation in these programs in MEA-9 also 

contributes to the high percentage of cases diagnosed at advanced stages; see Figure 22 at the 

beginning of chapter 6.  

Several factors determine the quality and success of a breast cancer screening program: 

1. Test method 

The method has to be safe and effective. The effectiveness depends on the accuracy of the 

screening method. Accuracy is judged by having a high sensitivity (i.e., as few people as 

possible with the disease get through undetected) and high specificity (i.e., as few people as 
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possible without the disease are subject to further diagnostic tests) (286).3 The main methods 

used for breast cancer screening are the following: 

• Mammography: it is the primary tool to screen for breast cancer using mammography 

machines by doing an X-ray of the breasts; see more in section 7.1. 

• CBE: it is a physical exam performed by a health care professional who has received 

training to perform it. 

Mammography is the only breast screening method with substantial evidence supporting its 

effectiveness in reducing breast cancer mortality in large-scale programs (276, 287). 

Population-based mammography screening demands more resources, necessitating additional 

radiographers, radiologists, facilities, and equipment (288). Yet recent advances with the use 

of artificial intelligence (AI) supported imaging analysis for mammograms have been shown to 

reduce the need for radiologists (289). Nevertheless, in low-resource settings where the health 

system lacks the capacity for mammography screening, population-based mammography is not 

recommended (276). Instead, CBE is alternative with sufficient evidence of shifting the stage 

distribution of tumors detected towards lower stages in low-resource settings (276). Given the 

diverse economic and health care landscapes of countries in the MEA-9, it is imperative to 

thoughtfully evaluate which early detection techniques to adopt. Such a decision should 

consider the evidence supporting the effectiveness of interventions, the necessary resources 

for their implementation, and their accessibility in each country. 

2. Type of organization 

Breast cancer screening programs vary widely in their organization, scope, and approach, 

reflecting the diversity in health care systems, resources, and priorities of different regions or 

countries. Main types are the following: 

• Organized population-based programs: They target a healthy segment of the 

population eligible for breast cancer screening, using active invitations and call-recall 

systems to promote participation. Invitation efforts are centralized and underpinned 

by centralized quality assurance (287). The WHO emphasizes that only organized 

screening programs are likely to be fully successful in reaching a high proportion of the 

at-risk population (290). 

• Non-organized programs: These programs identify a specific segment of the population 

that is eligible for breast cancer screening, and women within this segment have the 

right to request and receive screening. In non-organized programs, women 

independently seek screening based on their own concerns or perceived risk factors. 

• Opportunistic programs: Sometimes considered a subtype of a non-organized program, 

opportunistic programs offered women without symptoms of breast cancer when they 

seek health care services for reasons unrelated to cancer. Women are not 

systematically invited to screen at certain intervals and there are no standardized 

protocols (287). 

3. Target population 

The target population should be a population segment that has an increased risk of developing 

a certain cancer type. It should neither be defined too broadly nor too narrowly. The WHO 

 
3 The accuracy is determined by the frequency of both false positive diagnoses (i.e., detection of a cancer 
that does not exist; type I error) and false negative diagnoses (i.e., failure to detect an existing cancer; 
type II error). 
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recommends prioritizing women aged 50 to 69 (287). In some high income settings, organized 

screening programs have extended their target group to both younger and older women, 

targeting women aged 45-74 years (287, 291, 292). Given the earlier onset of breast cancer in 

the MEA-9 region (293, 294) (295), there has been advocacy for the inclusion of younger age 

groups in countries like Jordan and the UAE (65, 296). Therefore, the starting age in most MEA-

9 countries is at the age of 40 as shown in Table 8. 

4. Screening interval 

If the interval between two screening sessions is too short, it will lead to high screening costs 

with no additional patient benefits. If the interval is too long, screening will fail to detect many 

cancers at an early stage. Depending on the test method, the interval for breast cancer 

screening is usually every one to three years (297). 

5. Public information campaigns 

They are intended to raise awareness and to inform people about the availability and benefits 

of screening. Information campaigns have been shown to be a powerful tool to promote and 

increase the utilization of screening services by lowering peoples’ reservations and concerns 

about it (298, 299). The main breast cancer awareness campaigns occur in October (288).  

6. Follow-up actions 

Mechanisms for referral and treatment of abnormalities have to be put in place (290). There is 

little sense in spending money on screening unless all patients with a diagnosis are offered 

appropriate treatment. 

7. Coordination and quality assurance of activities across the entire pathway 

A quality control system to manage and monitor screening tests and clinical quality is essential 

(300). This requires an information system that can send out invitations for initial screening, 

recall individuals for repeated screening, follow those with a positive diagnosis, and monitor 

and evaluate the program. Some examples of KPIs used in quality assurance of breast cancer 

screening are participation rate, examination coverage, further assessment rate, and detection 

rate (286). 

8. Inclusion of all population segments 

Refugees and displaced populations face barriers in accessing breast cancer prevention services 

and cancer care services in general, worldwide as well as in the Middle East (301, 302). The 

most prominent barriers are costs for services and transportation, difficulties in navigating the 

host country’s health system, lack of knowledge on cancer, and social stigma (301). 

6.2.1 Overview of the main challenges in the region 

The subsequent section provides an overview of the state of breast cancer early detection and 

screening efforts in each country. It describes the primary challenges to effective screening, as 

identified in the literature and by local experts. Figure 26 summarizes common challenges 

across countries. 
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Figure 26: Challenges with screening programs in the MEA-9 countries. 

6.2.2 Country-specific status and challenges 

Algeria 

In line with the national cancer plan for 2015-2019, pilot projects focused on organized breast 

screening programs were initiated in 2018 across seven selected provinces (303). As of 2023, a 

comprehensive nationwide screening program has still not been fully implemented. Even though 

there is an active steering center dedicated to the program's expansion, it is anticipated that 

achieving full operational status will take time. In parallel, the government is working on 

procuring the necessary equipment for the designated screening centers. Despite the absence 

of a countrywide organized program, progress in the early diagnosis of breast cancer has been 

made over time. Upon detection, the median tumor size was 9 cm in 2000, 7 cm in 2005, and 

in 3 cm in 2020, with fewer than 20% of women now presenting with metastatic breast cancer 

at diagnosis, according to local experts. 

Main challenges 

• Lack of guidelines: There are no established or widely agreed-upon set of guidelines 

or procedures in place for conducting breast cancer screening within the country (304). 

• Low participation rates: Local experts noted that screening participation rates were 

low. This was especially evident among women from rural communities. According to 

local experts, the current diagnosis rate through these screening efforts stands 

between 10-20%. For this reason, the majority of cases are detected in women with 

symptoms.  

• Geographical barriers: Mass screening at health facilities will only work in urban areas, 

whereas mobile teams would be needed to cover women living in isolated areas. 

Opportunistic screening occurs in women with personal risk factors and/or a family 

history of cancer, but this is mainly offered in urban areas and attracts women from 

higher socio-economic layers, according to local experts. 

Egypt 

Until 2019, breast cancer screening was only organized by NGOs which captured a few thousand 

women according to local experts. In July 2019, the “Women’s Health Initiative” was launched 
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to establish a countrywide breast cancer screening program (179). The initiative offers free 

screening to women aged 35 or older, which corresponds to around 28 million women (279, 

305). CBE is used as a screening method. The initiative was implemented in three bi-monthly 

phases over the whole country. By 2020, 8.5 million women underwent screening (279). By 

2023, this number had risen to 33 million (306). 

The program is coupled to a referral system that guarantees screened women with a positive 

diagnosis access to treatment at MoHP hospitals. According to local experts, the program is now 

an ongoing continuous one with recurring annual visits for CBE. Women screened since program 

launch are given future appointments. The program is fully funded by the MoHP and is designed 

to be a sustainable program with secured funds rather than a short-lived initiative. 

One clear indicator of the program's success is the downstaging of breast cancer. A meta-

analysis gathering studies with data from the beginnings of the 2000s until 2015 found that 

more than half of diagnosis (56%) were made in stage III and IV (227). By 2023, that number 

dropped to 30% of all diagnoses made through the program (306). The proportion of women in 

the target age that were examined between July 2019 to June 2021 was 57%. The program has 

enhanced radiology and pathology laboratories, further explained in section 7. Also, by 

February 2023, the campaign had trained over 17,500 health care professionals (307). 

Main challenges 

• Diversity of data: Local experts highlighted challenges in establishing benchmarks and 

comparing data to monitor progress. This difficulty arises from the heterogeneous 

nature of participants in the campaign. Some women underwent screening as a 

preventative measure, while others joined the program after noticing symptoms. 

Moreover, comprehensive details about the participants remain to be fully understood. 

For example, when considering re-examination rates, it is unclear what percentage 

represents women undergoing annual check-ups, those with a family history of breast 

cancer, or those who returned due to mammogram findings. 

• Insufficient follow-through: While around 8.7 million women have received re-

examination services (134), there remains a gap in maintaining consistent 

communication with them. Local experts have noted that while the initiative is in the 

process of implementing an outreach system via SMS or phone calls, this system is not 

yet fully operational, potentially leaving many women without timely reminders or 

follow-up information. 

Israel 

The national breast cancer detection program started in 1995, providing regular mammograms 

every two years to women aged 50 to 74 with an average risk of breast cancer (280). For those 

at increased risk (according to experts, women with a lifetime risk of over 20%), there is a 

different follow-up plan, including MRIs and shorter intervals between mammograms. For 

instance, women over 40 years with a high-risk are eligible for annual mammograms (280). 

Local experts noted that women usually receive invitations from their HMOs for mammograms, 

and there is flexibility for women over 45 to request covered mammograms from their HMOs. 

The screening program is regularly monitored for quality control. Between 2015 and 2019, the 

participation rate in the program remained steady at approximately 70%, which was the 

intended target (280). Some sources estimate that half of all breast cancer cases get diagnosed 

through the population-based screening program (308). Local experts estimate that many more 
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cases are diagnosed within the screening program (approx. 80% of the cases in the target age 

group). 

Local experts mentioned that certain populations in Israel, such as Muslim Arabs, Yemenite 

Jews, and North Africans, experience a notably earlier average age of breast cancer onset 

compared to Western societies. Consequently, they emphasize the significance of enhancing 

and exploring risk stratification methods for screening protocols. 

Main challenges 

• Absence of a preventive culture: Although the one-time screening participation rates 

have met the national targets, the rates of repeated screenings fall short of the 

established targets (280). This suggests a lack of sustained commitment from women 

to participate in ongoing screening over time. 

• Disparities between ethnic groups: Screening participation rates vary across different 

ethnic groups. The Arab-minority group shows lower breast cancer screening 

participation rates with 64.8% compared to Jewish women with 78.2% (309). Local 

experts said that there have been numerous webinars and campaigns conducted in 

Hebrew, but there is a lack of such resources available in Arabic, mainly because not 

every medical center serves a substantial Arab population. 

• Disparities between religious groups: Research suggests that there are significant 

differences in breast cancer screening rates among Jewish women based on their level 

of religiosity. According to a study, ultra-orthodox Jewish women had substantially 

lower participation rates with only 50.7%, compared to other less religious Jewish 

women with 78% and non-religious Jewish women with 81.4% (309). 

• High recall rates: The recall rate for tests was found to be up to three times higher 

than the target (280). Overuse of additional tests may indicate potential technical 

failures that could lead to overdiagnosis of breast cancer. Overdiagnosis occurs when 

abnormalities are detected that would not have caused harm to the patient if left 

untreated, resulting in unnecessary treatments. This is a concerning issue as it can lead 

to increased health care costs and unnecessary stress and discomfort for women. 

• Age interval might not be wide enough: According to local experts, women of average 

risk who are under 45 or above 74 years old are not eligible for subsidized 

mammograms. With increasing life expectancy, this could potentially become an issue 

in the future. 

• Geographical barriers: Local experts mentioned that access to mammography 

screening is lower in rural areas. 

Jordan 

The JBCP is a national early detection program, (65). It leads and coordinates breast cancer 

early detection efforts including improving and providing universal access to mammography for 

all women aged 40 years and older. National guidelines recommend a CBE every year for women 

aged 25 years to 39, and a mammogram along with a CBE every year for women aged 40 and 

older (13, 252). The decision to start screening with mammograms at 40 was based on the fact 

that approximately half of the women in the country are diagnosed before age 51 (65). For 

women of all ages with an elevated risk of breast cancer, a variety of recommendations are in 

place, such as clinical check-ups every 6 to 12 months, an annual mammogram, a suggested 

annual breast MRI, the consideration of strategies to reduce risk (13). 
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The JBCP stands on three foundational pillars. First, it emphasizes the importance of early 

detection by ensuring the availability and accessibility of quality detection services across both 

public and private health sectors. This includes collaboration for the provision of breast imaging 

units, training programs for health care professionals, and the development of national 

screening guidelines, with a shift towards starting biannual screenings at 40 years. Local experts 

highlighted that so far, 40 breast imaging units have achieved accreditation, and 69 out of 90 

have seen upgrades. The second pillar is geared towards raising awareness and altering societal 

perceptions of breast cancer through diverse strategies like mass media campaigns, community 

interactions, and leveraging a network of 120 community health educators. The final pillar 

underscores the significance of shaping an environment conducive to combating breast cancer 

by focusing on advocacy, policy formulation, and research. 

According to local experts, screening services, including CBE and mammography, are provided 

for free to insured women. Subsidized fees for screening are also offered in private facilities to 

address affordability issues, according to experts. In October and November all JBCP partners 

from private facilities offer discounts for breast cancer imaging units. Additionally, to reach 

women in remote areas, the program operates two mammography mobile units in collaboration 

with the MoH and the KHCC that visit underserved and underprivileged communities to provide 

early detection services (310).  

A study with data from 2012-2014 found that about 95% of breast cancer cases are diagnosed 

after symptomatic presentation (253). Local experts note that the situation has improved. In 

the last 5 years, local experts have noted a rise in stage 0 case diagnoses, signaling notable 

progress. Diagnosing women at stage 0 suggests they are being identified through screening 

rather than symptom presentation. The JBCP strives to foster a shift in societal attitudes by 

engaging the entire community, not just women. For example, there is an emphasis on 

encouraging men to recognize the importance of ensuring their loved ones access the routine 

screening tests. 

Main challenges 

• Low participation rates: In a study conducted with 2,058 women across, about 50% 

were familiar with mammography screening (254). However, only 27.5% of women aged 

over 40 reported having undergone the procedure in the past 5 years. Another study 

found a similar screening rate with mammography for the targeted age group, around 

22% (311).  

• Absence of a preventive culture: In that same study conducted across Jordan, the 

primary reasons cited for not undergoing mammography was that 64% of women felt no 

symptoms (254). The absence of a preventive culture also affects health care providers 

that sometimes fail to suggest screening for women who seem healthy. In the 

aforementioned study, 80% of the women reported not receiving recommendations 

from their physicians to undergo screening. Although it is worth noting that this study 

also encompassed women outside the targeted age range for mammography (254). 

• Out-of-pocket payments for screening: The above mentioned study also found that 

costs associated with screenings were cited as a barrier by 9% of the study participants 

(254). For those without insurance, the mammography cost stands at $69. Given that 

the average family income is $639 per month (249), this cost can be prohibitive. This 

financial obstacle may be a contributing factor to the fact that only 13,000 women, or 

1.1% of the eligible population, have undergone screening (249). 

• Geographical barriers: Access to screening is low in underprivileged areas. However, 

two mobile mammography units are available (65). 
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• Fear of having cancer: Fear of having cancer is a detractor for undergoing screening 

according to different studies (254, 312). Local experts also noted that on the 

community and cultural side, fear of the test results is a common barrier. 

• Fear of getting a mammogram: Local experts have observed that fear of the test itself, 

not just the fear of diagnosis, is a common factor discouraging individuals from 

undergoing screening. 

Morocco 

The National Breast Cancer Screening Program was established in 2010, initially targeting 

women aged 45-69 years but later expanded to include those aged 40-69 years (256). As part 

of this program, women are invited to undergo CBE when they visit primary health care centers 

(256). Each of the primary care centers has an annual target of exams to reach. CBE is 

performed by trained nurses, midwives, and GPs, who then refer women with positive screening 

results to one of the country’s 27 early detection centers for further assessment, including 

digital mammography. According to experts, early detection and initial diagnosis at primary 

care centers are provided free of charge. The Cancer Screening in Five Continents project by 

the IARC reports a screening coverage rate of 56% (313), which is slightly below the annual 

target of 60% (256). 

Main challenges 

• Resource-restricted mammography: The detection rate of breast cancer in the 

screening program is significantly lower compared to mammography screening and CBE-

screening in high-income countries (1/1000 in Morocco versus 5-6/1000 in the United 

States and Europe) (256). This difference can be attributed in part to the lower 

sensitivity of CBE compared to mammography. In addition, data show that the positivity 

of CBE and detection rates of breast cancer vary between the regions in Morocco. This 

shows the need to increase knowledge through annual refresher trainings and ensuring 

that all providers are certified (256). 

• Lack of training of health care workers: The formal training of providers of the CBE 

(GPs, nurses and midwifes) at the primary health centers lasts for 4 days. However, it 

is described as non-structured, and there is no available certificate to verify 

participation in the 4-day training. Additionally, supervisory visits revealed instances 

where some nurses and midwives performed CBE without formal training. Instead, they 

received non-formal training from GPs within the same primary health center. A study 

involving focus group discussions with these service providers suggested the need for 

periodic refresher training (256). 

• Gaps between knowledge and practice: In a separate study with 2,011 participants, 

GPs displayed good awareness of the importance of early breast cancer detection (314). 

However, the actual systematic practice of CBE was found to be low, with only 18% of 

physicians in the sample performing it regularly for all patients in the target age group. 

• Insufficient follow-through: There is no mechanism to identify and invite eligible 

women, so the program operates in an opportunistic way meaning that only women 

without symptoms attending health care services for reasons unrelated to breast cancer 

get the opportunity of a CBE (256, 313). 

Saudi Arabia 

The national screening program offers mammography for women aged 40-69 years every two 

years (315). There are designated hospitals and primary care centers by the MoH to perform 

the screening across the country (282). Mammography has been available in all regions since 
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2005 and a nationwide breast cancer screening center was established in Riyadh in 2007 as well 

as a regional mammography screening program in Al Qassim in 2007 (316). Participation in 

screening has been low in the past, with 92% of women in a representative sample in 2013 

reporting that they never had received a mammogram (267). 

Main challenges 

• Low participation rates: A study among female employees of King Saud University aged 

40 years and above showed that 51% reported intending to undergo mammography; 

however, only 19% actually received a mammography (317). Local experts noted that 

in part low participation rates are due to lack of encouragement from GPs and nurses 

to participate in screening. 

• Fear of having cancer: In a study of the main barriers to participate in mammography, 

the lack of coping skills regarding the examination results was cited as a reason (317). 

One study conducted at 12 primary care centers, both rural and urban ones, found that 

the main reasons for women >30 years (N=816) not participating in free of charge breast 

cancer screening were personal fears (e.g., fear of physicians, examiners, hospitals and 

the fear of results and consequences) (264). Of all participants only 16% had been 

screened for breast cancer previously, either via mammography or CBE. 

• Lack of clear follow-up: According to local experts the follow-up procedures for 

positive cases remain unclear (e.g. being recalled for another screening). It is possible 

that there is probably no established pathway for them. 

• Absence of personalized invitations: According to local experts, invitations are not 

sent out to invite individual women for screening, however, there are awareness 

campaigns. 

• Lack of trust in health care workers: In a study, several women who chose not to 

participate in screening cited their lack of confidence in radiologists as a reason (317).  

• Geographical barriers: Access to screening is low in rural areas, according to local 

experts. 

• Socioeconomic disparities: Research has shown that a woman's level of education 

significantly influences her likelihood of undergoing mammography. Women with lower 

education tend to have a reduced likelihood of participating in screening (264). 

Additionally, those with lower monthly family incomes are less likely to engage in 

screenings. In a 2013 study with a representative sample, women with lower 

educational levels and belonging to a lower socio-economic group were less likely to 

get a mammogram compared to their more affluent counterparts (267). 

South Africa 

Only opportunistic screening with mammography exists in major centers, with the NDoH 

recommending regular CBE at district clinics and by general practitioners. The NDoH promotes 

the Breast Cancer Awareness Month to encourage women to perform regular self-exams and 

regularly go for further screening (318). In an effort to adopt a patient-centered approach and 

promote cost-effective health care screening, the NDoH has taken steps to address the 

multifaceted aspects of health conditions. When a woman visits a health care facility, it is 

recommended that both breast and cervical examinations are conducted. The current patient 

risk assessment method is commonly known as the 'High-5 Method.' During their routine six-

month check-ups, patients are encouraged to report on five questions, including whether they 

have performed a breast self-exam (319). If there are any signs or indications suggesting the 

possibility of breast cancer, the course of action is determined by the level of suspicion: 



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 73 

• In cases where there is a strong suspicion of malignancy, an urgent referral for the 

patient is initiated. 

• When there is an intermediate level of suspicion, it is advisable to make an early 

referral within 21 days. 

• For situations where there is a low or negligible suspicion, a routine referral is 

scheduled within 60 days. 

The Cancer Association of South Africa (CANSA) advises women aged 40 and above to undergo 

annual mammograms, while those over 55 are recommended to have a mammogram every two 

years (320). Women can undergo screening at public hospitals or through the Radiological 

Society of South Africa, and a physician's referral letter is not required in principle (320). 

The NDoH recommends women at a high risk of developing breast cancer to follow a different 

set of recommendations that include getting an annual breast MRI in addition to mammography 

and CBE. This category comprises women with confirmed BRCA mutations, first-degree relatives 

of BRCA mutation carriers, women who underwent chest radiation therapy in their youth, and 

those with other genetic mutations (268).  

Main challenges 

• Resource-restricted mammography: Due to limited resources and infrastructure in the 

public health care system, population-based mammography is not used for screening 

purposes. Screening with mammography is recommended for symptomatic patients or 

high-risk populations who can be screened in specialized breast units (190). 

• Lack of funding: There is no dedicated budget for the screening program (190). Also, 

local experts noted that the integration of breast cancer screening in the High-5 

imitative is difficult due to high patient volume and limited resources. 

• Low utilization of mammography screening in the private sector: Local experts 

explained that in Discovery, a leading well-known medical aid provider, only 24% of 

women who were eligible to have a mammogram screening actually took advantage of 

this opportunity. 

• Disparities: Local experts shared that despite the robust policy for breast cancer 

control, there are significant gaps in its practical application due to discrepancies 

between the 9 provinces, rural vs. urban settings, and public vs. private health system. 

• Lack of training of health care workers: Local experts have pointed out that in rural 

areas, health care providers may lack the necessary knowledge to detect breast-related 

issues unless the symptoms are highly noticeable. 

Türkiye 

Since 2004, an organized screening program has been available in Türkiye that offers 

mammography every two years to women aged 40-69 years (283). In recognition of the fact 

that almost half of breast cancer diagnoses occur in women under 50 years, the MoH changed 

the original age group for screening from 50 to 69 years to 40 to 69 years (231). The Cancer 

Early Diagnosis, Screening, and Training Centers (KETEM), in collaboration with community 

health centers, execute early diagnosis and screening programs, including the "Mobile 

Mammography Project". There are a total of 331 cancer screening centers in Türkiye, with 42 

of them being mobile (271). The MoH offers various initiatives to create awareness of the 

program, such as media mass campaigns, a dedicated website, and social media platforms 

(283). The eligible population is invited to screening by SMS and phone calls (283). The aim of 

the NCCPs from 2009 and 2013 was to achieve a breast cancer screening rate of 70% in the 
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target population, whereas the NCCP from 2021 no longer explicitly mentions the 70% 

benchmark (191-193). 

Main challenges 

• Low participation rates: The proportion of women aged 50–69 who were screened with 

mammography in the past 2 years in 2019 was close to 36% and in 2020 it decreased to 

27% (321). These numbers are well below the 70%-aim specified in the NCCPs from 2009 

and 2013. Also, studies have shown that even if women are aware of the importance of 

breast cancer screening this does not necessarily translates in higher participation rates 

for screening. For instance, a Turkish study found that women had good levels of 

awareness of mammography screening, but almost half of the participants (47%) did 

not perform a mammography (322). Another study found that only 1/5 of their sample 

was detected through screening of asymptomatic women (272). 

• Insufficient follow-through: In the previous study researchers noticed that only 22% of 

the patients in the target age group admitted receiving invitations to the screening 

program and their participation rate was 66% (272). 

• Fear of having cancer: Local experts stated that despite being aware of breast cancer, 

the fear of receiving a diagnosis often causes women to postpone their screening 

appointments. 

• Inadequate information-sharing strategies for screening: According to a study, just 

39% of the women who participated in the survey were aware that mammography 

screening is recommended to begin at the age of 40 (323). This lack of accurate 

knowledge could potentially lead some women to believe that the screening process 

begins at a later age than it actually does. 

• Lack of training of primary care workers: Local experts indicated that GPs and nurses 

seldom proactively recommend preventive mammography to their patients. 

• Geographical barriers: According to local experts, women in remote and underserved 

areas have limited access to screening services. 

UAE 

A non-organized screening program offering mammography every two years to women aged 40 

years and older exists (195). The Health Authority of Abu Dhabi began a breast cancer screening 

in 2008, and the Dubai Health Authority introduced one in 2014 (324). By 2015, the MOHAP 

extended this program to the other Emirates, specifically for local citizens (324). Additionally, 

the MOHAP released guides to raise public awareness detailing the locations of screening 

centers for various types of cancer and providing information on support groups (195). However, 

local experts noted that breast cancer screening is not covered in the public sector for 

expatriates. 

A study for the region in 2020 showed unpublished data from MOHAP that suggested a low breast 

cancer screening uptake of approximately 6.7% (324). However, the actual uptake might be 

higher as the progress in early detection has been significant. In 2000, diagnoses at stage IV 

made up 20% of new cases, but by 2015, this dropped to 6% (324). Experts attribute this shift 

to increased awareness of breast cancer and a rise in screening participation. In addition, it 

has been mandatory for women over 40 years in Abu Dhabi to undergo breast cancer screening 

to renew their health insurance since 2009 (324). These regulations, along with increasing 

openness about breast cancer experiences, have led to improvements. According to local 

experts, while past concerns centered on post-treatment appearance, genetic stigma, and 
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family reactions, the month of October now serves as an opportunity to celebrate awareness 

and survival. There has also been a notable rise in male involvement. 

Main challenges 

• Lack of awareness: Among the women surveyed in a study, 50% expressed reluctance 

to undergo mammography screening, with the most common reasons being lack of 

symptoms (31%), fear of the potential results (26%), and not considering themselves at 

higher risk due to the absence of a family history of breast cancer (25%) (325). Also, 

qualitative studies have shown that women have positive attitudes towards breast 

cancer screening but would like more breast cancer awareness campaigns year-round 

(326). 

• Fear of getting a mammogram: A study found that a significant proportion of women 

(16.7%) believed that mammograms were not safe due to the risk of radiation exposure, 

potentially leading to a decrease in breast cancer screenings (325). 

• No encouragement from primary care practitioners: Local experts noted that, to a 

significant extent, women are not actively encouraged to undergo routine screening by 

primary care practitioners. 

• Out-of-pocket payments for screening: Expatriates may sometimes feel discouraged 

if their insurance does not cover screening costs (10). Local experts observed that some 

women might delay their mammograms until October to take advantage of free 

screenings or discounts offered by private companies. 

• Difficulties to track screened women: A challenge that local experts shared for the 

Pink Caravan is that many women who have had mammograms in the past do not retain 

their previous mammogram images. When these women come for screening again to 

the Pink Caravan, they are reported as if they are screening for the first time, because 

there is not a system in place to connect with other hospitals directly to access images. 

It is important that women retain their medical images for future reference and 

accurate assessment. 

• Limited public access to KPIs and incomplete data: Although data on participation 

rates is collected, it is not readily available to the public. An official request is 

necessary to access this information, according to local experts. Between 2015 and 

2017, 20% of diagnosed breast cancer cases were missing stage information (232). The 

absence of complete staging data compromises research quality and could distort 

evaluations of the effectiveness of the screening program. 

6.3 Genetic risk assessment 
Genetic risk assessment (also called genetic counseling) has become more and more common 

in the recent decade. As described in section 2.1, women with inherited BRCA1/2 mutations 

have much higher chances of getting breast cancer. Uncovering genetic risks before they get 

breast cancer, can be vital for women carrying BRCA1/2 mutations. Women with a family 

history of breast, ovarian or pancreatic cancer are primary targets for genetic testing according 

to guidelines by the NCCN (327). Women who have these mutations may be advised to begin 

breast cancer screening earlier and more frequently. 

6.3.1 Overview of the main challenges in the region 

The subsequent section provides an overview of the state of genetic risk assessment in breast 

cancer in each country. Figure 27 summarizes common challenges across the MEA-9 countries. 
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Figure 27: Challenges with genetic risk assessment in the MEA-9 countries. 

Algeria 

Access to clinical genetic services is notably limited. A significant barrier is the associated cost, 

compounded by the absence of public insurance coverage for such services. Local experts 

pointed out that there are plans in the pipeline to offer these services at the Centre Pierre et 

Marie Curie in Algiers. A recent study showed that patients with limited knowledge about 

genetics were positive towards genetic testing as it could help preventing cancers in their 

family (328). 

Main challenges 

• Long waiting times: Local experts indicate that the waiting periods for genetic tests 

can be extensive, ranging from 6 months to one year. This delay is primarily attributed 

to the availability of only one facility in the northern region that conducts these tests.  

• Out-of-pocket payment for tests: Local experts noted that typically any patient 

needing or desiring this test must approach private medical providers and bear the 

expenses out-of-pocket. 

Egypt 

University hospitals and major private hospitals offer genetic testing for inherited cancers and 

somatic mutations (acquired during a patient’s life) (329). This includes tests for BRCA mutation 

that are available in breast cancer specialized hospitals. However, access to clinical genetic 

testing remains limited. Local experts acknowledge ongoing efforts to enhance access to 

comprehensive molecular testing across the entire oncology spectrum. Collaborations with 

NGOs and potential public-private partnership initiatives are under exploration. 

Main challenges 

• Represents an out-of-pocket payment: Egyptian women often refuse genetic testing 

primarily because it represents a significant out-of-pocket cost (330). 
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Israel 

Certain eligible women can receive free genetic counselling and genetic testing including BRCA 

mutation tests through the public health sector. Women who have a first or second-degree 

relative with a known BRCA mutation or who are of Ashkenazi origin4 (30% of the population in 

Israel; see section 2.1) can access the test for free since 2020 (18, 203). Additionally, patients 

with ovarian, breast and pancreatic cancer can also get tested for BRCA mutations at no cost 

(18). Women who are carriers of a BRCA mutation are entitled to free annual MRIs, in addition 

to annual mammography and medical consultations (203). Local experts explained that carriers 

of BRCA mutation receive advice on other preventive measures like risk-reducing surgeries as 

well as advise to refer family members for genetic testing. 

A recent study revealed that genetic testing rates in Israel are higher than in many European 

countries and the United States (331). The study found that almost all patients with advanced 

HR+HER2- and TNBC had undergone genetic testing. Israel has a well-developed medical 

genetics infrastructure with 15 public hospitals offering genetic services and a high ratio of 

genetic counselors per patient compared to Sweden and the United Kingdom (18). 

The NGO Good BRCA Genes is dedicated to supporting individuals who carry BRCA gene 

mutations (332). They focus on the well-being of these women, offering support through a 

Facebook community composed of women with BRCA or similar genetic mutations. The 

organization also engages in various activities like supporting newly diagnosed carriers, and to 

enhance the quality of care and support available to BRCA carriers. 

Main challenges 

• Eligibility ambiguity in reimbursed testing: The eligibility criteria for reimbursed BRCA 

testing can be stringent and require specific knowledge that many women may not 

possess. For example, some women may have mixed heritage and may be unsure about 

their ethnic origins or family history of BRCA mutations (18). 

• Health care workers lack training in genomics: The low referral rates for genetic 

testing among women who should be tested can be attributed to the lack of knowledge 

about genetics among many primary health care workers. One study found that only 

35% of families with a family history of breast and ovarian cancer had been referred to 

genetic counseling (333). Also, local experts highlighted that there is a requirement for 

women seeking genetic testing to receive pretest counseling before undergoing the 

testing. Some oncologists are unwilling to provide this counselling. 

• Cultural influences on BRCA testing uptake: There are unique cultural or social factors 

that contribute to lower testing rates among specific groups. For instance, compared 

to other populations, ultra-orthodox Jewish women have a lower uptake of BRCA 

genetic testing (18). 

• Geographical barriers: There are geographical disparities in access to dedicated 

screening for BRCA carriers, particularly in the southern and northern regions (334). 

• Long waiting times: Although genetic tests are available to eligible populations through 

the HMOs, there can be significant waiting times of up to a year (18). Despite the 

availability of specialized high-risk screening clinics for female BRCA mutation carriers 

integrated into breast centers within public hospitals, due to shifts in population 

screening implementation, meeting the entirety of the demand is a challenge (334). 

Local experts have highlighted as an example that the present population of Jewish 

Ashkenazi women in Israel, aged between 25 and 80, stands at around one million. 

 
4 Local experts noted that women of Ashkenazi origin are those with at least one Ashkenazi grandparent. 
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• Inadequate post-diagnosis emotional support for BRCA mutation carriers: Local 

experts indicated that women who discover they are carriers of BRCA mutations often 

feel a lack of emotional and psychological support post-diagnosis. High-risk clinics have 

psychologists available to provide assistance. However, these experts note that most 

women typically attend just one or two sessions. A significant portion of the challenges 

these women encounter arises from dealing with the side effects of risk-reducing 

surgery. 

• Coordination challenges between hospitals and community: Despite the availability 

of free BRCA mutation tests, significant challenges persist in the coordination between 

community health care providers and hospitals. This disconnect often results in women 

who require monitoring having to manage and transport binders filled with all their 

necessary references and documents. 

Jordan 

Studies have found a prevalence of BRCA1/2 mutations of 7–13% in Jordanian breast cancer 

patients (65). The Breast Cancer Screening and Diagnosis Guidelines include recommendations 

for referral to a genetic counsellor for further evaluation for individuals with a genetic 

predisposition of breast cancer (13). In 2015, a genetic counselling clinic was established at the 

KHCC (65). The test is available for high-risk groups and family members. They include young 

patients, patients with TNBC, patients diagnosed with a family history of breast cancer, ovarian 

cancer, or male breast cancer (65). 

Main challenges: 

• Limited availability: According to local experts, BRCA testing is not a routine procedure 

in hospitals; the test is conducted mostly only at the KHCC. 

Morocco 

Local experts noted a lack of genetic counseling services. Typically, when BRCA mutations are 

detected in a patient, the general procedure involves discussing the potential implications for 

family members. However, experts have observed some hesitation among patients to 

communicate this information with their families. As of now, the BRCA mutation tests are not 

reimbursed in the public system. Nevertheless, discussions are underway with ANAM regarding 

the possibility of reimbursement, especially for high-risk individuals such as family members of 

carriers of BRCA mutations. 

Main challenges 

• Possible high demand for genetic counselling: Studies have found a high rate of 

consanguineous marriages, around 19-28%, with approximately half of them occurring 

between first cousins (335). There are estimates suggesting that about 5% of newborns 

in Morocco are born with a genetic condition (335). However, systematic screening is 

not currently practiced. 

• Lack of genetic counsellors: In 2016, there was no specialization in genetic counselling 

available for geneticists (335). 

Saudi Arabia 

A study of breast cancer patients in Saudi Arabia found a prevalence of BRCA mutation of 10.2% 

(336). This prevalence is higher than that observed in other global populations. In addition, 

another study found that the prevalence of TP53 mutation was 40%, a value that is among the 
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highest in the world (337). TP53 is a tumor suppressor gene that plays a critical role in 

preventing the development and progression of cancer. Mutations in the TP53 gene are 

associated with a wide range of cancers, including breast cancer. 

The clinical guidelines for breast cancer management recommend considering family risk for 

genetic counseling in the pre-treatment assessment (338). However, the statement is quite 

broad and does not clearly define who is considered to be at high-risk. Additionally, while BRCA 

mutations are mentioned in the guidelines in the context of treatments for TNBC, the guidelines 

do not provide sufficient emphasis on the surveillance of healthy individuals with BRCA or other 

gene mutations. 

Main challenges 

• Shortage of health care workers specialized in genetics: There is a shortage of health 

care professionals who specialize in genetics and counseling for genetic conditions A 

study in 2018 mentioned that there were only six genetic counselors available in the 

country (25). 

• No organized BRCA mutations screening: Local experts noted that there is no 

organized way to screen high-risk women and follow-up on their family members. There 

are only some fragmented screening services, e.g., in Riyadh at the King Faisal 

Specialist Hospital & Research Center, King Fahad Medical City, and National Guard 

hospital. However, most people do not have access to these services. 

• Lack of central laboratories: The scarcity of local central laboratories reported in 

previous studies can have several potential impacts for genetic testing (25). This can 

lead to delays in diagnosis, missed opportunities for early detection, and inadequate 

treatment for breast cancer patients. 

• Geographical barriers: Another impact is the increased costs for patients who have to 

travel to laboratories located in other regions (25). This can be a significant financial 

burden, particularly for low-income individuals. Additionally, centralized laboratories 

may not be able to provide genetic counseling services in the same location where 

testing is performed, which can limit the availability of counseling for patients and 

their families. 

South Africa 

Breast cancer guidelines emphasize the significance of providing genetic counseling to 

individuals with an elevated risk of breast cancer due to genetic predisposition. Women 

diagnosed with breast cancer and meeting specific criteria, such as having any known 

predisposition gene, being diagnosed before 40 years old or with TNBC before 60 years old, 

having any family history of male breast cancer, or having a close female relative diagnosed 

with breast cancer under different age groups, should be referred to genetic services (268). 

Women at a high risk of developing breast cancer are recommended to get an annual breast 

MRI in addition to mammography and CBE. This category comprises women with confirmed BRCA 

mutations, first-degree relatives of BRCA mutation carriers, women who underwent chest 

radiation therapy in their youth, and those with other genetic mutations (268). 

Genetic testing of BRCA1/2 is included in the PMBs for women with certain criteria that includes 

family history of breast and ovarian cancer, combination of family history with other related 

types of cancer and belonging to certain ethnic groups (more about Afrikaner and Ashkenazi 

population in section 2.1) (217). Local experts indicate that BRCA1/2 testing among other tests 

are widely accessible in both the state and private sectors. They highlighted that the National 

Health Laboratory Service (NHLS) provides targeted testing for founder population groups and 
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offers comprehensive tests for BRCA1/2 among other genes. Local experts also explained that 

a significant portion of medical testing is sent to other countries as the cost of doing so is lower 

than getting the same tests done through private laboratories within the country. 

Main challenges 

• Uneven access to genetic counselling by region: As of 2023, there are 30 practicing 

genetic counsellors in South Africa, according to local experts. The majority of the 

counsellors working in the public health sector are located only in two provinces – 

Gauteng and Western Cape, leaving the rest of the country with a paucity of genetic 

counsellors. In the provinces where there are no genetic counsellors, BRCA1/2 testing 

is facilitated by other kinds of medical practitioners, such as oncologists.  

• Brain drain of genetic counsellors: As of 2023, there are 18 registered genetic 

counsellors who, although trained in South Africa, are not currently practicing within 

the country. The majority have chosen to work overseas. Local experts indicate that 

since 2021, 8 of these genetic counsellors have migrated to the United Kingdom, largely 

due to the lack of new positions being made available in the public sector. 

• Lack of infrastructure in rural areas: In 2017, there were no genetic testing facilities 

available in rural areas (339).  

• Long waiting times: According to local experts the timelines for receiving results vary 

significantly, ranging from nine months in the public sector to two to four weeks in the 

private sector. 

• Represents an out-of-pocket payment: Local experts indicate that the majority of 

private sector medical insurance plans do not cover the costs of genetic testing, 

especially for those on less comprehensive plans. When coverage is provided, the 

expenses are often taken from a "savings" allocation within the plan, which is 

designated for miscellaneous medical expenses. 

Türkiye 

Consanguineous marriages are relatively common, especially in rural areas and among some 

religious and ethnic groups. The rate of consanguineous marriage in published studies ranges 

from 22% to 24%, with higher rates observed in the Southern Anatolian region (340, 341). These 

marriages can increase the risk of genetic disorders and birth defects in offspring, especially if 

there is a history of inherited diseases in the family. To raise awareness about these risks, 

various efforts have been made, including genetic counseling and premarital genetic testing. 

For women with known BRCA mutations, the recommended screening protocol is to undergo a 

mammogram and MRI annually, starting from the age of 25 years (221). There are 41 centers in 

the country that offer genetic counseling, of which 7 belong to the public sector and 11 are 

affiliated with universities, while the remaining are in the private sector (341). 

Main challenges 

• Represents an out-of-pocket payment: BRCA mutation tests for healthy women are 

not covered by the SSI, and women are required to pay for the tests out-of-pocket 

(342).  

• Health care workers lack training in genomics: There is a need to make sure 

physicians and nurses in primary and secondary levels of health care can provide 

guidance and direct patients to the appropriate tertiary centers for genetic counseling 

(341). Also, some studies have found that Turkish nurses' knowledge of genomics is 

moderate, with a score of 8.9 out of 12 (343). Other studies have shown that over half 
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of the participants (54%) reported having an insufficient understanding of the genetics 

of common diseases, indicating a need for improvement in this area (344). In the same 

study only 30% of the participants reported having received genetics training after 

completing their bachelor's degree. 

• Limited genetic counseling access: Breast cancer centers may have suboptimal access 

to genetic counseling for breast cancer patients, as only 78% of these centers were 

found to have a dedicated genetic department (345). 

UAE 

According to local experts, the breast cancer screening guidelines have specific provisions for 

high-risk groups, including women with a family history of cancer or those who have had 

previous cancers. These high-risk individuals are directed to Centers of Excellence for more in-

depth screening, such as genetic testing. Research suggests that access to genetic testing and 

counseling is limited (346). However, the country has seen recent progress. In 2022, the 

Department of Health Abu Dhabi launched the Precision Oncology Program, the first of its kind 

in the region (347). The initial phase of the program centers on breast cancer patients. The 

primary objective is to facilitate tailored cancer prevention plans for women at risk, as well as 

personalized treatment strategies for patients. Furthermore, the UAE has launched the Emirati 

Genome Program, a study leveraging cutting-edge technology to understand the genetic 

makeup of Emiratis (348). Local experts mentioned the availability of genetic tests within this 

study, like the BRCA test, for high-risk women. These women also benefit from accompanying 

counseling sessions. Nevertheless, patients who require genetic testing must either pay for the 

test out-of-pocket or rely on pharmaceutical companies that offer BRCA testing specifically for 

breast cancer patients (346). 

Main challenges 

• Limited genetic counseling access: Lack of genetic counselling infrastructure in 

comprehensive cancer centers; one of the only major cancer centers offering genetic 

counselling is the Tawam Hospital (346). Having few centers offering genetic 

counselling leads to long waiting times. 

• Long waiting times: Tests that are performed outside of the country on average are 

ready in up to 6 weeks (346). 

• Represents an out-of-pocket payment: Most health insurances exclude genetic testing 

from reimbursement (346). This lack of access to genetic testing and counseling can 

create financial challenges and limit the options available for patients who need these 

services. 

6.4 Overview of main challenges in early detection 
In the MEA-9 countries, the early detection of breast cancer faces multifaceted challenges. The 

most recurring challenges across the areas of self-initiated detection, screening, and genetic 

risk assessment are the following: 

• Many women dread the perceived social repercussions, such as jeopardizing their 

daughters' marriage prospects or facing abandonment by their spouses. Coupled with 

the pervasive misconception that cancer is incurable, and fear associated with 

mammograms, this inhibits early detection. 

• Financial obstacles further complicate matters, as many essential services necessitate 

out-of-pocket payments. In some countries, mammographies are not publicly funded 



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 82 

for the whole population. Reimbursement for BRCA testing in high-risk women remains 

scarce. 

• There is a shortage of primary care professionals - a challenge compounded by the often 

inadequate training of these workers in recognizing breast cancer symptoms and 

counseling women about early detection services. 

• Geographical barriers, like transportation challenges and insufficient infrastructure, 

restrict service access across countries. 

• A cross-cutting challenge are socioeconomic disparities, manifesting in unequal care 

standards across the private and public sectors, varying regions, and among different 

socioeconomic groups. 

 

Figure 28: Main challenges in early detection in the MEA-9 countries. 
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7. Diagnostics 
Breast cancer is diagnosed with a triple assessment that involves a physical examination, a 

mammography/ultrasound imaging and a biopsy (285). If the suspicion is confirmed, the spread 

of the tumor in the body is examined and the molecular characteristics of the tumor using 

biomarker testing are determined. Information on the spread of the tumor and the breast 

cancer subtype will be used to inform the most suitable therapeutic approach. 

 

Figure 29: Diagnostic pathway. 

Early clinical detection of breast cancer is only effective if timely and high-quality treatment 

is initiated promptly after diagnosis. Studies have demonstrated that delaying treatment 

beyond three months can negatively impact survival rates, highlighting the importance of 

obtaining a definitive diagnosis as soon as possible (349). The WHO's GBCI has established timely 

diagnostics as the second pillar of its framework (8). The initiative aims to ensure that patients 

complete all diagnostic evaluations, including imaging, tissue sampling, and pathology, within 

60 days of diagnosis. 

Figure 30: Average number of days to get a breast cancer diagnosis. 

Notes: MOR data reflects the median diagnostic delay at the Hospital of the Hassan II University Hospital 

Center (n=410). SAF data was collected from R. K, Khan hospital included delays in initial imaging, 

pathology, staging and referral (n=45) Source: (350, 351). 

 

Info Box 3 – Rapid breast cancer diagnosis clinics in Egypt  

The Egyptian Ministry of Health has recently entered into an agreement with GE Healthcare and Gustave 
Roussy to establish Rapid Breast Cancer Diagnosis Clinics (352). These clinics are designed to offer quick 
and efficient diagnosis within a day and will bring together a range of medical services including 
radiologists, breast surgeons, pathologists, oncologists, nurses and more.  
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7.1 Diagnostic imaging 
Mammography, which is a low-dose X-ray imaging method, is the most common method to 

diagnose breast cancer. An ultrasound of the breast might also be used as an imaging method. 

A magnetic resonance imaging (MRI) scan of the breast might be recommended in some clinical 

situations, for instance when there is a suspicion of BRCA mutations or when the conventional 

test results are unclear (353). Key features of the three imaging methods are summarized in 

Table 9. Comparable data on the availability of diagnostic imaging equipment is scarce. The 

WHO only provides some older data on availability of mammography units, which show that 

Türkiye had the highest numbers per million women and South Africa and Morocco the lowest 

numbers; see Figure 31. 

Table 9: Imaging methods for breast cancer diagnosis 

Mammography Mammography entails a low dose of radiation to produce an image (called 
mammogram) used to detect malignant tumors. 

Ultrasound An ultrasound captures computer images of the inside of the breasts using sound 
waves. 

MRI Breast MRI creates detailed cross-sectional images of the inside of the breast 
using radio waves and magnets. It is mostly recommended for women with high-
risk profiles, which includes carriers of BRCA1/2 mutations, women with no 
known mutation but a breast cancer family history, women with dense breasts 

or with breast implant ruptures among others (353). 

 

 

Figure 31: Mammography units per million women in 2014. 

Source: WHO (354). 

7.1.1 Country-specific status and challenges 

Algeria 

Local experts agreed that geographical accessibility is no longer a concern as there are breast 

cancer centers located throughout the country. Mammography and ultrasound equipment are 

also widely accessible nationwide. 
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Main challenges 

• Long waiting times: According to local experts, one of the main challenges is to secure 

an appointment, as waiting times can be long, ranging from 1 to 2 months. Local experts 

noted that the delays to getting an examination have been shortened in recent years, 

particularly in larger health care facilities. The waiting time for patients to receive a 

final diagnosis in a study in the region of Batna was 34 days (239). 

• Disparities between private and public sector: Many women prefer to get a diagnosis 

in the private sector due to long delays in the public sector. Local experts indicated 

that obtaining an MRI and bone scans through the public sector may require a wait of 

up to two months. In contrast, opting for these examinations through the private sector 

could expedite the process significantly, with results available in a maximum of 3 days. 

Due to prolonged waiting times in radiology and pathology within the public sector, 

obtaining a comprehensive breast cancer diagnosis might extend to three months. In 

the private sector, however, the same process typically takes just a week, according 

to experts. 

• Geographical barriers: Local experts noted that some regions have limited access to 

some technology like MRI. In these cases, women need to travel to other regions. 

Egypt 

The Egyptian Government has recently provided financial support to facilitate the purchase of 

mammography and ultrasound machines (307). Local experts shared that there are 

approximately 70 mammography machines in operation currently, with another 100 machines 

in the process of purchasing. The goal is to reach 350 mammography machines in 2026-2027. 

The Women’s Health Initiative has also helped to enhance pathology laboratories and advanced 

diagnostic equipment, including mammograph and ultrasound machines, as well as training 

health care workers (307). 

Main challenges 

• Lack of skilled radiologists: As the number of women undergoing mammography grows, 

there is a rising demand for diagnostic services. Local experts have identified key 

challenges, including a shortage of skilled mammography technicians. Additionally, not 

all radiologists are adept at interventional radiology procedures, which encompass both 

interpreting images and the precise manipulation of needles within the breast. 

Israel 

The MoH has implemented programs to enhance imaging services in the public sector. A few 

years ago, the shortage of imaging personnel and high demand for MRI scans led to longer 

waiting times. To address these issues, the MoH launched a nationwide program in 2015 aimed 

at improving the accessibility and availability of MRI exams (355). The program involved a 

comprehensive approach that focused on improving the quality and efficiency of MRI services 

across the country. The results were a 38% reduction in waiting times with an increase in the 

number of radiographers and radiologists with formal MRI training (355). 

Main challenges 

• Limited diagnostic resources: Low rates of mammography machines and MRI units per 

million inhabitants. In 2022, Israel had a total of 11.5 mammography machines per 

million inhabitants (356). However, compared to countries with similar GDP per capita, 
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Israel had fewer machines per capita. For example, Austria had a ratio of 21.1, Finland 

30.9, and Belgium 36.4. In the same year, Israel also had a lower ratio of MRI units, 

with 5.2 machines per million inhabitants, while Austria had 26.6, Finland 33.2, and 

Belgium 11.7 (356). Both indicators suggest that there may be room for improvement 

in Israel's machine availability to meet patient demand. 

• Shortage of radiologists: In 2022, the chairman of radiologist services stated that there 

is a significant shortage of certified radiologists, and the problem is expected to worsen 

in the coming years. The primary reasons for this shortage are that radiologists have 

attractive incentives to work remotely for hospitals abroad, and also that a significant 

number of radiologists are approaching retirement age (357). According to local 

experts, lack of breast imaging specialists is the main issue in this regard, particularly 

radiation oncologists. 

• Diagnostic limitations in the community setting: Local experts concur that diagnosing 

conditions within a community setting present several challenges compared to 

specialized health care facilities. Meanwhile, HMOs encourage women to get 

mammograms in the community rather than medical centers, especially when 

abnormalities are not obvious. 

• Gap in timely imaging process: The objective is to complete the imaging diagnostic 

procedure within five weeks, yet only 60% of women met this goal in 2019 (280). 

• Inadequate emotional support: Local experts noted that patients often experience 

insufficient emotional support during the entire diagnostic journey. 

• Unnecessary use of MRIs: Local experts noted that one of the reasons for delays in 

surgical decisions is the sometimes-unnecessary use of MRIs. 

Jordan 

In Jordan, there are 85 mammographs in total, equal to 129 mammographs per million women 

50-69 years old (358). The time it takes for a woman to receive a diagnosis or final results after 

seeking medical attention from a physician or breast imaging unit can vary significantly. 

According to local experts, this duration can range from 1 day to 1 month (average 7-14 days), 

with availability of health facilities and providers influencing this time frame. 

Main challenges 

• Fragmentation of the health care sector: According to local experts, one of the main 

challenges is the fragmentation of the health care sector, as Jordan lacks a centralized 

entity to effectively manage and coordinate health services. The fragmentation 

jeopardizes the continuity of care as not all services are available from screening until 

reaching a final diagnosis are available everywhere in the same quality. 

• Geographical barriers: The full spectrum of diagnostic services is provided mainly in 

the biggest cities, Amman, Irbid, Zarqa, according to local experts. Consequently, 

women residing in more remote areas must cover transportation expenses and endure 

longer travel times to access these services. 

• Lack of funding: Another factor highlighted by experts was the lack of funding for 

health care facilities that impedes acquiring all the necessary resources and equipment. 

• Shortage of specialized radiologists: A study noted that a shortage of specialized 

radiologists and trained female technicians poses a challenge in the cancer diagnostic 

processes (206). Local experts have emphasized the scarcity of trained health care 

professionals, particularly radiologists with the expertise to accurately diagnose breast 

cancer. While there are ongoing training programs in collaboration with the JBCP, the 

KHCC, and the MoH aimed at addressing this issue (65, 359), it is worth noting that, 



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 87 

according to local experts, there is an additional problem in the public health sector: 

the lack of effective retention strategies for human resources, which has led to 

radiologists migrating to the private sector. 

• Disparity in health care facility quality: Local experts have observed that the quality 

of health facilities differs across the country. Some areas possess outdated and 

unreliable equipment, whereas others, especially in the private sector and the KHCC, 

boast the latest advanced technology. 

Morocco 

In Morocco, there are 44 mammographs in total, equal to 18 mammograms per million women 

50-69 years old (358). Local experts considered that geographical accessibility for 

mammography services is not a major concern since there is a diagnostic center available in 

each province of Morocco. They also mentioned there are a couple of mammography units and 

ultrasound machines in each diagnostic center. 

Main challenges 

• Shortage of radiologists: Morocco experiences shortages of all kinds of medical 

specialists in the public sector, one of them is radiologists. In 2019, there were a total 

of 402 radiologists in the country (360). Local experts have stated that introducing 

mammography screening itself would not be problematic. The real challenge lies in 

ensuring sufficient numbers of radiologists in each diagnostic center. 

• Lack of quality control: The lack of quality assurance is an issue, particularly due to 

the lack of accreditation of mammography pathology units (313). 

Saudi Arabia 

According to local experts, mammography machines and ultrasounds are readily accessible 

throughout the country. The Saudi Food and Drug Administration (SFDA) regulates medical 

devices, including mammography machines, to ensure they meet international standards (361). 

The SFDA continuously monitors and inspects facilities to ensure compliance with regulations. 

Main challenges 

• Shortage of radiologists: There is a shortage of skilled and experienced technicians 

and radiologists specialized in breast cancer (362). 

• Geographical barriers: Local experts noted that geographic accessibility impacts 

timely diagnosis and timely referral due to the concentration of diagnostic facilities in 

the biggest cities, resulting in potential delays for patients living in peripheral areas, 

though care is eventually provided. 

• Diagnostic equipment limitations: According to local experts, the availability of MRI 

units is low in peripheral areas. 

South Africa 

According to the PMBs, all patients displaying symptoms should undergo imaging for diagnostic 

assessment. While mammography is the gold standard, for women under the age of 35, an 

ultrasound is the preferred method (217). In special cases, an MRI is recommended. 

A recent study has indicated a notable expansion and evolution of the imaging workforce in 

South Africa, with increases in the number of sonographers, radiologists, and diagnostic 

radiographers in the past two decades (2002-2019) (363). The average annual percentage 
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growth of radiologists in South Africa was more than twice that of the United States, according 

to this study. 

Main challenges 

• Diagnostic equipment shortage: There is limited availability of breast MRI in the public 

sector (364). Also, there is a limited number of mammography machines. Even centers 

serving vast regions, like the one in Cape Town, are not sufficiently equipped. There 

are only two mammography machines in the public sector in Cape Town (one at 

Tygerberg one at Groote Schuur) that serve a massive surrounding area, according to 

local experts. This shortage leads to a heavy reliance on ultrasounds and CBE.  

• Digital infrastructure deficit: Local experts have observed that some facilities lack 

computers for viewing scans, resulting in most imaging being viewed on mobile phones. 

• Geographical barriers: Mammography screening is primarily only available in large 

cities with tertiary-care hospitals (364). 

• Delayed confirmatory diagnostics: Bottlenecks in the health system led to long waiting 

times for diagnostic tests, causing anxiety among patients and potential progression of 

the disease. Local experts noted that in the Eastern Cape the patient’s journey through 

the system can take up to 6-9 months from the first time a lump is felt to getting a 

biopsy and imaging. 

Türkiye 

In 2021, Türkiye had a relatively high number of mammography machines, with a total of 11.8 

machines per million inhabitants (356). In comparison to countries with similar GDP per capita, 

such as Mexico with 9.6, Costa Rica with 8.7, and even Israel with 10.8, the availability of 

mammography machines in Türkiye was greater. The number of MRI units in Türkiye was also 

high, with 11.3 machines per million inhabitants in 2021, compared to Mexico with a ratio of 

2.6, Costa Rica with 0.4, and even Israel with 5.3 (365). This suggests that infrastructure for 

breast cancer screening and diagnosis in Türkiye appears to be good. 

Main challenges 

• Lack of quality: According to a study, 56% of mammography images failed to meet the 

required quality standards (366).The rates of non-compliance were highest among 

private hospitals at 79%, followed by public hospitals at 57%, and university hospitals 

at 25%. The primary reason for these failures was incorrect positioning during imaging. 

• Incompleteness of reports: The study also found that nearly 60% of mammography 

reports were of insufficient quality (366). The primary cause was incompleteness, with 

many reports lacking crucial information such as the purpose of the test, the results, 

and recommendations. 

• Low coordination among health care providers: According to local experts, the lack 

of effective coordination among diagnostic service providers significantly hampers early 

diagnosis efforts. 

• Long waiting times: The process of getting diagnosed (undergoing tests, receiving 

results, etc.) takes longer for patients with public insurance, according to local experts. 

UAE 

In Abu Dhabi, innovative AI systems have been introduced to diagnose breast cancer from 

ultrasound images (346). These tools aid radiologists and aim to decrease the number of false-

positive findings. 
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Main challenges 

• Insufficient training on breast cancer of radiographers5: Radiographers in the UAE 

are primarily involved in producing mammogram images, that are later interpreted by 

a radiologist. In a survey among radiographers working in mammography screening only 

56% had completed a specialization in mammography (367). The authors of the study 

suggest that integrating role extension into radiology practice could help address this 

challenge by reducing the gap between image acquisition and final reporting. 

• Lack of prescribed time frames for receiving a diagnosis: According to local experts, 

there are no target values of how long the process to get the full diagnosis of breast 

cancer should take. 

• Out-of-pocket payment for imaging exams: Local experts noted that some populations 

groups have no or limited reimbursement of imaging exams. 

7.2 Biopsy and pathological assessment 
A breast biopsy is performed if the imaging test results indicate the possibility of breast cancer. 

The procedure entails removing a sample of breast tissue, e.g., with a core needle biopsy. The 

sample is then examined by a pathologist to determine tumor characteristics and guiding 

treatment decisions. The pathological assessment includes examinations of at least the 

following features: 

• Histological type of the tumor (e.g., ductal carcinoma, lobular carcinoma) 

• Receptor status of the three central biomarkers, i.e., ER, PR, and HER2 

• Grade of cancer cells that determine how fast the tumor is spreading 

• Ki-67 as a marker for proliferation 

• Size of the tumor 

A new biopsy should be carried out in patients with recurrent breast cancer to confirm tumor 

characteristics and to allow for additional biomarker testing. 

7.2.1 Country-specific status and challenges 

Algeria 

A study in the region of Batna (N=267) showed that the median time to diagnosis, i.e. number 

of days between first consultation and the first result of the biopsy, was 34 days (25% 17 days 

- 75% 100 days) (239). 

Main challenges 

• Shortage of breast pathologists: Local experts noted that while there is an adequate 

supply of pathologists in major centers, smaller centers frequently lack pathologists 

specialized in breast cancer. 

• Out-of-pocket payments for services: Local experts noted that when women choose 

to conduct tests in the private sector, they will incur significant OOP expenses. 

• Disparity in diagnostic exams between private and public sector: As noted in section 

7.1, the waiting times for diagnostic exams differ significantly between the public and 

private sectors. Local experts state that obtaining a histological exam in a public 

 
5 A radiographer can be a radiologist technologist, physician assistant or nurse practitioner.  
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hospital takes around 15 to 20 days, while in the private sector, it typically takes no 

more than 7 days. 

Egypt 

Within the Women’s Health Initiative, enhancing pathology laboratories has been a priority 

(307). Local experts highlighted that there has been a substantial investment in histopathology 

services due to the surge in demand. According to them, one of the primary goals has been to 

enhance the reporting turnaround time. To achieve this, various measures have been taken, 

such as training programs for histopathologists. Also, external accreditation to ensure quality 

and consistency has been prioritized. Consequently, one of the leading breast cancer hospitals 

secured accreditation from the College of American Pathologists (CAP). As of 2023, efforts are 

underway to achieve the same accreditation for other centers, including Cairo University 

Hospital. 

Main challenges 

• Lack of quality in reports: According to local experts, one of the major challenges in 

histopathology services was the lack of standardization in reports on many types of 

cancer including breast cancer. 

Israel 

One of the established targets for the diagnostic process is that 90% of women complete their 

biopsy testing within 7 weeks of their mammography screening (280). 

Main challenges 

• Shortfall in timely biopsy competition: The completion rate in 2019 fall short of the 

established target stated above, with only around 67% of women finishing within the 

expected timeframe (280).  

• Shortage in pathologists: Local experts highlighted the shortage of pathologists, which 

often results in delays in diagnosis. 

• Quality concerns in private pathology: Local experts have pointed out as a significant 

challenge that many biopsies are conducted in private pathology laboratories that lack 

rigorous quality controls. Consequently, numerous patients receive incorrect treatment 

due to inconsistencies in the pathology results. 

• Long waiting times for MRI-guided breast biopsies: Local experts said there are 

important delays in MRI-guided breast biopsies.  

Jordan 

The Breast Cancer Screening and Diagnosis Guidelines include recommendations that breast 

core needle biopsy is done if imaging or clinical findings are suspected to be malignant (13). As 

access to mammography has improved, an increasing number of women are now undergoing 

breast biopsies (65). 

Main challenges 

• Delays in getting results: In a study with data from 2012-2014, about half of the 

patients had a breast cancer diagnosis in more than 4 weeks which represented a delay 

in diagnosis (253). The mean diagnosis time (time between seeking medical advice and 

the date of final diagnosis based on histopathological examination) was 97.5 days 

(median 23.5 days). 
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Morocco 

In 2015, there were 31 histopathology laboratories in the public sector (368). 

Main challenges 

• Shortage of pathologists in the public sector: Local experts highlighted a significant 

shortage of pathologists in the public sector, which often results in the need to send 

biopsy samples to private laboratories. 

• Lack of quality control: The lack of quality assurance is an issue, particularly due to 

the lack of accreditation for pathology units (313). 

Saudi Arabia 

Main challenges 

• Shortage of pathologists: A lack of skilled health care professionals, including 

pathologists, can contribute to delays in breast cancer diagnosis. According to a 2021 

MoH report on newly enrolled employees in fellowship programs and higher studies by 

specialty, histopathology had notably fewer enrollees, with only 5 individuals, 

compared to radiology, which had 91 (369). This disparity underscores a possible need 

for more professionals specializing in histopathology to expedite breast cancer 

diagnosis. 

South Africa 

According to local guidelines, the gold standard for diagnosis is a core needle biopsy (217). 

When an urgent diagnosis is needed, fine needle aspiration cytology is recommended. For 

certain special situations, excision biopsy and punch biopsy are employed. 

Main challenges 

• Shortage of pathologists in the public sector: In 2013, a concerning trend of 

pathologists leaving the public sector for the private sector was reported (370). The 

driving factors behind this migration included poor working conditions, inadequate 

financial compensation, inflexible work schedules, and a lack of autonomy in workplace 

procedures. 

• Out-of-pocket payments for services: Local experts noted that the cost associated 

with obtaining a core needle biopsy for diagnosis can be a significant hurdle. Many 

medical insurances do not cover this expense until a formal diagnosis is confirmed. 

According to local experts, this limitation in access to diagnostic procedures can result 

in potentially harmful interventions, such as the excision of a lump without the benefit 

of a thorough diagnostic evaluation. 

• Lack of quality of reports: The European Society of Breast Cancer Specialists (EUSOMA) 

considers as a minimum requirement that 95% of histopathology reports should be 

complete (371). A study in four South African breast cancer centers in the public sector 

found that among core biopsies 75% of the reports were complete and among surgical 

samples 74% (371). Incomplete reporting in breast cancer histopathology results was 

attributed to two main factors. The first factor found was the lack of tumor grade in 

the reports (371). The lack of tumor grade may prevent the clinician from accurately 

assessing the aggressiveness of the tumor and determining the most appropriate 

treatment course. The second factor was the absence of FISH testing when the HER2 

status results were inconclusive (371). HER2 status is a crucial determinant for selecting 
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the appropriate treatment plan, and failure to conduct FISH testing can lead to missed 

opportunities for targeted therapies. This can have a negative impact on patient 

outcomes, as they may not receive the best possible treatment. 

Türkiye 

A study in 2020 showed that the median time for receiving histopathologic results was 12 days 

(345). 

Main challenges 

• Lack of quality control: Accreditation of pathology services is important to ensure 

high-quality breast cancer screening services and accurate diagnostics. Currently, there 

is a lack of accreditation of pathology services (283). 

• Low satisfaction among pathologists: A study conducted in 2021 on job satisfaction of 

Turkish pathologists found that only half of the participants perceived their pathology 

laboratory's physical conditions as satisfactory. In addition, a significant number of 

pathologists reported that they worked alongside inexperienced technicians (372). 

UAE 

Many laboratories have received accreditation from the CAP, indicating their adherence to 

quality standards (346). Accredited laboratories are required to implement measures to ensure 

the quality of their services and are expected to use tumor checklists for each histopathology 

report (346). 

Main challenges 

• Cultural beliefs: According to experts, typically, there is a week's wait between tests, 

but having clear breast cancer symptoms speeds up this process. If possible, an 

immediate biopsy is conducted, though some local women hold reservations due to 

certain cultural beliefs or fears, such as the biopsy spreading tumor cells, or they might 

not be mentally prepared for the procedure. For this reason, sometimes the diagnostic 

process gets delayed.  

• Possible shortage of pathologists: As of 2021, only 1.8% of all physicians in Dubai were 

specialized in anatomic and clinical pathology, with a total of 211 physicians in this 

field (373). While it is unclear whether this number indicates a shortage in Dubai 

specifically, the growing demand for pathology services worldwide suggests a need for 

more qualified pathologists. Local experts did not mention this shortage as a challenge. 

7.3 Biomarker testing 
For the past decades, biomarker testing consisted mainly of determining the receptor status of 

ER, PR, and HER2. These tests are required to determine the breast cancer subtype (see section 

2.3). This information is used to inform the therapeutic approach. Another essential biomarker 

is Ki-67, which measures the aggressiveness of the tumor. 

Newer biomarkers that have become relevant to inform the therapeutic approach are: 

• BRCA1/2 status has become relevant since the approval of the first poly ADP ribose 

polymerase (PARP)-directed medicines in breast cancer in 2018. 
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• Programmed death-ligand 1 (PD-L1) status has become relevant since the approval of 

the first immunotherapy medicine in TNBC in 2019. High levels of PD-L1 in cancer cells, 

in general, predict favorable outcomes for immunotherapy (374). 

• PIK3CA has become relevant since the approval of targeted therapies called PI3K 

inhibitors in 2019 (375). 

• NTRK has become relevant since the approval of tumor-agnostic targeted therapies as 

last-line treatments in solid tumors, including breast cancer, in 2018. 

• dMMR/MSI‐H and TMB‐H are biomarkers relevant for the administration of 

immunotherapy since approvals as last‐line treatments in solid tumors, including breast 

cancer, in 2017 and 2020, respectively. 

Table 10: Access to biomarker testing in the public sector in MEA-9 countries in 2023/24 

Setting and 
subtype 

Test 

Lower-middle 
income 

Upper-middle 
income  

 
High-income  

ALG EGY MOR 
JOR 

* 
TUR 

† 
SAF ISR SAU 

Citizen 
SAU 
Expat 

UAE 
Emirati 

UAE 
Expat 

Essential 
biomarkers 

ER & PR                    

HER2            

Ki‐67            

Gene 
expression 
profiles 

Oncotype DX, 
Mamma Print, 
etc.         

 

 

 

Newer 
biomarkers 

PIK3CA            

BRCA1/2            

PD‐L1            

NTRK            

dMMR/MSI‐H            

TMB‐H            

Notes: * Jordan data shows availability in the RMS only. † Türkiye data refers to the availability in the 

private sector only. "Limited public reimbursement" refers to scenarios where tests are reimbursed only 

for specific patient groups, in certain public hospitals, or under circumstances where pharmaceutical 

companies bear the costs. This category also encompasses situations where tests are only partially funded, 

requiring patients to contribute towards the expense. Somatic BRCA testing is not publicly reimbursed in 

Israel. Source: All the information was provided by local experts. 

7.3.1 Country-specific status and challenges 

Algeria 

According to local experts, all histological samples undergo ER/PR/HER2 testing, and this is 

publicly reimbursed. As for the limited access to newer diagnostic tests, local experts noted 

that as access to novel breast cancer medicines gets better, access to the necessary tests for 

obtaining these medicines will also see improvement. 

Main challenges 

• Out-of-pocket payments for newer biomarker tests: Gene expression profiles and 

tests for newer biomarkers are not fully available in the public sector. These expensive 

profiles are only available in the private sector, as noted by local experts. 

  Not reimbursed  Routine reimbursement 

 Limited public reimbursement  Limited private reimbursement 
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Egypt 

Molecular testing in tumor samples is a standard practice in Egypt (329). Local experts report 

that all histological samples undergo ER/PR/HER2 testing, which is publicly funded. However, 

access to newer biomarker diagnostic tests and gene expression profiles is limited. 

Main challenges 

• Out-of-pocket payments for newer biomarker tests: Gene expression profiles are 

expensive and available only in the private sector, according to local experts. Local 

experts noted that payment for BRCA1/2 testing is aided by pharmaceutical companies 

and patient organizations, yet it is not available otherwise for patients in the public 

sector. 

Israel 

In Israel, there is generally good access to biomarker testing, as most tests are covered by 

public reimbursement, with only a few exceptions. Local experts anticipate that additional 

tests, such as the ESR1 mutation testing for breast cancer patients, will likely be covered soon. 

Main challenges 

• Availability of new tests only in the private sector: Local experts noted that many 

patients opt to undergo testing for newer biomarkers in the private sector. 

• Obstacles to reimburse precision medicine tests: According to local experts, the 

Breast Cancer Index Test was rejected in 2022 from a request to include it in the Health 

Basket. 

Jordan 

Main challenges 

• Limited diagnostic resources in some regions: Typically, most cancer patients at KHCC 

and RMS undergo biomarker testing (50). In contrast, outside of those institutions the 

rate of such testing can be significantly lower (50). 

Morocco 

According to local experts, essential biomarkers in breast cancer are reimbursed. Some other 

biomarker tests are only available in the main cancer centers (209). Local experts noted that 

BRCA testing is not performed for all breast cancer patients. However, experts noted that there 

is progress in using diagnostic methods, specifically next-generation sequencing (NGS), to 

identify multiple targetable alterations, including BRCA mutations. Currently, some private 

centers in Rabat and Casablanca have already integrated NGS testing. Moreover, local experts 

anticipate that these tests will soon be available in additional cities as well. 

Main challenges 

• Gaps between reimbursement and clinical practice: In a retrospective study including 

2,120 breast cancer patients treated at two leading oncology centers (CM-VI and INO) 

showed that ER and PR status were documented for 78% and 91% of the patients, 

respectively. HER2 status was available for 70% and 86% of the patients, respectively 

(154). Despite reimbursement of these tests in the public sector, there seem to be 

challenges in incorporating them consistently into clinical practice. 
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• Access to diagnostic tests without access to treatment: Local experts have 

highlighted that tests for PIK3CA and BRCA1/2 are publicly available. However, the 

corresponding targeted therapies for breast cancer patients with these mutations are 

not available in the public sector; see section 8.3. Thus, identifying eligible breast 

cancer patients for these targeted treatments does not currently impact their 

treatment options. 

Saudi Arabia 

Biomarker testing is guaranteed as it is critical in the diagnosis, staging, and treatment planning 

of breast cancer. However, not all health care facilities possess the capabilities to conduct 

these sophisticated tests. According to local experts, in cases where peripheral centers lack 

the necessary resources to analyze tissue samples, they employ a spoke-and-hub approach, 

sending the samples to larger hospitals for biomarker testing. This system of organization 

enables smaller, peripheral centers—the "spokes"—to collaborate with more equipped, central 

facilities—the "hub." By doing so, they ensure that even without the direct capability to perform 

detailed analyses, such as biomarker testing, patients across different regions can still access 

these essential diagnostic services. 

According to local experts, testing for newer biomarkers is conducted when there is an 

associated medicine, with pharmaceutical companies often covering the costs of these tests. 

Facilities like the King Faisal Specialist Hospital & Research Centre, along with the Medical 

Cities, are equipped with the capabilities to perform such testing. 

South Africa 

The quality of essential biomarker testing was assessed in a study conducted in four public 

sector breast cancer centers, where the completeness was found to be high (371). Specifically, 

the reporting completeness per receptor was found to be 98% for ER, 97.9% for PR, and 97.8% 

for HER2. Additionally, the variability in reporting receptor status between the four centers 

was not significant. 

Main challenges 

• Limited access to new diagnostic tests for personalized medicine: Local experts 

indicate that access to panel testing, including NGS, is limited. 

• Lack of quality of reports: While the aforementioned study indicates satisfactory 

completeness of reports concerning biomarkers, local experts have raised concerns 

about the quality of these essential biomarker reports within the public sector. In 

specific regions of the country, there has been notable discourse around cases of TNBC. 

Local experts believe this might be connected to challenges in overseeing biomarker 

assessments. 

• Limited diagnostic resources: Local experts indicate that the NHLS faces shortages of 

certain laboratory reagents, leading to delays of over six months in receiving genomic 

test results. By the time these results are available, patients have often already 

received treatment without the critical genomic information that could influence their 

care. In the Western Cape, one solution explored was to outsource tests, achieving a 

similar cost but reducing the result wait time to just six weeks. 

• Availability of treatment limits diagnostic tests: The decision to offer specific 

diagnostic tests often hinges on the practicality of the next steps. If a test identifies a 

condition that requires expensive or unavailable treatment, the utility of performing 

the test can be questioned. This is particularly relevant for conditions where the 
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treatment is targeted and personalized, such as therapies that target BRCA. As a result, 

numerous tests that are legally reimbursable are often not conducted in practice. 

Türkiye 

Essential biomarker testing is reimbursed and tied to the availability of appropriate reimbursed 

cancer medicines by the SSI (51). 

Main challenges 

• Disparities in quality across regions: According to a study, molecular subtype analysis 

was included in 87% of the pathologic reports from various geographical regions (345). 

However, in the Eastern Anatolia region, this analysis was included in only half of the 

reports, showing significant variation. 

UAE 

Main challenges 

• Availability of new tests only in the private sector: Local experts noted that many 

patients opt to undergo testing for newer biomarkers in the private sector. 

7.4 Overview of main challenges in diagnostics 
The main challenges across imaging, pathological assessment, and biomarker testing in the 

MEA-9 countries are shown in Figure 32. Some of the most common challenges are the following: 

• When women choose—or are compelled by lack of public coverage—to undergo tests in 

the private sector, they face out-of-pocket expenses. In the MEA-9 countries, 

reimbursements for gene expression panels and newer biomarker tests are severely 

limited. As a result, women opting for these tests bear a significant financial burden. 

• Diagnostic services are predominantly concentrated in major cities. As a result, women 

from more remote areas face the burden of transportation costs and extended travel 

times. This pattern is seen in several countries, including Jordan, Algeria, and South 

Africa. 

• Another predominant concern is the prolonged waiting times for getting the diagnostic 

results. For example, in the Eastern Cape, a patient might wait between 6 to 9 months 

from initially detecting a lump to receiving biopsy and imaging results. This challenge 

is magnified in the MEA region by the lack of standardized diagnostic processes with 

maximum time frames in between different procedures. Israel is the only country with 

defined timelines, yet even they have not consistently been met. 

• Lack of quality assurance in diagnostic services is widespread, especially concerning 

the reliability and completeness of reports. In Türkiye, a study found that nearly 60% 

of mammography reports were of insufficient quality. In Israel, there are concerns 

about the lack of rigorous quality controls in private pathology laboratories. 

• Diagnostic resources, particularly mammography equipment and MRIs, are in short 

supply in some MEA-9 countries. Even in Israel, often perceived as a regional standard, 

grapples with the constraints of limited diagnostic equipment. 

• The shortage of skilled professionals is another issue seen in Algeria, Jordan, Morocco, 

Saudi Arabia, South Africa, and the UAE that face some level of shortages of different 

specializations important for breast cancer diagnosis, such as specialized breast 

pathologists, radiologists, and radiographers. 
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• The shortage of health care professionals is often intertwined with insufficient training, 

as evidenced by the insufficient ability of technicians to read mammograms in Egypt 

and similar challenges prevail with radiographers in the UAE. 

• The low job satisfaction observed in various countries, notably Türkiye and South 

Africa, risks exacerbating staffing issues due to potential brain drain to wealthier 

countries, particularly among pathologists and genetic counsellors. 

 

 

Figure 32: Main challenges in the diagnostic process in the MEA-9 countries. 
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8. Treatment 
The optimal treatment of breast cancer patients differs by disease stage and tumor 

characteristics; see Figure 33. In general, breast cancer patients may be treated with surgery, 

radiation therapy, systemic therapy (i.e., cancer medicines), or a combination of these 

treatment modalities. 

 

Figure 33: Treatment pathway for breast cancer. 

 

 

Figure 34: Key elements in the treatment of breast cancer patients. 

Some of the essential elements for a breast cancer treatment are detailed in Figure 34. They 

include: 

• Health care resources and workforce: The treatment of breast cancer requires 

specialized health care facilities (ideally specialized breast cancer centers) with 

radiation therapy equipment and infusion centers for the administration of medicines. 

Additionally, a comprehensive treatment approach requires a multidisciplinary team of 
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health care professionals, such as breast surgeons, oncologists, radiologists, and nurses. 

The capacity of available infrastructure (inpatient beds and outpatients places as well 

as radiation therapy equipment) and the number of health care professionals needs to 

be sufficiently high to meet the demand for breast cancer care. 

• Organization of cancer care: Firstly, a breast cancer treatment plan should be drawn 

up by a multidisciplinary team (MDT), including at least a radiologist, radiographer, 

pathologist, surgeon, medical oncologist, radiation oncologist, breast care nurse, and 

breast data manager (285). Secondly, the different steps in the provision of treatment 

require a well-functioning referral system. Coordinating referrals effectively helps 

minimize delays in receiving different treatments. Thirdly, the establishment of 

national evidence-based treatment guidelines for breast cancer care, derived from the 

robust and latest scientific evidence, helps to ensure an equitable provision of care 

across the whole country. Adherence to clinical guidelines in breast cancer care has 

been demonstrated to enhance overall survival rates and diminish the risk of recurrence 

(376). 

• Patient support: Emotional and psychological well-being is of paramount importance 

during breast cancer treatment. Services like counseling, support groups, and access to 

mental health professionals are vital in assisting patients as they navigate these 

challenges. One third of breast cancer patients report significant emotional distress, 

and nearly half indicate elevated levels of depression and anxiety (285). 

• Treatment modalities - surgery, radiation therapy, and cancer medicines: The 

specific treatment approach depends on the stage and subtype of breast cancer, with 

the aim of providing the most effective and tailored care for each patient's unique 

situation. Essentially all patients with early-stage disease will receive breast surgery, 

which might be preceded by use of cancer medicines for a limited amount of time 

(neoadjuvant therapy) and is succeeded by more treatment with cancer medicines 

and/or radiation therapy (adjuvant therapy). The treatment of metastatic breast 

cancer primarily involves cancer medicines; see Table 11 for more details. 

Table 11: Treatment modalities in breast cancer and its subtypes 

Surgery There are two main types of surgery to remove a tumor in the breast, 

irrespective of the breast cancer subtype. 

• Breast-conserving surgery (also known as lumpectomy) is 

surgery to remove the tumor as well as some surrounding 

normal tissue. Only the part of the breast containing the tumor 

is removed. 

• Mastectomy is a surgery in which the entire breast that 

contains the tumor is removed, including all of the breast tissue 

and sometimes other nearby tissues. Some women may also 

have both breasts removed in a double mastectomy. 

Radiation therapy Radiation therapy is treatment with high-energy rays (or particles) that 

destroy cancer cells. 

• In HR-positive cases and TNBC cases, it is usually given after 

breast surgery to help destroy remaining cancer cells. This 

lowers the risk that the cancer will grow back in the same 

breast or nearby lymph nodes (local recurrence). 

• In HER2-positive cases, it is commonly recommended after 

breast surgery, but it may be given before surgery as part of a 

neoadjuvant treatment approach. 
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Cancer medicines 

(systemic 

therapy) 

There are four types of systemic therapy used in breast cancer 

treatment:  

• Chemotherapy uses chemicals to kill fast-growing cells in the 

body. Unlike radiation therapy, which targets a specific area of 

the body, chemotherapy circulates throughout the body and 

kills cancer cells wherever they are. Chemotherapy is used in 

all breast cancer subtypes, albeit to varying extent. 

• Hormone therapy (also known as endocrine therapy) is used 

for HR-positive cases. It aims to interfere with the hormonal 

signals that drive the growth of these cancers. 

• Targeted therapy aims at specific proteins or pathways that 

are involved in the growth and spread of cancer cells. HER2-

targeted therapies are used in HER2-positive cases. CDK4/6 

inhibitors are used in HR-positive cases. PARP inhibitors are 

used in BRCA-positive cases. Antibody-drug conjugates are used 

for HER2-low cases. 

• Immunotherapy with checkpoint inhibitors helps the body’s 

immune system recognize and attack cancer cells. It is primarily 

used for TNBC cases. 

Source: American Cancer Society (377, 378). 

8.1 Organization, workforce, and patient support 

8.1.1 Country-specific status and challenges 

Algeria 

While the diagnosis of breast cancer can frequently experience delays, local experts mentioned 

that starting treatment typically faces few holdups. For example, at the Centre Pierre et Marie 

Curie center in Algiers, the initiation of treatment usually spans 1 to 1.5 months, according to 

local experts. Studies in the country have shown a similar time for starting treatment after 

diagnosis. For instance, a study of 1,437 breast cancer patients showed that the median time 

from diagnosis to first-line treatment was 25 days (225). Local experts said that in newer cancer 

centers, this duration can be even briefer, ranging from 1 to 2 weeks. A study in the region of 

Batna (N=267) showed that the median time to management (the time between first 

consultation and treatment start) was 4.5 months (239). 

According to local experts, the majority of health care facilities have set up MDTs. Newer 

centers are actively pursuing the establishment of MDTs to improve collaborative care and 

decision-making. After MDT consultations, breast surgeries are typically carried out within a 

span of 15 days. 

Following the introduction of the National Cancer Plan 2015-2019, a national cancer committee 

was established to periodically update therapeutic guidelines and develop new ones (379). 

Since 2016, six of such guidelines have been released, including one for breast cancer. Local 

experts have indicated that the most recent update was in 2022, integrating new treatment 

recommendations from both the European Society for Medical Oncology (ESMO) and the 

National Comprehensive Cancer Network (NCCN) in the United States. 
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Main challenges 

• Hesitant adoption of new treatment approaches: Local experts noted that there was 

initial resistance to adopting neoadjuvant therapy (performed before surgery) in 

clinical practice in 2015, primarily due to surgeon reluctance. Today, it is employed for 

HER2 positive and TNBC cases. Still, the decision to use this treatment often varies 

depending on the surgeon and treatment center. In some cases, the patients themselves 

want to start treatment with surgery and not cancer medicines, according to local 

experts. 

• Shortage of surgical oncologists: There are no specialized training programs or courses 

specifically dedicated to oncology surgery (57). Surgeries in cancer patients are carried 

out by surgeons who specialize in specific organs rather than by surgeons specialized 

specifically in oncology. 

Egypt 

A study published in 2022, based on registries from three public oncology services in Alexandria 

showed that more than 75% of breast cancer patients started their treatment journey with 

chemotherapy within 1.6 months (91). 

According to local experts, there is nowadays a greater focus on tumor biology in the treatment 

approach, which has led to the understanding that certain groups of patients can benefit from 

neoadjuvant treatments. Local experts noted that around half of patients have access to some 

form of neoadjuvant therapies when deemed necessary. They also highlighted that there are 

well-established guidelines and treatment protocols for certain breast cancer subtypes, such 

as the HER2-positive group. 

Within the Women’s Health Initiative, local experts have highlighted the organization of 

numerous training activities for breast surgeons. They have also conducted training programs 

for oncologists, such as the '100 Days of Health' campaign. 

Main challenges 

• Lack of uniform treatment guidelines: Due to the fragmentation among health care 

providers, developing consistent treatment guidelines has been challenging. Local 

experts highlighted that one of the presidential initiatives aimed to create a 

foundational guideline system, akin to entities like the National Health Service (NHS) 

in the United Kingdom or NCCN in the United States. The goal of these guidelines was 

to unify the dispersed services and offer a comprehensive approach to breast cancer 

care. With the introduction of universal health insurance, there is an aspiration to 

transition from the current fragmented framework to a more unified system over time, 

paving the way for standardized treatment guidelines for breast cancer care.  

• Uneven adoption of MDT meetings: Multidisciplinary management is gaining 

importance in Egypt, but it is not yet widely practiced throughout the country due to 

technical and financial reasons (329). 

• International economic disturbances: The international economic landscape, 

combined with the recent devaluation of the Egyptian pound, has added layers of 

complexity (380). Since many health goods are imported and priced in foreign 

currencies, their cost has risen significantly, which limits access, according to local 

experts. 
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Israel 

The "Health Basket" defines the set of health care services, treatments, and products that are 

covered by the NHI. According to local experts, when additions to the Health Basket are made, 

this involves the consideration of international guidelines like those from the American Society 

of Clinical Oncology (ASCO), ESMO, and NCCN, to ensure that the health care services provided 

are aligned with global best practices. 

Specific mandated time frames are in place to facilitate prompt treatment. Breast cancer 

patients are guaranteed timely care as the surgeries must be performed in a 30-day window 

from the time the decision to perform the surgery was decided (381). However, local experts 

have noted that these time frames are not always strictly adhered to. 

Patient cases with multiple treatment options must be assessed in MDTs. According to local 

experts, this mandate was established in 2022, detailing the specific participants and 

procedures for these meetings. Certain cases, such as T1N0 hormone-positive breast cancer, 

where surgery is the preferred choice with no alternative methods, might not necessitate an 

MDT. Specifically, breast cancer patients with HER2-positive, TNBC, or tumors larger than 2 cm 

are required to undergo discussions in these meetings as per health ministry guidelines. 

Local experts expressed that in the community setting, comprehensive oncology practices are 

lacking, and most patients receive management within hospitals. Only those who have 

concluded their adjuvant therapy (after surgery) are generally managed in the community. In 

general, women who have undergone breast cancer treatment are at an increased risk of 

developing other conditions, such as diabetes, cardiovascular disease, and secondary cancers. 

Local experts highlighted that it remains ambiguous whether primary care providers or 

oncologists should manage their long-term follow-up care. Given the scarcity of oncologists, it 

might be beneficial to consider alternative methods to offer continuous care for breast cancer 

survivors in the community setting. 

Main challenges 

• Shortage of breast surgeons: Local experts highlighted the shortage of surgical breast 

oncologists. 

• Coordination challenges between hospitals and community: The disconnect between 

community health care facilities and hospitals leads to a situation where primary care 

physicians lack access to essential information unless patients personally provide their 

records. 

• Shortage of mental health professionals in the public sector: Local experts have 

pointed out that psychologists are often disincentivized from working in the public 

health sector, which leads to a decreased availability of mental health professionals to 

assist women with breast cancer. Furthermore, whereas the government previously 

covered costs for mental health services, now HMOs are responsible. This shift has 

resulted in a significant shortage and a lack of available services. 

• Patients’ unawareness of their rights: Local experts highlighted that women often do 

not realize they are entitled to 8 to 12 psychological counseling sessions in the hospital, 

covered by their HMO. Also, local experts pointed out that women diagnosed in the 

community who do not proactively seek an oncologist before surgery might miss out on 

crucial referrals to oncologists or the opportunity for an MDT. 

• Long waiting times for patient support: There was an agreement among local experts 

that waiting times to access mental health support are excessively long. NGOs, such as 

'One in Nine', step in to provide breast cancer patients with emotional support. 
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Jordan 

Local experts indicate that the majority of cancer patients receive treatment at the KHCC, 

followed by the Military Oncology Center and Al Bashir Hospital. They also commend the level 

of care provided. According to local experts, there are many emerging breast units spread 

across both the private and public sectors, indicating the improving availability of breast cancer 

care services. Regarding geographical barriers, local experts are hopeful for positive changes 

in the near future, given the ongoing projects aimed at enhancing geographical accessibility. 

There are plans in motion to set up a sub-center from the KHCC in Aqaba in the southern 

regions, the first phase of which is expected to launch in the third quarter of 2024 (382). 

Local experts estimated that the timeframe from diagnosis to the initiation of treatment can 

range from two weeks but sometimes can extend up to two months. A study conducted at two 

cancer centers in Jordan found a similar waiting time, with an average treatment time (from 

diagnosis to treatment initiation) of 23 days, and a median of 14 days (65). Until recently, over 

fifty percent of patients diagnosed with non-metastatic conditions received neoadjuvant 

chemotherapy due to the fact that the majority of patients exhibits a sizable tumor size at the 

time of diagnosis (65). 

Local experts noted that cancer care (which is free for insured patients) might not always 

require significant OOP payments from uninsured patients. The Jordanian government, through 

mechanisms like the Royal Court exemption, assists its citizens in accessing care. As a result, 

the financial weight of cancer treatments falls more on the state than on individual patients. 

Main challenges 

• Absence of standardized treatment protocols: Local experts asserted that the 

fragmentation of the health care system results in a notable lack of cohesion, especially 

evident in the lack of standardized treatment protocols for cancer patients. Each 

institution tends to adopt its own approach. Notably, there were endeavors in 2017 to 

align protocols between the KHCC and the MoH, but according to local experts, 

significant advancements are still pending. 

• Geographical barriers: According to local experts, in some regions, particularly in the 

north and underprivileged areas, there are not enough oncological medical facilities 

leading to patients having to head to bigger cities. 

• Long waiting times: Often, in the public sector there is an increased demand for 

services that leads to long waiting times, according to local experts. In a study at two 

cancer centers it was found that around one third of the patients had delays in 

treatment initiation (65). 

• Shortage of surgical oncologists: Specialized surgical oncologists perform the surgery 

in about half of the patients with breast cancer, while the rest are performed by 

general surgeons with a sometimes less optimal results (65). 

Morocco 

In a study of breast cancer patients treated at the CM-VI and the INO, the median interval from 

when the breast cancer diagnosis was confirmed to the registration at an oncology center was 

between 0.7 and 15 months  (154). The study showed that most of the patients that received 

treatment at the centers were covered by insurance of some kind, with a strong improvement 

between the periods 2008-2010 and 2015-2017. Surgery was the most common way to treat 

breast cancer, with 70-86% of all patients receiving it. 
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An important recent progress, as highlighted by local experts, is the emergence of 

multidisciplinary medical decision-making through the establishment of MDTs in the country. 

The INO in Rabat has four MDTs, with one focusing on breast cancer. Local experts mentioned 

that Morocco was the first country in the region to have developed local clinical guidelines 

tailored for its population, with the current availability of the 5th edition and ongoing work on 

the 6th edition. 

After the 2023 earthquake in Morocco, the health care system experienced increased pressure, 

notably affecting cancer care continuity. The disaster intensified emotional and psychological 

stress among cancer patients and challenged the health care infrastructure, especially in rural 

areas (383). Despite these hurdles, reports indicate that cancer treatment accessibility, 

including radiation, chemotherapy, and surgery, remained stable (383). Nonetheless, providing 

fundamental services like accommodation for patients seeking temporary treatment in urban 

centers proved challenging. 

Main challenges 

• Geographical barriers: When evaluating the top oncology centers, CM-VI and INO, a 

study found that there was a lower representation of breast cancer patients from rural 

areas compared with urban and semi-urban populations (154). Merely 10-14% of the 

registered breast cancer patients lived in rural areas, despite the fact that around 36% 

of the population resided in rural areas in 2020. It remains uncertain whether this 

disparity is a result of patients having better access to nearby oncology centers or if 

significant barriers, such as costs and transportation, hinder their ability to reach larger 

oncology centers. 

• Shortage of surgical oncologists and oncologists: According to local experts, there is 

a shortage of health care professionals who specialize in treating breast cancer 

patients, particularly in the area of specialized surgeons. As a result, many patients 

have to undergo surgeries performed by general surgeons instead of surgical oncologists 

(154). Additionally, there was still a critical scarcity of only 107 oncologists available 

across the country in 2019 (360). 

• Low accessibility of MDT meetings in certain settings: There has been an 

improvement in decision making with MDT, but patients in rural and semiurban settings, 

or even in the private sector, may encounter obstacles when trying to have their cases 

discussed in these meetings. Local experts emphasized the need to raise awareness 

among patients about the importance of undergoing MDT meetings to create the best 

treatment plan. In some cases, patients receive a breast cancer diagnosis and undergo 

surgery without the opportunity to consult with a medical oncologist. 

• Low use of neoadjuvant therapy: Ten years ago, the use of neoadjuvant therapy was 

limited, but now it is more accessible to patients at INO at least. Patients in treatment 

centers located in rural and semiurban areas may still encounter challenges in accessing 

neoadjuvant therapy, according to local experts. 

Saudi Arabia 

According to local experts, the time between diagnosis and start of treatment is mostly within 

3 months. In general, MDT meetings are standard practice for taking treatment decisions. 

Patients are involved as much as possible, but only if they are willing to be involved. Local 

experts noted that the Saudi health workforce often receives training abroad with scholarships 

in countries like the United States, Canada, and the United Kingdom. 
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During recent years, the MoH has established smaller cancer treatment centers (“satellite 

centers”) in Mecca, Medina, and Qassim (384). The aim is to establish these satellite centers in 

all 20 regions of the country by 2030 (50). Also, in 2019 the MoH launched the medical referral 

program “Ehalati” that aids in directing (any kinds of) patients to appropriate hospitals for 

management when their initial care center lacks necessary resources/expertise to treat their 

condition (385). This referral is done electronically. 

The Cooperative Health Insurance Council confirmed that health insurance providers must 

shoulder the expenses related to treating benign growths and breast cancers, up to the 

maximum coverage limit (386). The coverage has a maximum limit set at 500,000 Saudi riyals 

(equivalent to 133,285 USD as of August 2023). This comprehensive coverage spans the entirety 

of a patient's treatment journey, from initial examinations through to medicines and any 

necessary restorative procedures. 

Main challenges 

• Absence of standardized treatment protocols: Common treatment guidelines are not 

feasible due to the fragmentation of the health care system and thus patients might be 

treated differently by different providers (50). 

• Geographical barriers: A notable gap exists in the availability of oncology centers in 

the northern and southern regions. In these regions, there are only hospitals with 

satellite units to administer chemotherapy. Once diagnosed, patients from these areas 

should be sent to bigger hospitals. This requires effective coordination to prevent 

patients from getting lost in the system.  

• Shortage of medical oncologists: Health care services for cancer patients in rural areas 

are usually delivered by general or family physicians due to lack of oncologists in these 

areas, which results in poor quality of care (387). Local experts also stated an important 

shortage of medical oncologists. Surgical oncology and radiology are better staffed. 

Many breast surgeons and radiologists are expatriates. 

• Shortage of breast surgeons: Local experts noted that sometimes general surgeons 

perform surgeries instead of breast surgeons, leading to suboptimal treatments. 

• Limited psychosocial support: The landscape of patient support is marked by a dearth 

of support groups and a significant gap in Arabic-centric platforms (388). This lack 

particularly impacts women from conservative backgrounds, posing considerable 

obstacles to their ability to openly communicate and seek assistance for their cancer 

journeys (388). However, recent years have seen encouraging developments, such as 

the emergence of new online support groups. A notable example is “Najia,” which was 

established in 2016. It has shown remarkable growth, expanding its membership to over 

160 individuals by 2021 (388). 

South Africa 

Access to high-quality breast cancer care is very different across provinces and sectors. In 

general, the private sector offers high quality, but costly care. More than 80% of patients are 

treated in the public sector (389). 

Main challenges 

• Skill shortages in oncology: Local experts noted that there is a significant deficiency 

in skilled health care professionals across all oncology fields. This also includes a 

shortage of nuclear medicine physicians, radiation therapists, and nurses. 
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• Limited surgical availability and reliance on funding from NGOs: In the Western 

Cape's major hospitals, there is only one surgical list per week for breast surgery, 

despite a high patient load of almost 700 annually, according to local experts. Limited 

surgical slots also lead to problems in offering procedures like reconstructions. The 

waiting time for a mastectomy can be up to four months (390). Local experts revealed 

that some breast cancer units, despite handling nearly 700 patients annually, operate 

with just one senior surgical consultant. NGOs often intervene, providing additional 

personnel and financing extra surgical lists. However, such a setup is not sustainable in 

the long term. 

• Financial constraints for non-PMB treatments: Local experts noted that when breast 

cancer is seen as a PMB, the funding comes out of the medical scheme's risk pool, not 

the oncology benefit. This situation leaves many patients without funds for non-PMB 

level of care treatments that are available to them. 

• Transportation costs: Many breast cancer patients report that the cost of 

transportation is a major expense and a key factor in discontinuing their treatment 

regimens (391). For example, in certain areas of Cape Town, it is estimated that 

households spend up to 43% of their monthly income on transportation costs alone 

(392). Local experts have noted that while the state offers hospital transportation from 

secondary hospitals to breast cancer centers, patients residing in inner-city areas are 

expected to rely on public transportation, which creates a substantial barrier. 

• Lack of psychosocial assistance: Local experts noted there is an absence of 

psychosocial support for patients between diagnosis and reaching a breast care unit. 

• Supply chain disruptions: Local experts noted that disruptions in the supply chain in 

the Eastern Cape region, combined with unpaid staff and nursing strikes, have resulted 

in the cancellation of surgeries. Such continuous interruptions can profoundly impact 

the availability and quality of health care. 

Türkiye 

Efforts have been made to establish a standardized approach for breast cancer care across 

various institutions and cities (345). A key focus in recent times has been on increasing the use 

of breast-conserving surgery, with encouraging results as the breast-conserving surgery rate in 

2018 was 57% compared with 35% in 2008 (345). The Turkish Federation of Breast Diseases 

Societies (TFBDS) provides ongoing education and training to health care professionals involved 

in the breast cancer care continuum, including physicians, nurses, and technicians (393). In 

order to be a member, each society is required to conduct MDT meetings once per week with 

health care workers from different specialties. MDT meetings were conducted in 87% of cases 

in 2018 (345). 

Main challenges 

• Long waiting times: A study found that of all the steps in an average breast cancer 

diagnostic process, the step that took the longest was having an appointment with an 

oncologist (272). Also, local experts mentioned that once diagnosed, patients often 

have to wait for an extended period before they can start their treatment at public 

hospitals due to long waiting lists. 

• Limited surgical availability: Local experts noted that there is a shortage of breast 

surgeons and long waiting times for breast surgery. 

• Geographical barriers: A study that included 24 institutions in 18 cities found that the 

mean time between a clinical appointment and initiation of treatment was 29 days 

(345). There were substantial differences in the delay between regions, with average 
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waiting time in Southeast Anatolia being more than double - 66 days – the national 

average. Also, local experts noted that women in remote and underserved areas face 

challenges in accessing treatment services after initial diagnosis. 

• Lack of comprehensive care: Local experts said there may be a shortage of 

comprehensive breast centers within oncology units. For this reason, patients are at 

risk of experiencing fragmented care, leading to less efficient treatment pathways. 

UAE 

Patients generally express satisfaction with their care. However, challenges do arise, largely 

due to the diverse patient population in the UAE. 

Main challenges 

• Fragmented treatment provision: Local experts highlighted the challenges posed by 

the fragmented service delivery in health care. Patients often navigate multiple 

institutions for diagnosis, surgery, and radiation therapy due to frequent referrals. This 

constant transitioning not only emotionally burdens women but also jeopardizes the 

quality of care by undermining an MDT approach to treatment. 

• Geographical barriers: Tawam Hospital is one of the main comprehensive cancer 

centers in the UAE, located in the eastern region of Abu Dhabi. For patients residing in 

other parts of the country, such as Dubai or Sharjah, the distance to this hospital may 

pose a challenge in terms of accessibility (324). 

• Shortage of nurses: The shortage of nurses, especially in the field of oncology, is a 

significant issue. Many nurses are incentivized to work in higher-paying centers, 

exacerbating the problem. To address the risk of nurse shortages, the UAE has reduced 

some requirements to attract more nurses from other countries (346). 

• Barriers for neoadjuvant therapy: In the private sector, general surgeons may have 

financial incentives that discourage them from referring breast cancer patients to 

breast surgeons (346). These patients may undergo surgery directly and not receive 

appropriate neoadjuvant therapy (performed before surgery), as their treatment plan 

was not discussed by an MDT, which can result in suboptimal treatment and outcomes. 

• Patient-induced treatment delays: Local experts note that some patients are hesitant 

to commence treatment, frequently seeking multiple opinions or even being in denial 

about their diagnosis. This hesitation leads to treatment delays as patients explore 

various physician recommendations, seek assurance in their choices, or in the case of 

expatriates consider returning to their home countries. 

• Financial concerns: A significant challenge patients often encounter is the financial 

burden of their treatments. At Friends of Cancer Patients, a set of beneficiaries, 

already diagnosed, may approach them for financial aid. Being a charitable entity, their 

support is determined by each individual's socioeconomic status and treatment 

requirements. As a result, many patients reach out to multiple charities, which can 

introduce waiting periods. Despite efforts to fast-track the process, some charities have 

waitlists that span up to a month, potentially delaying the start of treatment. 

• Job insecurity for expatriates: Expats diagnosed with cancer often grapple with the 

risk of job loss due to prolonged absences needed for treatments such as surgery, 

radiation therapy, and systemic therapy. A job loss typically equates to losing their 

residence permit. Although the government subsidizes treatment, daily expenses like 

housing, food, and utilities remain uncovered. Local experts highlight that, faced with 

these financial pressures, many patients may find themselves returning to their home 

countries, interrupting their ongoing treatment in the UAE. 
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8.2 Radiation therapy 
Radiation therapy is a fundamental modality in the treatment of many cancers, including breast 

cancer. Over half of all breast cancer patients undergo radiation therapy at some stage of their 

treatment (394). The availability of diverse radiation therapy machines offers oncologists and 

radiation therapists a range of tools to deliver the most suitable treatment for a specific 

patient's needs. Each type of therapy has its unique advantages depending on the clinical 

scenario. The types of radiation therapy machines for breast cancer treatment include the 

following technologies: 

• External beam radiation (EBRT): This is the most common radiation therapy method 

for breast cancer (395). 

o Megavoltage (MV) therapy: Linear accelerators (linacs) deliver high-energy X-

rays in the MV range to the breast tissue. Cobalt-60 machines are an older type 

of EBRT in the MV range, which might still be used in some treatment centers 

in the MEA-9 countries. 

o Kilovoltage (kV) therapy: Radiation therapy machines delivering low-energy X-

rays in the kV range are particularly useful for early stages of breast cancer in 

which tumors are small and located close to the surface of the breast. Yet it 

has also been used in the metastatic setting (396). 

• Brachytherapy: It is a type of radiation therapy in which a radioactive source is placed 

inside or next to the area requiring treatment. In the context of breast cancer 

treatment, brachytherapy may be used as a type of partial breast irradiation to deliver 

radiation directly to the area around the tumor site (395). 

In relation to meeting the health care needs of the population for radiation therapy, considering 

both current cancer patients and those who might develop it, the International Atomic Energy 

Agency (IAEA) has published a recommendation of 4 linacs per 1 million inhabitants (397, 398). 

The availability of linacs (part of MV therapy) is below this recommended benchmark in all 

countries; see Figure 35. The countries with the highest ratios are Israel with 3.7 MV therapy 

machines per 1 million inhabitants followed by Türkiye with a ratio of 3.4. The remaining 

countries lag significantly, having fewer than 2 MV therapy machines per 1 million inhabitants. 

Algeria has that lowest ratio of 0.8. 

 

Figure 35: Radiation therapy machines per 1 million inhabitants. 

Notes: MV therapy includes linacs and cobalt-60 machines. Source: DIRAC database (399). 
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In addition, the IAEA and the European Society for Radiotherapy and Oncology (ESTRO) have 

another recommendation that directly relates to the number of cancer patients needing 

treatment. It is more reflective of the potential demand and recommends 1 linac (part of MV 

therapy) per 450 cancer patients (400). No country in the MEA-9 region meets this 

recommendation; see Figure 36. The UAE comes closest with a ratio of 0.95, while Algeria, on 

the other hand, has the lowest ratio at 0.29 MV machines per 450 cancer patients. To infer the 

quality of care, however, the consideration of the mere number of radiation therapy machines 

is not enough. Other aspects that should be considered are the age of the machinery (whether 

they are older linacs or the use of cobalt-60 machines instead of newer linacs), whether the 

machines are properly maintained, and the presence of trained professionals to operate the 

machines. 

 

Figure 36: MV-range radiation therapy machines per 450 cancer patients. 

Notes: MV therapy includes linacs and cobalt-60 machines. Cancer patients were defined as “newly 

diagnosed cancer cases” in 2020 as reported by GLOBOCAN. Source: DIRAC database (399). 

Recent advancements in hypofractionation for breast cancer are reshaping treatment 

recommendations (401). Hypofractionation shortens the treatment duration without 

compromising health outcomes. Major clinical trials have demonstrated that the number of 

radiation therapy sessions (called fractions) in adjuvant breast cancer treatment could be 

reduced from a 3-week (15 fractions, 5 days per week) to a 1-week (5 fractions, 5 days per 

week) schedule (402, 403). This approach not only provides a more cost-effective utilization of 

health care resources but also frees up resources for other areas of cancer care. Recent 

estimates indicated that the health care costs of adjuvant hypofractionated radiation therapy 

in breast cancer is around one third lower than conventional radiation therapy (404). 

Additionally, it cuts down on non-medical expenses for patients and their families, including 

transportation costs and the daily commitments of informal caregivers accompanying patients 

to the hospital. 

8.2.1 Country-specific status and challenges 

Algeria 

Many cancer treatment centers have been established over the last decades that are equipped 

with modern radiation therapy units, according to local experts. In 2023, the number of 

radiation therapy machines was 50 (37 machines in the MV-range and 13 brachytherapy units) 

(399). 
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Main challenges 

• Long waiting times: Local experts pointed out significant delays in accessing radiation 

therapy within the public sector. There are also regions with significantly longer waiting 

times, specifically in the southern parts where patients may need to wait for six months 

whereas in the eastern parts the waiting time is around three months (50). 

• Patient preferences: Local experts noted that patients tend to favor treatment in 

larger centers, even if it means enduring longer waiting times. 

• Limited number of radiation therapy machines: The availability of radiation therapy 

machines, as shown in Figure 35 and Figure 36, falls short of international 

recommendations. According to local experts, there is a limited number of university 

hospitals, primarily located in major cities, that offer radiation therapy, and there is a 

notable scarcity of private facilities providing this treatment. 

Egypt 

In 2023, the number of radiation therapy machines was 148 (124 machines in the MV-range, 1 

machine in the kV-range, and 23 brachytherapy units) (399). 

Main challenges  

• Geographical barriers: The unequal distribution of radiation therapy machines poses a 

significant challenge, with nearly half of them concentrated in Cairo (50). This requires 

cancer patients from rural areas to travel vast distances for treatment. Moreover, 

extended waiting lists in certain regions add up to geographical barriers (50). 

• Limited number of radiation therapy machines: The number of radiation therapy 

machines, as highlighted in Figure 35 and Figure 36, is below international 

recommendations. 

Israel 

There are good levels of availability of modern radiation therapy equipment and highly skilled 

medical professionals involved in radiation therapy. Some of the most important radiation 

centers that offer cutting-edge radiation therapy are the Davidoff Cancer Center, the Sheba 

Medical Center, Hadassah Medical Center, and the Tel Aviv Sourasky Medical Center. In 2023, 

the number of radiation therapy machines was 50 (35 machines in the MV-range, 2 machines in 

the kV-range, and 13 brachytherapy units) (399). 

Main challenges 

• Risk of accessibility challenges: The ratio of radiation therapy equipment per 100,000 

inhabitants in Israel is relatively low compared with other countries in the OECD with 

similar GDP per capita. According to the OECD, in 2021, Israel had a ratio of 4.4 

radiation therapy equipment per 100,000 inhabitants, while Austria had a ratio of 11.7 

per 100,000 inhabitants in the same year (405). Figure 36 also shows that the number 

of radiation therapy machines is below international recommendations to adequately 

meet patient demand. This could lead to prolonged waiting times for treatment. 

Jordan 

There were a total of 20 radiation therapy machines (19 machines in the MV-range and only 1 

brachytherapy unit) in the country in 2023 (399). The equipment is located in only a few 

facilities in Amman, including at the KHCC, the RMS, one public hospital, and private hospitals. 
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Main challenges 

• Geographical barriers: Radiation therapy facilities are primarily found centrally, hence 

it is difficult for patients living in rural areas to receive the services (65). To address 

this issue, support is provided to some degree for transportation and accommodation. 

• Limited number of radiation therapy machines: The number of radiation therapy 

machines, as highlighted in Figure 35 and Figure 36, is below the standards set by 

international recommendations. 

Morocco 

Large progress has been made in recent decades to improve the availability of radiation therapy 

units. There was only one linac in the country in 2000 (50). Until 2023, this number had grown 

to 46 linacs and 10 brachytherapy units spread across the country (399). 

Main challenges 

• Limited number of radiation therapy machines: Despite the increasing number of 

machines in the last two decades, the current numbers, as highlighted in Figure 35 and 

Figure 36, are still below international recommendations. 

Saudi Arabia 

In 2023, there were 49 radiation therapy machines (39 machines in the MV-range and 10 

brachytherapy units) in the country (399). Nearly all of them were located in Riyadh, Jeddah, 

and Dammam. 

Main challenges 

• Geographical barriers: For radiation therapy, the main challenge is the geography of 

the country, with poor access in rural areas (50). 

• Limited number of radiation therapy machines: The number of radiation therapy 

machines, as highlighted in Figure 35 and Figure 36, is below international 

recommendations. 

South Africa 

Radiation therapy is included in the PMBs and available at all major public hospitals throughout 

the country (50). Not all modern radiation techniques (such as stereotactic body radiation 

therapy) are available at all centers but are being introduced. The recent advances in 

hypofractionation in breast cancer are helping reduce waiting times for radiation therapy (50). 

In 2022, the number of radiation therapy machines was 133 (102 machines in the MV-range, 8 

machines in the kV-range, and 23 brachytherapy units) (399). 

Main challenges 

• Limited number of radiation therapy machines: The public sector's radiation therapy 

sites are facing a shortage of equipment, which is causing poor performance (406). 

Without radiation therapy, the risk of cancer recurrence increases, and physicians may 

proactively recommend more aggressive treatments such as mastectomies instead of 

breast-conserving surgeries. Currently, the lack of radiation therapy is recognized in 

the medical clinical guidelines of South Africa as a contraindication for breast-

conserving surgeries (406). 
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• Lack of radiation oncologists and radiation therapists: The shortage of radiation 

therapists and radiation oncologists in the public sector is a prevalent issue across the 

country, resulting in extended waiting times for patients to receive radiation therapy 

and an excessive workload for the existing staff (407). 

• Lack of brachytherapy in the private sector: Local experts have pointed out that 

brachytherapy is not offered in the private sector in Cape Town. This has resulted in 

patients being redirected to other centers, leading to extensive waiting lists. By the 

time some patients finally get access to brachytherapy, it may no longer be beneficial. 

Türkiye 

There were 141 radiation therapy centers spread across the country in 2019, with some of them 

being modern facilities that offer various treatment options for breast cancer patients (397). 

Although there has been progress in the provision of radiation therapy for breast cancer 

patients, there are still several challenges that need to be addressed to ensure that all patients 

have equitable access to timely and high-quality care. In 2023, the number of radiation therapy 

machines was 318 (287 machines in the MV-range and 31 brachytherapy units) (399). 

Main challenges 

• Limited number of radiation therapy machines: There is a relatively low number of 

radiation therapy machines per capita in Türkiye compared with other countries with 

similar levels of economic development, which can result in longer waiting times for 

treatment and reduced access to specialized radiation therapy techniques. According 

to the OECD, the ratio was 3 per 100,000 inhabitants in 2020, while the OECD average 

was 8 per 100,000 (405). 

• Geographical disparities to access: There are significant regional disparities in the 

availability of linacs. While the average ratio of linacs per million inhabitants across 

the country was 3.14 in 2019, which falls below the recommended level of 4 by the 

IAEA, some regions have much lower ratios. The regions with the lowest ratios are East 

Anatolia and Southeast Anatolia, with only 1.82 and 0.78 linacs per million inhabitants, 

respectively (397). 

• Lack of radiation oncologists and radiation therapists: Türkiye is currently facing a 

shortage of highly skilled professionals in radiology, particularly in the field of radiation 

oncology. According to the available data, there were only 596 radiation oncologists in 

the country in 2019, which falls below the suggested range of 680 to 740 professionals 

(397). Additionally, there is a shortage of radiation therapy technicians, with only 1,100 

technicians reported in the same year, compared with the recommended range of 1,700 

to 1,850 technicians (397). 

UAE 

Across the country, there are several centers that offer radiation therapy services (346). These 

centers are fully equipped with modern and advanced equipment, such as linacs, tomotherapy 

units, and brachytherapy units (346). The majority of the equipment is of the latest generation. 

In the near future, four new centers are planning to establish radiation facilities that will 

incorporate the latest technologies (346). This expansion of radiation therapy providers has the 

potential to benefit breast cancer patients. In 2023, the number of radiation therapy machines 

was 11 (10 machines in the MV-range and only 1 brachytherapy unit) (399). This number is close 

to international recommendations, see Figure 36, when taking into account the comparatively 

low number of cancer patients in the UAE. 
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8.3 Cancer medicines 
Cancer medicines are an integral part of modern cancer care and are essential for improving 

patient outcomes (408, 409). Breast cancer medicines have revolutionized the treatment 

paradigm, offering hope and enhanced survival rates for patients (410); see also Table 11 above. 

Chemotherapy was the foundational treatment initiated in the mid-20th century, and it remains 

a backbone in many breast cancer management protocols to date, despite the potential side 

effects arising from the non-selective action on both malignant and normal cells (411, 412). 

Hormone therapies, targeting cancers driven by hormonal receptors, have been employed since 

the 1970s, providing a more specific intervention for certain breast cancer subtypes (413). The 

dawn of the 21st century witnessed the emergence of HER2-directed targeted therapies, 

designed to interrupt specific pathways crucial for the growth of breast cancer cells, marking 

a shift towards precision medicine (414). The 2010s further expanded the therapeutic landscape 

with the advent of targeted therapies such as CDK4/6 inhibitors, PARP inhibitors, and PI3K 

inhibitors. This also includes antibody drug conjugates, which combine the features of targeted 

therapy and chemotherapy. Immunotherapies are the latest addition to the therapeutic arsenal 

and are designed to bolster the ability of the body’s immune system to attack malignancies. 

Table 12: Regulatory approval and reimbursement status of US FDA approved medicine 
indications for breast cancer in the early-stage setting in the MEA-9 countries in 2023/24 

Subtype Medicine 
Year of 

FDA 
approval 

Lower-middle 
income 

Upper-middle 
income  

 
High-income  

ALG EGY MOR JOR TUR SAF ISR SAU 
Citizen 

SAU 
Expat 

UAE 
Citizen 

UAE 
Expat 

 Early-stage setting (neoadjuvant and/or adjuvant)  

HR+ 
HER2- 

Abemaciclib 2021                 
 

  
 

HER2+ 

Trastuzumab 2006                     

Pertuzumab 2013                     

Trastuzumab 
emtansine 

2019                 
 

  
 

Neratinib 2017                     

TNBC Pembrolizumab 2021                     

gBRCA+ Olaparib 2022                     

Notes: HR+ HER2- denotes cancers with hormone receptors but without HER2 receptors. HER2+ refers to 

cancers with an overexpression of HER2. TNBC are cancers lacking an expression of hormone and HER2 

receptors. gBRCA+ indicates germline BRCA mutation positivity. Source: Availability data for most 

medicines was provided by local experts, combined with additional published sources (65, 415). 

The launch of new and more effective cancer medicines is crucial for improving patient 

outcomes. Before new medicines reach all eligible patients in a country, three key hurdles need 

to be overcome. The first hurdle is regulatory approval by the national regulatory body. In many 

MEA-9 countries, the national regulatory bodies require a new medicine to already be approved 

by the Food and Drug Administration (FDA) in the United States and the European Medicines 

Agency (EMA) in Europe (50, 51). The second hurdle is reimbursement by the public and private 

health care payers/insurances. Previous analyses of the reimbursement situation of new cancer 

medicines in the MEA-9 countries showed a mixed picture, with Gulf countries generally 

  No regulatory approval 
  Has regulatory approval but no reimbursement 
 Has regulatory approval and some reimbursement in private insurances  
  Has regulatory approval and some level of public reimbursement 

 Has regulatory approval and reimbursement 
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reimbursing the highest number of medicines (50, 51). The third hurdle is uptake in clinical 

practice. Previous evidence suggests limited and varied uptake of reimbursed cancer medicines, 

including breast cancer medicines, in the MEA region (50). A related issue to the uptake of 

medicines is adherence by patients to prescribed treatment protocols. In breast cancer 

treatment, adjuvant (post-surgery) use of medicines is common and might last between one to 

five or even ten years (401). 

The regulatory approval status and the reimbursement status of modern breast cancer 

medicines in the MEA-9 countries are shown separately by treatment setting in Table 12 for the 

early-stage setting and Table 13 for the metastatic setting. The three high-income countries – 

Israel, Saudi Arabia, the UAE – have by far the best access situation to medicines. The three 

lower-middle income countries – Algeria, Egypt, Morocco – together with the public sector in 

South Africa have the most limited access to medicines. 

Table 13: Regulatory approval and reimbursement status of US FDA approved medicine 
indications for breast cancer in the metastatic setting in the MEA-9 countries in 2023/24 

Subtype Medicine 
Year of 

FDA 
approval 

Lower-middle 
income 

Upper-middle 
income  

 
High-income  

ALG EGY MOR JOR TUR SAF ISR SAU 
Citizen 

SAU 
Expat 

UAE 
Citizen 

UAE 
Expat 

Metastatic setting 

HR+ 
HER2- 

Abemaciclib 2017                    

Palbociclib 2015                   

Ribociclib 2017                    

HER2+ 

Trastuzumab 1998                     

Pertuzumab 2012                     

Trastuzumab 
emtansine 

2013                 
 

  
 

Lapatinib 2007                     

Tucatinib 2020                     

Trastuzumab 
deruxtecan (for 
HER2 low) 

2019-2022 
                

 

  

 

TNBC  

Atezolizumab 2019                     

Pembrolizumab 2020                    

Sacituzumab 
govitecan 

2020                 
 

  
 

gBRCA+ 
Olaparib 2018                     

Talazoparib 2018                  
 

 

Note: HR+ HER2- denotes cancers with hormone receptors but without HER2 receptors. HER2+ refers to 

cancers with an overexpression of HER2. TNBC are cancers lacking an expression of hormone and HER2 

receptors. gBRCA+ indicates germline BRCA mutation positivity. Atezolizumab lost its FDA approval in 

2021. Source: Availability data for most medicines was provided by local experts, combined with 

additional published sources (65, 415). 

  No regulatory approval 
  Has regulatory approval but no reimbursement 
 Has regulatory approval and some reimbursement only in private insurances  
  Has regulatory approval and some level of reimbursement 

 Has regulatory approval and reimbursement 
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8.3.1 Country-specific status and challenges 

Algeria 

In recent years, there has been a financial commitment to combating cancer through the 

acquisition of modern cancer medicines. Nearly half of the entire budget allocated to the 

Central Hospital Pharmacy is used for buying cancer medicines (416). 

Local experts highlighted that treatment adherence is typically not an issue, with patients 

remaining committed to continuing treatment despite potential side effects. They estimate an 

adherence rate to adjuvant treatment of 90%. 

Main challenges 

• Delayed regulatory approval: The extended time frame for regulatory approvals 

contributes to delays in the introduction of new breast cancer medicines into the 

market, restricting accessibility in both the private and public sector. 

• Restricted access to newer medicines: Most newer breast cancer medicines are not 

reimbursed and readily accessible to patients, as shown in Table 12 and Table 13. 

Egypt 

Local experts noted that health economic evaluations are increasingly being used to guide the 

introduction of new cancer medicines. 

A study with data from 2021 from Helwan University Hospital showed that adherence rates 

(64%) and discontinuation rates (11%) in breast cancer patients with adjuvant hormone therapy 

were similar to rates observed in other parts of the world (15). 

Main challenges 

• Out-of-pocket payments: A study with data from 2013 to 2015 with a sample mostly 

from Cairo, revealed that 80% of breast cancer patients had difficulties affording their 

medicines (112). While the situation likely improved with the Women’s Health Initiative 

since 2019, in Table 12 and Table 13 it is noticeable that there is still room for improving 

access to newer medicines. 

• Lack of adequate therapeutic alternatives: Local experts noted that patients with 

TNBC, comprising around 11% of breast cancer cases in the country, lack adequate 

modern systemic treatment options and thus receive only chemotherapy. 

Israel 

Most patients treated in the public sector have access to the treatments listed in Table 12 and 

Table 13. Local experts noted that some of the medicines that are not yet available will be 

included in the Health Basket for 2024. When it comes to the role of private insurance in 

accessing modern medicines, local experts point out that patients typically receive 

reimbursements covering a significant portion of medicine costs, if their insurance plan includes 

the prescribed medicine. Nevertheless, the exact out-of-pocket amount can vary based on the 

specific insurance policy. 

Main challenges 

• Risk of discontinuation of treatments: Local experts said that the lack of adherence 

to treatment is an unaddressed issue that impacts survival. A study revealed that 23% 
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of individuals initiating adjuvant hormone therapy with tamoxifen ceased treatment 

over a 5-year monitoring period (417). The study further indicated that women below 

the age of 45 and those who are underweight are especially prone to discontinuation 

and nonadherence to adjuvant hormone therapy. 

• Disruptions in supply of medicines: Local experts noted that excessive bureaucracy 

within the HMOs can lead to interruptions in the supply of prescribed medicines. While 

these disruptions tend to be brief, they often arise from unnecessary administrative 

procedures not rooted in medical reasoning. The extent of these challenges largely 

depends on the decision-makers within the HMOs. 

• Lack of continuity in medication: According to local experts, disruptions in medication 

may occur in the metastatic setting due to varying patient behavior. Some patients are 

often proactive in securing timely refills to prevent medication shortages, while other 

patients might wait until their next medical appointment before renewing their 

prescriptions, which could lead to extended periods, sometimes a month or more, 

without the necessary medication. 

Jordan 

Targeted medicines, such as trastuzumab, are available across multiple indications in the 

country (65). Pertuzumab is available in the early and metastatic setting. CDK4/6 inhibitors are 

also available at the KHCC and in the private sector. Table 12 and Table 13 show the availability 

of newer breast cancer medicines at the RMS. Many newer cancer medicines are readily 

available in early stages whereas the availability is slightly more restricted in the metastatic 

setting. However, there are newer medicines available for every breast cancer subtype. 

Main challenges 

• Rising prices of novel medicines: The cost of new cancer medicines is rising, which is 

adding to the financial strain of managing cancer in Jordan (418). It becomes 

increasingly difficult to ensure to access therapies that could save or prolong their lives. 

In response to this issue, the KHCC has started performing cost-effectiveness analysis 

as a tool to negotiate prices and ensure value-for-money (418). 

Morocco 

According to local experts, Morocco has been one of the pioneering countries in Africa in 

adopting new cancer medicines. Morocco has taken the lead in introducing various modern 

breast cancer treatments, including endocrine therapy, HER2 targeted treatments, dual HER2 

blockade, and CDK4/6 inhibitors in metastatic disease. 

Main challenges 

• Delayed regulatory approval: The extended time frame for regulatory approvals 

contributes to delays in the introduction of new breast cancer medicines into the 

market, restricting accessibility in both the private and public sector. 

• Lack of reimbursement of newer medicines: Local experts mentioned difficulties in 

the reimbursement of some newer medicines, especially in the metastatic setting with 

antibody-drug conjugates. 

• Bureaucratic delay in access to new, reimbursed medicines: Some newer medicines, 

such as immunotherapy agents (atezolizumab, pembrolizumab) and CDK4/6 inhibitors, 

have secured reimbursement but still require approval from expert committees. This 
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bureaucratic step could potentially delay the timely administration of treatments, 

according to local experts. 

• Low adherence to prescribed medicines: Local experts mentioned a lack of adherence 

by patients to oral prescription medicines. 

Saudi Arabia 

Previous reports have described how there are no concerns in the provision of modern cancer 

medicines, including immunotherapy and targeted therapy neither in big centers nor smaller 

satellite centers (50). Local experts have observed that a wide range of newer breast cancer 

medicines is readily accessible across various government sectors and within the private sector 

for insured individuals, as detailed in Table 12 and Table 13. As part of the Saudi Vision 2030, 

the aim is to move from the current system to a value-based pricing system using health 

technology assessment (HTA) to inform pricing and reimbursement decisions (419). 

Main challenges 

• Logistic and administrative barriers: According to local experts, the availability of 

newer medicines is generally not a concern, as the MoH can procure even medicines 

that have not yet received regulatory approval in exceptional cases. However, the 

delivery of these medicines may pose challenges. Specifically, an administrative 

process is necessary to access medicines that have recently been approved or that the 

MoH has obtained through central purchase. 

South Africa 

According to a study from 2017, chemotherapy and hormone therapy were widely available for 

breast cancer patients in the public sector, whereas targeted therapy was only available in the 

private sector (389). Local experts noted that the majority of modern breast cancer medicines 

are available in the private sector, but real access depends on the patient’s medical aid 

scheme. Trastuzumab is the only treatment from Table 12 listed in the PMBs (217), which define 

the minimum standard in the medical aid schemes. 

Main challenges 

• Lack of health technology assessment: According to local experts, there is no 

comprehensive HTA conducted to evaluate the cost-effectiveness or budget impact of 

medicines to be added to the public EML. 

• Restricted access to newer medicines: Local experts agreed that although many 

medicines in Table 12 and Table 13 are on the public list (EML), they are not available 

in reality in the public sector. This situation is aggravated in the metastatic setting 

were only ribociclib is available in the public list in buyouts. 

• Strict criteria to access newer medicines: Local experts noted that pembrolizumab is 

only available for very selective TNBC patients. Young patients have to meet strict 

criteria to get it. 

• Limited access to protocols and formularies: Patients and insurers often do not have 

easy access to the treatment protocols and formularies, making it challenging to 

understand what treatments are covered. According to local experts, the NGO 

Campaigning for Cancer is working on a project towards improving transparency of 

treatment protocols.  

• Prolonged time to secure reimbursement in the private sector: Patient's access to 

care is significantly influenced by the type of insurance they have. According to local 
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experts, trastuzumab, faced a prolonged struggle to secure reimbursement in the 

private sector. 

• High co-payments for treatment with private insurances: Local experts noted that in 

the private sector the copay for medicines in Table 12 and Table 13 is between 25% to 

50%. In certain instances, such as for trastuzumab, there should be no co-payment, but 

patients often find themselves needing to engage in legal proceedings to contest these 

additional costs. 

• Cycle limitations in the private sector: In the private sector, patients may face 

limitations on the number of treatment cycles they can receive before undergoing 

reassessment for additional cycles. 

• Social support deficiency: Local experts referred to a recent study that highlighted 

the primary factor influencing chemotherapy adherence, which is the lack of social 

support. In South Africa, more than 40% of mothers are single parents (420). According 

to local experts, grandmothers often play a significant role in raising children, resulting 

in an added burden for mothers and grandmothers who tend to prioritize their family's 

needs over their own health. 

Türkiye 

The SSI assesses whether new cancer medicines will be covered under its reimbursement 

policies (421). The assessment process includes a budget impact analysis and a cost-

effectiveness analysis, although the systematic use of HTA for guiding reimbursement decisions 

is still evolving (422, 423). 

Main challenges 

• Long delays between regulatory approval and reimbursement: Local experts have 

pointed out significant delays between the regulatory approval of new breast cancer 

medicines and the subsequent reimbursement by the SSI. A previous report found that 

treatment options available to lung cancer patients in Türkiye in 2022 were aligned 

with those recommended by European clinical guidelines in 2016, indicating a minimum 

six-year delay in introducing new cancer medicines (51). This situation leads to a 

scenario where newer medicines are accessible only to patients who can afford to pay 

for them out-of-pocket. 

• Lack of reimbursement of newer medicines: The SSI rarely reimburses newer 

medicines for early-stage treatment and only a select few are covered in the metastatic 

setting. Specifically, patients with TNBC or BRCA+ status receiving treatment in the 

public sector for metastatic cancer do not have access to immunotherapies or targeted 

therapies. In contrast, local experts mentioned that private insurance policies offer 

broader access to newer medicines, although the extent of coverage varies based on 

individual insurance plans. As indicated in Table 12 and Table 13, private insurance 

tends to offer more extensive coverage for metastatic stages compared with early 

stages. 

• Long waiting times: Local experts noted that there are long waiting times for receiving 

medicines. 

• Risk of non-adherence to treatment: Local experts said that the lack of adherence to 

treatment is an unaddressed issue. 

• Restricted access to clinical trials: According to local experts, there is limited 

accessibility to clinical trials, both in early and metastatic settings. This prevents 

patients from accessing treatments that are still in the research phase. 
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UAE 

Local experts emphasized that there are minimal barriers to offering the latest breast cancer 

medicines to women in the UAE. Yet there some differences in access to medicines for Emiratis 

and expatriates, with slightly more restricted access for the latter group as indicated in Table 

12 and Table 13. Complaints about treatment quality are rare, according to local experts. 

Main challenges 

• Limitations in insurance coverage for expatriates: Among expatriates with private 

health insurance, there could be limitations in coverage. This is particularly true for 

those on basic plans, which offer only the minimum mandatory coverage and are often 

subscribed to by low-salaried, blue-collar workers (50). These limitations can restrict 

access to certain medicines and treatments. 

• Coverage gap for those without insurance: The few expatriates without private health 

insurance (at most 5% of the population) have no coverage for medicines (50). 

• Low adherence to treatments: According to local experts, non-compliance of patients 

with the treatment plan is a significant concern. 

8.4 Overview of main challenges in treatment 
The main challenges of breast cancer treatment with a focus on organization of care, 

workforce, radiation therapy, access to cancer medicines, and patient support in the MEA-9 

countries are shown in Figure 37. Some of the most common challenges are the following: 

• Despite a final diagnosis of breast cancer, many patients may have to wait one month 

or longer until the actual start of treatment. 

• There is a lack of psychosocial assistance for patients before, during, and after 

treatment. This underscores a neglect of effectively addressing the emotional and 

psychological dimensions of breast cancer care. 

• The uneven adoption of MDTs in countries such as Egypt and Morocco reflect a potential 

gap in cohesive, patient-centered care. The absence of MDTs might partly explain why 

many patients may undergo surgery directly without consideration of neoadjuvant 

treatment with cancer medicines in countries like Morocco, Algeria, and the UAE. 

• Shortages in the cancer care workforce are widespread. Algeria, Israel, Morocco, and 

South Africa experience a paucity of breast surgeons, and South Africa and Türkiye 

experience shortages of radiation oncologists and radiation therapists. The availability 

of medical oncologists is comparatively good, but there are still gaps. 

• A scarcity or limited number of radiation therapy equipment is seen in almost all 

countries, which poses a significant challenge for prompt and effective treatment. 

Furthermore, there is a skewed geographical distribution of radiation therapy 

equipment in countries including South Africa, Saudi Arabia, Jordan, Egypt, and 

Türkiye, which further exacerbates accessibility issues for patients living in rural areas. 

• There are delays in the regulatory approval of new breast cancer medicines, which 

inhibits access in both the public and private sector. The reimbursement of medicines 

varies largely across the MEA-9 countries, with the three high-income countries – Israel, 

Saudi Arabia, the UAE – having by far the best access situation to medicines. The three 

lower-middle income countries – Algeria, Egypt, Morocco – together with the public 

sector in South Africa have the most limited access to medicines. 
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• Non-adherence by patients to prescribed adjuvant medical therapy in countries like 

Morocco and Saudi Arabia raise concerns about the effectiveness of current treatment 

protocols and the support received by patients. 

 

Figure 37: Main challenges in treatment in the MEA-9 countries. 
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9. Policy recommendations 
The MEA-9 region has witnessed a near doubling in the annual incidence of new breast cancer 

cases over the past two decades. While health care systems grapple with the growing patient 

population, the capability to provide effective care – offering patients not just extended lives 

but the possibility of overcoming the disease – has significantly improved. Among these 

advancements are the following: 

• A significant shift towards earlier stages of breast cancer at diagnosis. For instance, in 

Egypt from the early 2000s to 2015, 56% of diagnoses were made at stages III and IV. By 

2023, this figure had decreased to 30%, thanks primarily to the efforts part of the 

Women’s Health Initiative. 

• Widespread access to essential biomarker testing (ER, PR, HER2, and Ki-67) for the 

majority of patients in the MEA-9 region. This helps to determine the subtype of breast 

cancer and subsequently informs a more personalized treatment approach. 

• In countries such as Israel and South Africa, genetic counseling for BRCA1/2 mutations 

is available in the public sector for women of certain ethnic groups, enhancing early 

detection and preventive strategies. 

• Introduction of national clinical guidelines in order to standardize and elevate the 

quality of breast cancer treatment for all patients throughout the whole country, 

exemplified by Algeria's recent adoption of cohesive guidelines. 

• The very existence of NGOs and patient organizations like the Jordan Breast Cancer 

Program, One in Nine, Pink Caravan, and Campaigning for Cancer has been instrumental 

in overcoming social barriers and dispelling myths surrounding the disease as well as 

providing patient support when no formal support services are offered by health 

systems. 

Despite the progress, the reality is that the majority of patients in the MEA region still lack 

access to high-quality care, resulting in survival rates that fall short of those observed in Europe 

and Northern America. The analysis in this report – built around the WHO GBCI – outlines the 

many challenges breast cancer patients encounter in MEA-9, ranging from fear and social stigma 

linked to breast cancer, to geographical barriers and inadequate public health coverage, among 

many others. These obstacles hinder access to high-quality care for women and amplify the 

overall disease and economic burden of breast cancer care to countries. 

This report concludes with a set of recommendations for each country. They were derived from 

the analysis in previous chapters (particularly chapters 3 to 8) and complemented with insights 

from local experts who proposed practical and significant measures to enhance breast cancer 

care in the coming years. The recommendations are organized according to the report's main 

chapters rather than by urgency or impact. Their objective is to provide a strategic roadmap 

for enhancing care quality and patient outcomes throughout the MEA-9 region. 

A general key recommendation is the need to strengthen the participation of patient 

organizations in decision-making processes in breast cancer care. This approach is in line with 

the WHO "Framework for Meaningful Engagement of People Living with Noncommunicable 

Diseases, and Mental Health and Neurological Conditions" (424). This framework promotes an 

evidence-based methodology for integrating patients and their representatives into health care 

planning, policy development, and service delivery. By drawing on the lived experiences of 

breast cancer patients and survivors, it can significantly enhance the efficacy, acceptance, and 

execution of health initiatives, ultimately leading to better health outcomes.  
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9.1 Algeria 

ALGERIA – Recommendations 

Governance of breast cancer care 

• Public spending on health care amounts to around 3% of GDP, which falls short of the informal 
WHO spending target of 5%. Additional spending to bring the country closer to the benchmark 
would be needed. The insufficient public spending can have various impacts on Algeria’s ability 
to address breast cancer adequately, from prevention to treatment and follow-up.  

• CNAS/CASNOS usually do not cover the full price of medical services at public health facilities for 
diagnostic services. This leads to rather high out-of-pocket expenditure of patients. Higher 
reimbursement rates by CNAS/CASNOS for medical services could be considered. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

• Addressing the scarcity of specialized breast cancer clinics necessitates a multifaceted strategy. 
This strategy should leverage available resources, foster partnerships, and encourage community 
involvement. One effective method is to enhance and equip current health care centers to provide 
specialized breast cancer services, which can be more cost-efficient than constructing new 
standalone clinics. Additionally, the continued deployment of mobile clinics, equipped to deliver 
breast cancer screenings and basic treatments, can benefit underserved areas by operating on a 
rotational schedule. It is also essential to designate a specific portion of the health budget for the 
establishment and maintenance of breast cancer care units, optimally situated within existing 
hospitals in key locations. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Implement a community-based education program where trained health care workers or 
community volunteers provide personalized sessions on breast cancer awareness and screening 
benefits. One-on-one education allows for a trust-based relationship, making it easier to address 
individual fears and concerns.  

• Collaborate with local imams, community elders, and women's group leaders to advocate for the 
importance of breast cancer screening. Their endorsement can help reduce stigma and dispel 
fears. 

• Organize awareness sessions where entire families, including men, are invited to learn about 
breast cancer. 

• Use testimonials from women who have undergone screening and benefited from early detection. 
Emphasize the stories of women who have continued to lead fulfilling family lives post-diagnosis. 

• Create culturally appropriate pamphlets, posters, and videos that address specific fears like 
divorce and marital prospects. Using different languages such as Arabic, Tamazight, French, and 
dialects for better accessibility. 

• General physicians should receive enhanced training to promptly recognize the early symptoms 
of breast cancer. Mandating regular participation in continuous medical education for health 
professionals can facilitate this. Such training can be provided on-site or through online platforms 
offering courses and webinars. 

• Current estimates suggest that approximately 10-20% of breast cancers are detected through 
screening, however, there are no precise metrics to indicate participation rates for the country 
or across different communities. Adequate monitoring is crucial; without it, effectively targeting 
specific communities is challenging. Implementing comprehensive KPIs for breast cancer screening 
programs is imperative. Such KPIs not only assess the program's immediate success but also 
provide crucial insights for future planning, resource allocation, and iterative improvement. It is 
also important to monitor the consistency of screenings (i.e., the rate of repeated screenings), 
to learn if the early detection strategies have had a long-term impact in health behaviors of 
women. 

• The National Cancer Plan of 2015-2019 included the procurement of mobile clinics, but there is 
still a lack of mobile screening units to reach remote rural areas and ensure screenings are free 
or affordable. Reducing structural barriers to reach screening is crucial for improving uptake of 
screening in rural communities.  

• There is an absence of systematic breast cancer screening using mammography in the community. 
Population-based screenings with CBE for all asymptomatic women visiting health care facilities 
for any reason (for instance, visits to general physicians or gynecologists), could be a potential 
strategy to detect breast cancer at earlier stages if implementing mammography is not feasible. 

• The absence of clear guidelines for the breast cancer screening process can leave women 
uncertain about where to go for care and how to navigate the health care system. Implementing 
structured guidelines could clarify the patient pathway. 

• Many individuals carrying hereditary mutations remain undetected due to limited access to 
BRCA1/2 tests. Algerian women could benefit from comprehensive campaigns that educate the 
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wider population about the advantages of genetic risk assessment. In parallel, training community 
health workers to spread awareness at the grassroots level about genetic preconditions is crucial 
for emphasizing the importance of early detection and prevention. This represents an initial step 
towards enhancing access to these tests and genetic counselling. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• There are long waiting times to secure appointments at diagnostic services. Investment in 
expanding health care facilities, including diagnostic centers, to accommodate more patients is 
needed to reduce waiting times. 

• While the availability of mammography equipment and ultrasound has seen improvements, there 
are still areas lacking essential diagnostic tools, such as MRI, especially in semi-urban and rural 
regions. 

• Explore expanding social security coverage to cover full expenses related to mammography in the 
private sector if the necessary equipment is available and accredited.  

• Explore subsidized private services for patients who cannot wait for prolonged periods, negotiate 
with private institutions to offer discount rates or subsidy for diagnostic services.  

• Improve proper training in breast pathology for pathologists and laboratory technicians by 
developing and implementing a standardized curriculum for breast pathology training. This can 
help ensure uniformity and adherence to best practices. 

• It is crucial to improve the quality control of pathology by ensuring that laboratories and 
diagnostic centers get accredited by international health bodies to maintain quality standards.  

• While access to essential biomarker testing (hormone receptor status and HER2) is good, there is 
a lack of access to newer biomarker tests. Access to testing for these biomarkers needs to be 
guaranteed simultaneously with the reimbursement of the matching medicines. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• The efforts to establish and update national clinical guidelines (including for breast cancer) since 
the National Cancer Plan's inception in 2015-2019 have been fruitful. Yet some physicians remain 
hesitant to adopt new treatment approaches. Organizing seminars, workshops, and conferences 
to educate medical professionals about the advantages and supporting evidence of treatments, 
like neoadjuvant therapy, could prove beneficial. 

• Breast cancer patients could benefit from patient education materials to empower them and help 
them understand their treatment options. 

• Given that many patients lean towards getting treated at larger health care establishments, it 
could be beneficial to initiate awareness campaigns. These campaigns should highlight the merits 
of seeking care in local facilities. Additionally, the establishment of patient support groups and 
counseling services can guide patients in making informed treatment decisions and appreciating 
the benefits of nearby treatment centers. 

• To improve geographical accessibility, there is a need to establish or upgrade medical facilities 
in underserved regions. 

• The deficiency in oncology surgery training needs to be addressed comprehensively. This might 
involve forging partnerships with international medical institutions to craft training programs in 
oncology surgery. Such collaborations could encompass exchange programs or 'twinning' 
initiatives, allowing foreign experts to educate local surgeons. Additionally, there is a need to 
establish national training programs and postgraduate courses specifically tailored to oncology 
surgery. 

• The limited availability of radiation therapy equipment contributes to extended waiting times. 
One solution might involve expanding the operational hours of current radiation therapy centers, 
possibly including weekends, to serve a greater number of patients. Additionally, exploring 
hypofractionated radiation therapy could allow patients to complete their radiation therapy 
courses more rapidly and save resources. 

• The regulatory approval process for breast cancer medicines, particularly those with substantial 
clinical benefits, could be expedited. 

• Access to newer breast cancer medicines, particularly in the early-stage setting, is restricted. 
Transitioning to a value-based and transparent HTA process could aid in giving priority to the 
introduction of new and effective medicines. 

• Enhance the availability of newer breast cancer medicines within the private sector, ensuring 
prompt access for individuals with private insurance, especially for conditions not yet included in 
national clinical guidelines. This would help to provide quicker and more comprehensive 
treatment options for patients. 
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9.2 Egypt 

EGYPT – Recommendations 

Governance of breast cancer care 

• Public spending on health care amounts to around 2% of GDP, which is exceptionally low even in 
the MEA region and falls greatly short of the informal WHO spending target of 5%. Additional 
spending to bring the country closer to the benchmark and as part of implementing UHC would be 
needed. The insufficient public spending can have various impacts on Egypt’s ability to address 
breast cancer adequately, from prevention to treatment and follow-up. 

• Efforts are in motion to achieve UHC by 2030-2032. While this target might be ambitious, the 
initiative aims to address the current fragmentation and complexity of the health system. This 
existing uncoordinated approach, with its multitude of providers and payers, leads to duplicated 
services and inefficiencies in the allocation of both financial and human resources, as well as in 
capital investment. However, as the UHC rollout progresses, there is promise for establishing a 
more streamlined and effective breast cancer care pathway. This could ensure quicker 
interventions, minimize out-of-pocket expenses for patients, and enhance overall patient 
outcomes. 

• Addressing the challenge posed by international economic disturbances, particularly in a context 
where the Egyptian pound has been devalued, requires a multi-faceted approach. Since importing 
goods, such as medicines, has become more expensive, investing in and promoting local 
manufacturing of essential health goods could be considered to reduce dependency on imports. 

• Since its inception, the Women’s Health Initiative, aimed at breast cancer screening and assessing 
other health-related risk factors, has successfully reached a vast segment of the population. For 
the sustainability and ongoing success of the initiative, it is imperative to thoroughly evaluate its 
impact on (i) patient treatment uptake, (ii) stage distribution, and (iii) treatment outcomes in 
relation to campaign costs. This underscores the crucial role of robust data management and 
research as integral components of the initiative. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• The breast cancer screening campaign as part of the Women’s Health Initiative has been turned 
into a permanent program offering recurring annual visits for screened women. It also includes a 
guarantee to receive treatment upon positive diagnosis. Efforts to ensure a continuously high 
participation rate need to be prioritized. 

• There are prolonged delays in seeking medical attention for breast cancer in Egypt. The majority 
of Egyptian have TV and radio as their main sources for information on cancer care. Many women 
could benefit from the implementation of nationwide campaigns to raise awareness about the 
early signs of breast cancer and the importance of timely medical intervention with mass media 
and social media. 

• The downstaging of breast cancer, combined with the increased participation of women in the 
Women's Health Initiative, suggests that health literacy among women has significantly improved 
in recent years. However, hosting awareness sessions that invite entire families, including men, 
to learn about breast cancer could further enhance examination rates, and more crucially, re-
examination rates. 

• The expansion of the Women’s Health Initiative should be prioritized by increasing the number of 
primary health care facilities, especially in semi-urban and rural areas.  

• After patients get diagnosed with breast cancer within the Women’s Health Initiative the patient 
referral system between hospitals needs to be improved. 

• Through the Women’s Health Initiative, primary care physicians have been trained to recognize 
the early signs of breast cancer. It is essential to continue consistently updating them on the 
latest best practices for breast cancer detection. 

• To address distrust in primary health care physicians, it would be beneficial to organize workshops 
for primary health care workers focusing on patient-centered communication. Emphasize the 
importance of empathy, active listening, and offering hope to patients. 

• To help implement a culture of preventive screening it is necessary to establish a robust call-
recall system through which patients receive SMS, calls, or emails about their upcoming 
screenings. Periodic reminders can significantly increase the retention rate. 

• Highlight testimonials from women who have proactively participated in preventive screenings 
and benefited from early detection. Prioritize stories that emphasize the positive impact of timely 
intervention, showcasing women who have maintained vibrant and fulfilling lives thanks to 
preventive care. 

• Addressing the challenge of diverse and heterogeneous data necessitates the creation of unified 
and standardized data collection methods. This ensures consistent capture of essential and 
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relevant data for all women undergoing screening. Additionally, it is crucial to segment the data 
effectively. By establishing distinct categories within the data collection tool, it becomes possible 
to differentiate between women undergoing preventative screening, those presenting with 
noticeable symptoms, those with a family history of breast cancer, and those returning for follow-
up screenings. 

• The HIO, potentially in partnership with international health organizations, could subsidize the 
cost of genetic testing for women with a history of breast cancer. This would make testing more 
affordable and accessible to a broader segment of the population. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• The number of radiologists trained in breast imaging is not meeting the growing demand for 
mammographies. One emerging solution is to train radiographers in mammography image 
interpretation. Additionally, telemammography, which allows mammograms to be interpreted 
remotely by skilled radiologists, presents another viable alternative to address local shortages. 

• While several steps have been taken to enhance pathology services, further improvements in the 
quality and standardization of histopathology reports remain necessary. Implementing regular 
peer reviews, where pathologists evaluate each other's reports for thoroughness and precision, is 
essential. Additionally, adopting digital templates for reports will ensure consistent inclusion of 
all vital information. 

• Molecular diagnostic testing needs to be improved in order to establish the prerequisites to 
administer modern cancer medicines. While essential biomarker testing (hormone receptor status 
and HER2) is recommended, there are still gaps in making sure all patients are tested for HER2 
status. Access to newer biomarker tests is limited and should be expanded in tandem with the 
reimbursement of the matching medicines. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Establishing common, nationwide treatment guidelines should be considered, but this is still 
difficult due to the fragmentation of the health care providers. Yet, the rollout of UHC is an 
opportunity to provide more coherent and standardized care to all patients. 

• To tackle the uneven adoption of MDT meetings, crafting resource-adapted guidelines for MDT 
meetings, ensuring uniformity across diverse health care environments could be explored. Another 
possible solution to improve MDT meetings accessibility could be the use of telemedicine 
solutions. This would enable remote MDT meetings and bridge the gap between urban expertise 
and remote locations, eliminating the need for physical attendance. 

• Enhance oncology training programs to ensure medical professionals are up to date with the latest 
global therapeutic advances and treatment strategies. 

• The geographic distribution of radiation therapy machines is inadequate. This forces some 
patients to travel long distances and others to be on waiting lists. An assessment of underserved 
areas could be conducted to determine where the installation of additional machines is of greatest 
benefit. 

• Although the Women’s Health Initiative has enhanced the availability of modern cancer 
medicines, access to targeted therapies and immunotherapies remains limited. Many of these 
medicines have secured regulatory approval, but a vast majority are not covered for 
reimbursement in the public sector. For TNBC, no modern treatment options are currently 
reimbursed, representing an inequality compared to other breast cancer subtypes. 

• Even if many medicines are accessible in the private sector, the high co-payments for modern 
cancer medicines render them unaffordable for a majority of patients. Collaborative efforts 
between health care providers and payers should explore ways and methods that can minimize 
out-of-pocket expenses and maximize treatment outcomes. 

  



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 126 

9.3 Israel 

ISRAEL – Recommendations 

Governance of breast cancer care 

• At present, there is no existing or recent national cancer plan. While the CCS for 2019-2025 
addresses cancer as a comprehensive disease category, it does not outline specific objectives for 
breast cancer. Given the high burden of cancer, establishing a national cancer plan should be a 
priority in the near future. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Based on existing materials in Hebrew, develop and launch targeted health promotion campaigns 
in Arabic, collaborating closely with Arab community leaders to ensure that the messages are both 
culturally and linguistically appropriate for the Arab-minority group. 

• Allow family physicians or general practitioners to directly recommend mammograms, especially 
in high-risk cases, bridging the gap created by the current shortage of specialized surgeons. 

• In the medium term, to address the shortage of breast surgeons, it would be beneficial to expand 
the number of training programs in breast surgery. Encouraging medical students to specialize in 
this field could be achieved through scholarships, grants, or other incentives. 

• Ensure that mammogram facilities and clinics are staffed with female technicians and physicians, 
providing a more comfortable environment for women who might feel uncomfortable. 

• Continue collaboration with religious leaders to improve screening rates of ultra-orthodox 
communities. Work with rabbis and other respected figures in the ultra-orthodox community to 
communicate the importance of breast cancer screening from both a health and religious 
perspective. 

• To address the diagnostic delays experienced by young and postpartum women, it is recommended 
to develop and integrate enhanced training modules on breast cancer detection into the 
curriculum for primary care professionals. These modules should particularly emphasize the signs 
in young and post-partum women. In addition, regular refresher courses should be conducted to 
ensure continuous knowledge update. 

• To tackle the issue of declining participation in repeated mammography screenings, it is important 
to launch campaigns that emphasize the significance of consistent screenings, rather than just a 
one-time check. Additionally, enhancing the reminder system to alert women about their 
upcoming screenings would further support this effort.  

• Conduct a thorough review to investigate the root causes of overdiagnosis in mammography 
screening. 

• Undertake an in-depth analysis to assess the feasibility and cost-effectiveness of broadening the 
age range for subsidized mammograms, especially for ethnic groups that tend to experience 
younger age onsets. Additionally, considering the rising life expectancy and shifting risk factors, 
it is important to re-evaluate the inclusion of older age groups in the screening program. 

• To improve the low referral rates for genetic testing attributed to a knowledge gap among primary 
care health workers, it is crucial to prioritize the education and training of health care 
professionals on the importance of genetics in breast and ovarian cancer. 

• To ensure equitable access to dedicated BRCA screening in Israel's northern and southern regions, 
the development and improvement of medical facilities in these areas must be prioritized, which 
will also aid in reducing waiting times. 

• To adequately assist BRCA mutation carriers following their diagnosis, there is a need for a holistic 
emotional and psychological support system. Beyond initial counseling, this framework should 
encompass regular peer-support groups, workshops tailored to address the side effects of risk-
reducing surgeries, and consistent check-ins from mental health experts. 

• Establish well-defined communication channels between HMOs and patients for genetic 
counseling. This would ensure that all involved parties are informed about where the testing is 
being conducted, the specific tests that are being performed, and when results can be expected. 

• Consider continuing incorporating genetic screening protocols for high-risk populations.  

• Channel funds towards public education initiatives and the establishment of high-risk breast 
cancer clinics across the country. 

Diagnostic process (imaging, biopsy, and biomarker testing) 

• The shortage of radiologists, particularly breast imaging specialists and radiation oncologists, 
should be addressed by increasing the number of radiology residency slots in medical schools and 
enhancing compensation packages for these professionals. 
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• Ensure that community health care centers are equipped with state-of-the-art mammography 
machines and diagnostic tools, narrowing the equipment gap between them and specialized 
facilities and provide specialize training for health care workers in the community setting.  

• Considering ensuring that diagnostic centers provide integrated psychological and emotional 
counseling services that patients can access before, during, and after diagnosis. 

• A comprehensive review is recommended to identify the root causes of MRI overutilization for 
diagnostic imaging. Once these causes are understood, decisions should be implemented to guide 
physicians on the appropriateness of MRI requests. In contrast, delays in MRI-guided biopsies can 
be mitigated by using freed up capacity of MRI machines or by designating specific time slots 
exclusively for such procedures. 

• While timeframes for receiving a complete pathological assessment have been established, they 
have not been consistently met. An assessment should be made to identify bottlenecks and 
determinants of non-adherence. 

• To counteract the shortage of pathologists, there is a need to increase residency slots in pathology 
and enhance compensation packages to both retain current pathologists and attract new ones. 

• The quality control in private pathology must be bolstered with the implementation of stringent 
quality assurance measures. Introducing certification requirements and conducting regular audits 
are conceivable measures. 

• Consider expanding gene expression profiling as part of the characterization of the tumor. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Launch public awareness campaigns to inform breast cancer patients about their rights, such as 
MDT meetings, and available mental health support. Use various media channels and health care 
facilities to disseminate this information. In addition or alternatively, establish of navigation 
services within hospitals and health care facilities to help women be aware of their patient rights. 

• Additional funding should be allocated to provide financial incentives to attract and retain mental 
health professionals in the public sector, particularly those specializing in oncology and breast 
cancer support. To help alleviate current long waiting times, consider implementing virtual 
counseling services to expand access to mental health support. 

• Address the holistic care needs of metastatic patients, ensuring their specialized requirements 
are met both medically and psychologically. 

• Given the current accessibility challenges to radiation therapy, consider conducting a 
comprehensive assessment of the current state of radiation therapy equipment and its 
geographical distribution across different regions. 

• Work with policymakers to reconsider the reimbursement of precision medicine tests that have 
demonstrated clinical utility and benefits for breast cancer patients. 

• To avoid interruptions in medication, consider introducing automated medicine refill systems 
where patients receive reminders and can request refills through online portals. 

• Work with health care providers and HMOs to streamline administrative procedures for medicine 
procurement and distribution. Eliminate unnecessary bureaucratic hurdles that delay the supply 
of prescribed medicines. 

• Launch patient education campaigns to raise awareness about the importance of treatment 
adherence. Provide resources and support to help patients understand the benefits of completing 
their treatment regimens. 
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9.4 Jordan 

JORDAN – Recommendations 

Governance of breast cancer care  

• Public spending on health care amounts to around 3% of GDP, which falls short of the informal 
WHO spending target of 5%. Additional spending to bring the country closer to the benchmark 
would be needed. The insufficient public spending can have various impacts on Jordan’s ability 
to address breast cancer adequately, from prevention to treatment and follow-up. 

• Currently, there is no national cancer plan in place. However, local experts anticipate its 
development in the medium term. Establishing a national cancer plan should be a priority along 
with its implementation. The KHCC, as the dominating cancer care provider, needs to be involved 
in the planning phase, drawing on their competence and experience, while at the same time 
making sure that the plan improves access to equitable cancer care across the whole country. 

• There needs to be increased funding from both public and private sources to bolster breast cancer 
early detection programs. Additionally, persist in securing donor support and funding, similar to 
initiatives such as the Spanish Cooperation, but specifically targeted for breast cancer. 

• Data fragmentation across a range of health care facilities and institutions in Jordan significantly 
obstructs comprehensive data analysis pertaining to breast cancer care. Consequently, it is crucial 
to pursue the standardization of data collection methods and to focus on developing interoperable 
electronic health information technology systems. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Initiate efforts to expand the Jordan Breast Cancer Program to ensure that all women can access 
early detection services without dependence on insurance coverage. 

• To bridge the knowledge-practice gap in women, early detection services need to be more 
accessible and affordable. One possibility would be to include early detection in the essential 
package of primary health care services provided at MoH health centers. Also, ensure that 
diagnostic services are not only centralized in the big cities. 

• Keep growing the specialized training programs for primary care workers, focusing on health 
promotion and clinical practice skills. 

• Considering the high fragmentation of Jordan's health care system, it is advisable to explore 
patient navigation strategies starting with having clear and easy to navigate referral pathways 
between primary health care centers and hospitals.  

• To help implement a culture of preventive screening it is necessary to start the foundations of a 
call-recall system where patients receive SMS, calls, or emails about their upcoming screenings. 
Periodic reminders can significantly increase the retention rate. 

• For uninsured women foster collaborations between public and private sectors to create cost-
sharing arrangements that make screening more affordable during the whole year and not only in 
October and November. 

• To address the fear of having a mammogram, continue to disseminate easy-to-understand 
materials that explain the mammogram procedure, its purpose, and what to expect during the 
test. 

• The MoH, potentially in partnership with international health organizations, could subsidize the 
cost of genetic testing for women with a history of breast cancer. This would make testing more 
affordable and accessible to a broader segment of the population. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• The demand for mammographies is outpacing the number of radiologists trained in breast imaging. 
To tackle this, the JBCP has set up training and fellowship programs for radiologists and 
radiographers at the KHCC. Another way to manage local shortages is through telemammography, 
enabling remote interpretation of mammograms by expert radiologists. At the same time, it is 
crucial to provide better incentives to keep radiologists working in the public sector. 

• Considering the varying quality of diagnostic services across Jordan in different facilities, it is 
crucial to continue implementing quality improvement programs such as the Breast Imaging 
Accreditation Program by the JBCP in collaboration with the Healthcare Accreditation Council.  

• To meet the growing demand for biopsies, prioritize the establishment of streamlined diagnostic 
pathways for faster results. 

• In the medium to long term, it will be important to create a centralized health care coordination 
authority tasked with overseeing and streamlining health care services and resources across the 
country. This includes fostering partnerships between public health care facilities and private 
sector organizations to secure additional funding and resources. 
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• Although essential biomarker testing, such as hormone receptor status and HER2, is readily 
performed at the KHCC, obtaining these tests in other health care facilities can be a more 
challenging endeavor. Ensuring widespread access to these tests is crucial to providing patients 
with the most optimal treatment options. 

• Molecular diagnostic testing needs to be improved in all hospitals apart from the KHCC to establish 
the prerequisites to administer modern cancer medicines. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Addressing imbalances in the quality of care, with high-quality care at the KHCC and lower quality 
elsewhere, is a pressing concern. This imbalance is, in large part, a result of the limited 
availability of modern health care infrastructure outside of Amman. While the planned sub-center 
from the KHCC in Aqaba promises enhanced access to oncological medical facilities in the southern 
regions, there remains an urgent need to bolster access to high-quality health care facilities in 
the northern areas and underserved regions. 

• Establishing common, nationwide treatment guidelines should be considered, but this is still 
difficult due to the fragmentation of the health care providers. 

• Invest in medical education and training programs to increase the number of specialized surgical 
oncologists. Offer incentives such as scholarships and training opportunities to encourage medical 
students to specialize in surgical oncology. 

• The number of radiation therapy machines falls short of recommended standards. A potential 
solution lies in the planned establishment of smaller cancer treatment centers in various regions 
outside of Amman, which could ameliorate this situation. Additionally, exploring hypofractionated 
radiation therapy could allow patients to complete their radiation therapy courses more rapidly 
and save resources. 

• Access to newer breast cancer medicines is uneven, with better access at the KHCC and the RMS. 
A more systematic use of HTA (as already partly done at the KHCC) could guide reimbursement 
decisions to the most cost-effective treatments and ensure transparency and consistency in a 
value-based decision-making process. 
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9.5 Morocco 

MOROCCO – Recommendations 

Governance of breast cancer care 

• Public spending on health care amounts to around 2% of GDP, which falls short of the informal 
WHO spending target of 5%. Additional spending to bring the country closer to the benchmark 
would be needed. The insufficient public spending can have various impacts on Morocco’s ability 
to address breast cancer adequately, from prevention to treatment and follow-up.  

• Considering the substantial efforts to achieve UHC through AMO there is a potential concern of 
overcrowding and extended waiting times. The rollout of UHC should be executed in a thorough 
and gradual approach. This approach should encompass capacity expansion, effective resource 
allocation, and a commitment to maintaining or enhancing the quality of health care services. 

• Establish physical access points, such as community centers or government offices, equipped with 
computers and staffed with trained personnel who can assist women previously covered by RAMED 
in navigating the AMO transition process. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Primary care workers should receive enhanced training to promptly recognize early symptoms of 
breast cancer. Mandating regular participation in continuous medical education for health 
professionals can facilitate this. Such training can be provided on-site or through online platforms 
offering courses and webinars. 

• Addressing the shortage of primary care workers is of paramount importance to ensure the 
provision of adequate health care services to the population, especially in light of the increasing 
demand within AMO. It is advisable to conduct a comprehensive workforce needs assessment to 
pinpoint the areas and specialties with a shortage of primary care workers. Additionally, the 
development of long-term workforce planning strategies aimed at the training and recruitment of 
additional health care professionals is recommended. 

• Given that awareness campaigns and the national screening program seemed effective during the 
2013-2017 period, campaigns tailored to specific communities or regions might further enhance 
the outreach. These campaigns could take into account local languages, cultural beliefs, and 
customs. 

• To bridge the knowledge-practice gap in women, it is crucial to initiate community outreach 
programs focused on educating women about the significance of regular CBE and mammograms. 
Additionally, sharing success stories and testimonials of women who identified breast health 
concerns early through routine screenings can serve as inspiration for others. Emphasize the 
stories of women who have continued to lead fulfilling family lives post-diagnosis. 

• Continue developing a comprehensive year-round awareness calendar that outlines specific 
activities, events, and campaigns to be conducted each month. 

• For uninsured women, foster collaborations between public and private sectors to create cost-
sharing arrangements that make screening more affordable during the whole year and not only in 
October and November. 

• It is advisable to explore patient navigation strategies aimed at providing comprehensive support 
to breast cancer patients throughout their entire care journey, beginning with raising awareness 
and facilitating early diagnosis. 

• Considering the reduced sensitivity of CBE compared with mammography, it is crucial to establish 
a nationally recognized training curriculum for CBE. This will ensure that all health care 
professionals (physicians and nurses) possess consistent and current expertise. Re-evaluate the 4-
day training duration to determine if it is sufficient for health care workers to become proficient 
in CBE. Extend the duration if necessary. Upon successful completion of the training program, 
health care workers could be awarded a certificate to validate their expertise. 

• Consider introducing an SMS or phone call invitation system for screening, including sending out 
reminders. 

• To address the shortage of genetic counselors, collaborate with medical institutions to offer 
specialized courses in genetic counseling, thereby training current health care professionals. 
Consider integrating this service into breast cancer care in the medium term. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• It is crucial to improve the quality control of mammography and pathology units by ensuring that 
laboratories and diagnostic centers get accredited by international health bodies to maintain 
quality standards. 

• There is an insufficient number of radiologists specializing in breast imaging. A promising approach 
is to train radiographers in mammography image interpretation. Also, telemammography, which 
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enables remote interpretation of mammograms by expert radiologists, offers a valuable solution 
to tackle local shortages. 

• To address the shortage of pathologists, it is recommended to expand the number of pathology 
residency positions in medical schools and improve compensation packages for these 
professionals, especially in the public sector where the deficit is the most pronounced. 

• It is advised to conduct a comprehensive analysis to evaluate the absence of documented essential 
biomarker testing in biopsies. This will determine whether the issue lies in the omission of testing 
or in the failure to record the tests performed. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Initiate a detailed study to understand the specific treatment barriers faced by rural populations, 
whether related to cost, transportation, awareness, or other factors. 

• Consider running awareness campaigns to educate patients about the importance of MDT meetings 
in devising effective breast cancer treatment plans. 

• Implement patient education campaigns to raise awareness about the importance of treatment 
adherence. Provide resources and support to help patients understand the benefits of completing 
their treatment regimens. 

• Invest in medical education and training programs to increase the number of specialized 
oncologists and surgical oncologists. Offer incentives such as scholarships and training 
opportunities to encourage medical students to specialize in oncology and surgical oncology. 

• Enhance oncology training programs to ensure medical professionals are up to date with the latest 
global therapeutic strategies, particularly neoadjuvant therapies.  

• Significant progress has been made in recent decades to enhance the availability of radiation 
therapy units. Despite these advancements, the number of radiation therapy machines still lags 
the recommended standards. A possible solution to this issue is the proposed establishment of 
smaller cancer treatment centers across various regions. Additionally, exploring hypofractionated 
radiation therapy would allow patients to complete their radiation therapy courses more rapidly 
and save resources. 

• The process for getting regulatory approval for breast cancer medicines, especially those with 
substantial health benefits, should be sped up. This change would make these medicines available 
more quickly in the private sector, and possibly in the public sector later on. This is crucial for 
advanced breast cancer where most new treatments have not gotten approval yet. 

• Access to newer breast cancer medicines, in both early and metastatic stages, is significantly 
restricted. Transitioning to a value-based and transparent HTA process could aid in giving priority 
to the introduction of new and effective medicines. 

• Consider revising the necessity for expert committee approval to obtain reimbursement for 
certain reimbursed medicines. 
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9.6 Saudi Arabia 

SAUDI ARABIA – Recommendations 

Governance of breast cancer care 

• The National Plan for Cancer Control for the period of 2014-2025 aims to reduce breast cancer 
mortality by 30%. The plan includes various objectives, such as increasing awareness about breast 
cancer symptoms among health care workers and the implementation of an integrated population-
based level screening program. It will be important to evaluate the impact of the National Cancer 
Plan to assess progress over time and draw learnings for the future. 

• Introduce an efficient electronic appointment system at primary health care centers, allowing 
women to schedule visits at convenient times, thereby reducing wait times. 

• Considering the high fragmentation of Saudi Arabia’s health care system, it is advisable to explore 
patient navigation strategies starting with having clear and easy to navigate referral pathways 
between screening services, primary health care centers, diagnostic services, hospitals, etc. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Despite free provision of breast cancer screening, it appears that participation rates are still low. 
Participation rates could improve with a call-recall system where women receive SMS, calls, or 
emails about their upcoming screenings. Periodic reminders could significantly increase the 
retention rate. 

• Promote transparency of the breast cancer screening program by making participation rates and 
other KPIs readily accessible to the public through official channels, websites, and annual reports. 
In addition, use this information to continuously evaluate the effectiveness of the program, 
making necessary adjustments based on data analysis. 

• Collaborate with local imams, community elders, and women's group leaders to advocate for the 
importance of breast cancer screening. Their endorsement can help reduce stigma and dispel 
fears. 

• Use testimonials from women who have undergone screening and benefited from early detection. 
Emphasize the stories of women who have continued to lead fulfilling family lives post-diagnosis. 

• Organize awareness sessions where entire families, including men, are invited to learn about 
breast cancer. 

• Develop and distribute multilingual information brochures and websites that provide 
comprehensive details on breast cancer care options, screening, and available health care 
facilities in Saudi Arabia for expatriates. 

• Consider providing primary care practitioners with patient education materials about breast 
cancer screening to distribute during ordinary appointments. 

• Prioritize BRCA mutation screening to identify women at high risk. Currently, most individuals 
with mutations remain undetected due to limited access to BRCA1/2 testing. Although such tests 
are offered at the King Faisal Specialist Hospital & Research Center and the National Guard 
Hospital, widespread access is still challenging. 

• Train existing health care professionals, such as primary care physicians, in basic genetic 
counselling principles to enhance the reach in underserved regions. 

• Consider deploying mobile genetic testing units equipped with necessary facilities to reach remote 
areas, ensuring wider access. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• There is a need to recruit more trained radiologists to analyze the imaging results. One potential 
solution would be to have specialized training programs for radiographers in mammography to 
improve their knowledge and skills in breast cancer detection. Another potential solution is 
telemammography, which enables remote interpretation of mammograms by expert radiologists. 

• Collaborate with medical institutions to promote workforce development in the field of pathology. 

• Evaluate the proportion of patients receiving essential biomarker testing and testing for newer 
biomarkers at all institutions across the country to assess adherence. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Develop and expand culturally sensitive, Arabic-centric online and offline support platforms 
nationwide. Encourage the creation of more initiatives like “Najia” to address the psychosocial 
needs of cancer patients before, during, and after the treatment process. 

• Implement patient navigation services within hospitals and health care facilities to support women 
and prevent them from getting lost within the system as well as to reduce delays in the treatment 
process. 
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• No real national treatment guidelines exist and can be applied consistently due to the 
fragmentation of the health system. The ongoing transformation of the health system as part of 
the Saudi Vision 2030 needs to improve this to ensure a more equitable provision of cancer care. 

• Continue prioritizing initiatives to train and recruit medical oncologists and nurses to help 
alleviate current staff shortages.  

• Ensure breast surgeries are performed by specialized breast surgeons rather than general 
surgeons. 

• Radiation therapy is predominantly concentrated in Riyadh, Jeddah, and Dammam, leading to 
limited access in other areas. One option is to improve the availability of radiation therapy in 
rural areas. Another option is to use hypofractionated radiation therapy more often, which 
enables patients to complete their radiation therapy courses more quickly. This would make it 
easier for patients from rural areas to receive short-term treatment in major cities and also save 
resources. 

• Although a wide range of newer breast cancer medicines are accessible in both early and 
metastatic stages across various government and private sector facilities, the actual delivery of 
these medicines continues to encounter logistic hurdles. Developing a comprehensive digital 
platform to integrate procurement, inventory management, and distribution processes for 
medicines is warranted.  
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9.7 South Africa 

SOUTH AFRICA – Recommendations 

Governance of breast cancer care 

• While public health care spending, at approximately 5% of GDP, aligns with WHO standards, 
notable disparities in the allocation of these funds exist. These disparities stem from variations 
in the governance of provincial health authorities. It is important to intensify efforts towards 
ensuring equitable health care provision across the entire country. 

• Transportation is a major obstacle for many South African patients seeking timely and regular 
breast cancer care. Building on existing transportation initiatives, like the one by NGOs such as 
Campaigning for Cancer that harnesses an app linked to the public transport system, is crucial. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Recognizing that traditional healers are often the first point of care for women, makes it 
necessary to harness their potential as enablers in the health care system. By investing in their 
education about breast cancer symptoms, this could improve the chances of timely referrals. 
Engaging with and equipping healers, possibly with handheld sonar devices, can enhance initial 
consultations, seamlessly integrating traditional and modern health care methods to optimize 
early diagnosis and treatment. 

• Given the rising preference of complementary medicine, integrative health clinics that combine 
complementary and conventional medicine under one roof could be considered. This would offer 
patients a holistic approach to their health care. 

• Formally recognize and define the role of navigators within the national health care system, by 
dedicating a portion of the national or regional health care budget specifically for the 
recruitment, training, and remuneration of navigators. 

• The 2017 breast cancer control policy includes a standard to enhance breast education, providing 
materials and instructing women on breast self-examination techniques. Before the policy, 
research indicated that women in certain provinces were not receiving this education. Continuing 
emphasizing the development of educational materials is crucial to bolster breast cancer 
awareness and cultivate a culture of prevention. Incorporating digital distribution methods can 
further this reach. 

• Given the increasing digitalization and availability of self-monitoring tools, it is recommended to 
widely adopt and promote digital tools designed for keeping track of self-breast examinations and 
CBE.  

• Considering the reduced sensitivity of CBE compared with mammography, and the scarcity of 
mammography equipment, it is crucial to establish a nationally recognized training curriculum for 
CBE. This could help ensuring that all health care providers possess consistent and updated 
knowledge in all provinces. 

• Use testimonials from women who have undergone screening and benefited from early detection. 
Emphasize the stories of women who have continued to lead fulfilling family lives post-diagnosis. 

• Many individuals with mutations go undetected because of restricted access to BRCA1/2 tests. 
While these tests are available, they are not easily accessible due to the NHLS being 
oversaturated, resulting in extended waiting times. A viable solution may be to outsource these 
tests. In fact, some facilities have successfully outsourced full-gene sequencing tests to other 
companies at competitive prices. 

• Train existing health care professionals, such as oncologists and primary care physicians, in basic 
genetic counselling principles to enhance the reach in underserved regions. Create more positions 
for genetic counsellors in the public sector and ensure retention of trained professionals within 
the country. 

• Consider deploying mobile genetic testing units equipped with necessary facilities to reach remote 
areas, ensuring wider access. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• A comprehensive review is recommended to identify the root causes of bottlenecks within the 
health care system that impede timely diagnoses. 

• To address the deficiency of mammography equipment, it is crucial to prioritize investments in 
additional machines, especially in centers serving vast regions. Moreover, introducing mobile 
mammography units in rural and semi-urban areas can further bridge the gap in accessibility. 

• Compared to mammography and MRI, ultrasound machines are generally more affordable and 
easier to maintain. This makes them a viable option for regions with limited resources. Consider 
continuing investing in ultrasound technology and dedicated training for health care professionals 
in its techniques. 
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• Invest in computers and necessary hardware specifically designed for medical imaging in facilities 
that lack them, as the imaging tests should be thoroughly reviewed on proper screens (rather than 
mobile phone screens) before making any treatment decisions. 

• Explore the implementation of digital pathology solutions, which can include facilitating virtual 
collaboration among pathologists, thereby reducing the necessity for them to be physically 
present in the same location. Additionally, consider long-term investments in digital pathology 
technology to enhance the cost-effectiveness of diagnoses and prognoses.  

• Advocate for government and health care institutions to introduce subsidies or financial assistance 
programs for critical diagnostic tests like the core needle biopsy. 

• To address the shortage of health care workers in various areas, a potential strategy is to engage 
more primary care physicians in diverse aspects of the diagnostic process.  

• Consider implementing periodic quality checks and audits of histopathology reports to ensure 
compliance with standards and to identify areas and institutions needing improvement. 

• To promote the uptake of gene expression profile panels, it is essential to establish effective 
financing and reimbursement strategies for tests that demonstrate significant clinical benefits 
and that can prove their cost-effectiveness. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Help patients to pay for transportation costs by implementing a comprehensive transportation 
subsidy or voucher program. Partnering with local transportation providers or initiating state-
sponsored transportation services could reduce the economic burden on patients, ensuring 
consistent and uninterrupted treatment access. 

• Improve the patient’s experience by fostering a comfortable and welcoming environment, starting 
with the establishment of dedicated counseling rooms. As an initial measure, consider utilizing 
technology to provide virtual counseling and support group sessions. As a second step prioritize 
renovation of infrastructure to create proper spaces for counseling rooms and adequate space for 
patient consultation. 

• Strengthen social support system for patients to improve adherence to chemotherapy and other 
treatments. Integrate long-term plans for capacity building within the public health sector to 
reduce overreliance on NGOs and ensure sustainable, quality care for patients. 

• Co-payments for cancer care services accessed by insured patients can be high as they are defined 
in relation to the total price of services. A switch to paying a fixed fee as a co-payment could be 
considered. 

• Conduct a comprehensive review of the current medical funding structures. Explore avenues for 
broadening the scope of coverage to include essential non-PMB treatments for breast cancer. 

• Plan for a long-term expansion of hospital infrastructure to accommodate the growing number of 
cancer patients. This would also include prioritizing the renovation of old clinics.  

• Increase the number of weekly surgical slots dedicated to breast surgery, by investing in additional 
medical equipment, and training and hiring more breast surgeons. Partnerships with private 
institutions or international health organizations may also offer temporary relief. 

• To improve the shortages of medical oncologists, the implementation of telemedicine and virtual 
consultations platforms could be explored. To address the shortages of radiologists and radiation 
oncologists, the number of radiology residency slots in medical schools could be increased and 
the compensation packages for these professionals could be enhanced. 

• The limited availability of radiation therapy equipment contributes to extended waiting times. 
One solution might involve expanding the operational hours of current radiation therapy centers, 
possibly including weekends, to serve a greater number of patients. Additionally, continue 
prioritizing the use of hypofractionated radiation therapy to allow patients to complete their 
radiation therapy courses quicker and to save resources. In addition, establish and expand 
brachytherapy facilities within the private sector. 

• Develop a centralized digital platform or database that provides easy access to treatment 
protocols and formularies for both patients and insurers. Continue supporting initiatives like the 
Campaigning for Cancer project that aim to enhance transparency. 

• The current availability of modern cancer medicines is predominantly (for targeted therapies) or 
exclusively (for immunotherapies) limited to the private sector. In the public sector, the process 
to include a new medicine on the EML is lengthy. Until recently, the standard-of-care available 
on the EML for oncology resembled global standards from 20 years ago but this has started to 
improve. A shift towards a more systematic assessment using HTA could be considered to help 
prioritize modern cancer medicines. 

• Establish an HTA unit along with a rigorous, transparent, and standardized HTA process with clear 
decision criteria for medicines to ensure that medical protocol and formulary decisions are based 
on solid health economic rationale and not influenced by political biases or personal preferences. 
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9.8 Türkiye 

TÜRKIYE – Recommendations 

Governance of breast cancer care 

• Public spending on health care amounts to around 4% of GDP, which falls short of the informal 
WHO spending target of 5%. Additional spending to bring the country closer to the benchmark 
would be needed. The insufficient public spending can have various impacts on Türkiye’s ability 
to address breast cancer adequately, from prevention to treatment and follow-up.  

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• While more women recognize the importance of being vigilant about changes in their breasts and 
understand the importance of mammography than before, this awareness is not universal. Younger 
women tend to overlook symptoms more frequently. Also, studies reveal that women know breast 
self-examination and mammography are important, yet they do not actually go to check-ups 
according to the recommendations. Therefore, it is important to persistently educate women 
about breast health awareness from an early age and continue reminding women of the 
importance in ordinary contacts with the health care system. Such continued education is 
essential for immediate health benefits and for enhancing long-term participation rates in breast 
cancer screening programs. 

• Consider ways to address the challenge of difficulties in securing appointments for women 
exhibiting breast cancer symptoms.  

• While women in the eligible age group (40-69 years) are intended to receive screening invitations 
via SMS and phone calls, studies indicate that only a small fraction actually receive these 
notifications. To foster a culture of preventive screening, it is important to continue working on 
a reliable call-recall system. This system should consistently notify patients about their upcoming 
screenings through SMS, calls, or emails. This is especially vital for women aged 40-49, who were 
not previously included in the early detection program but are now eligible. 

• General practitioners and nurses seldom proactively recommend preventive mammography to 
their patients. It could be considered to provide primary care practitioners with patient education 
materials about breast cancer screening to distribute during ordinary appointments. 

• A comprehensive approach to data collection and analysis should be prioritized, specifically 
focusing on the rates of early diagnosis and survival rates from different groups. 

• To improve the low referral rates for genetic testing attributed to a knowledge gap among primary 
care health workers, it is crucial to prioritize the education and training of health care 
professionals. 

Diagnostic process (imaging, biopsy, biomarker testing) 

• There are long waiting times to secure appointments at diagnostic services in the public sector. 
Invest in expanding health care facilities, including diagnostic centers, to accommodate more 
patients is needed to reduce waiting times. 

• The availability of mammography machines is high. The current priority should lie in ensuring 
high-quality standards, as studies indicate that numerous mammography machines in both private 
and public hospitals fall short of meeting these benchmarks. Additionally, a significant number of 
mammography reports are found to be incomplete, emphasizing the need for improvements in 
quality assurance and reporting practices. 

• It is crucial to improve the quality control of pathology units by ensuring that laboratories and 
diagnostic centers get accredited by international health bodies to maintain quality standards.  

• While essential biomarker testing, including hormone receptor status and HER2, is accessible in 
major cities, acquiring these tests in less urbanized areas, such as the Eastern Anatolia region, 
poses challenges. Ensuring widespread access to these tests is crucial to providing patients with 
the most optimal treatment options. 

• To improve pathologist job satisfaction and prevent future talent drain in the public sector, it is 
advisable to start working on feedback mechanisms where pathologists can voice their concerns, 
suggestions, and feedback about their work environment. 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Launch patient education campaigns to raise awareness about the importance of treatment 
adherence. Provide resources and support to help patients understand the benefits of completing 
their treatment regimens. 

• Prioritize data collection and create a feedback loop where data-driven insights continually refine 
health care practices. One example where this could be beneficial is the measurement of waiting 
times. The geography of the country, with worse access to comprehensive cancer centers in rural 
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and semi-rural areas, is a challenge that affects the start of treatment. Patients in the Southeast 
Anatolia region have an average waiting time for starting treatment of more than double than 
patients from other regions. It is necessary to consider ways to improve geographical accessibility 
and to upgrade medical facilities in underserved regions. 

• To address the shortage of breast surgeons that leads to long waiting times for surgery, it would 
be beneficial to expand the number of training programs in breast surgery. Encouraging medical 
students to specialize in this field can be achieved through scholarships, grants, or other 
incentives. 

• To address the shortage of radiation oncologists and radiation therapists, it is recommended to 
increase the number of radiology residency slots in medical schools and enhance compensation 
packages for these professionals. 

• The limited availability of radiation therapy equipment contributes to extended waiting times. 
One solution is to use hypofractionated radiation therapy more often to allow patients to complete 
their radiation therapy courses quicker. This would be particularly beneficial for patients living in 
the East Anatolia and Southeast Anatolia region and also save resources. 

• Ensure consistent use of HTA to evaluate new cancer medicines. Prioritize the reimbursement of 
medicines with high clinical benefit and acceptable cost-effectiveness profile. Constrained health 
care budgets could be aided by an increased focus on cancer medicines that provide the greatest 
benefit to patients, while deprioritizing others. 

• Facilitate the implementation of clinical trials for medicines and continue to algin the clinical 
trials ecosystem with international standards. Through the participation in clinical trials, some 
patients can receive the newest medicines without the need by the SSI to pay for them. 
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9.9 United Arab Emirates 

UAE – Recommendations 

Governance of breast cancer care 

• Public spending on health care amounts to around 3% of GDP, which falls short of the informal 
WHO spending target of 5%. Additional spending to bring the country closer to the benchmark may 
be needed. The insufficient public spending can have various impacts on the UAE’s ability to 
address breast cancer adequately, from prevention to treatment and follow-up. 

• Emphasize and strengthen the participation of patient organizations in decision-making processes 
concerning breast cancer care. 

 

Early detection (self-initiated detection, screening, and genetic risk assessment)  

• Collaborate with local imams, community elders, and women's group leaders to advocate for the 
importance of breast cancer screening. Their endorsement can help reduce stigma and dispel 
fears. 

• Use testimonials from women who have undergone screening and benefited from early detection. 
Emphasize the stories of women who have continued to lead fulfilling family lives post-diagnosis. 

• Organize awareness sessions where entire families, including men, are invited to learn about 
breast cancer. 

• Develop and distribute multilingual information brochures and websites that provide 
comprehensive details on breast cancer care options, screening, and available health care 
facilities in the UAE for expatriates. 

• Consider providing primary care practitioners with patient education materials about breast 
cancer screening to distribute during ordinary appointments. 

• Consider ways to address the challenge of difficulties in securing appointments for women 
exhibiting breast cancer symptoms. 

• Improve breast cancer awareness and early detection activities all year-round eliminating the 
need for women to delay screenings until October.  

• Launch comprehensive awareness campaigns that address misconceptions about mammograms, 
emphasizing their safety and benefits.  

• Allocate funding for additional mobile mammography clinics to cater to the high demand, ensuring 
that more women across all Emirates are screened timely. 

• Promote the use of electronic health records that include imaging storage and transfer 
capabilities, to ensure more effective communication with, e.g., services provided by the Pink 
Caravan initiative. 

• Reevaluate age cutoffs for receiving breast cancer screening and consider incorporating risk 
assessment tools to identify individuals who may benefit from earlier screenings. 

• Promote transparency of the breast cancer screening program by making participation rates and 
other quality indicators readily accessible to the public through official channels, websites, and 
annual reports. In addition, use this information to continuously evaluate the effectiveness of the 
program, making necessary adjustments based on data analysis. 

• Enhance data completeness in the cancer registry by standardizing the documentation process for 
diagnosis across health care facilities. 

• Consider establishing genetic counseling services in multiple comprehensive cancer centers across 
the country to reduce waiting times and increase accessibility. 

• Continue investing in the development of in-country genetic testing facilities to reduce 
dependence on overseas testing centers. 

 

Diagnostic process (imaging, biopsy, biomarker testing) 

• Establish clear KPIs and time frames for the diagnostic process of breast cancer. 

• Explore ways to establish a dedicated fund in each Emirate aimed at offering diagnostic imaging 
exams to underserved or vulnerable populations who do not have free access. 

• Develop specialized training programs for radiographers in mammography to improve their 
knowledge and skills in breast cancer detection. Encourage continuous professional development 
and certification in breast imaging. 

• Collaborate with medical institutions to promote workforce development in the field of pathology. 
Establish training programs and incentives to attract and retain qualified pathologists throughout 
the Emirates. 

• Develop patient education materials and counseling services that specifically address common 
misconceptions and fears related to diagnostic procedures like biopsies. 

 



IMPROVING BREAST CANCER CARE IN THE MIDDLE EAST AND AFRICA 

IHE REPORT 2024:6 139 

Treatment (organization, workforce, patient support, radiation therapy, medicines) 

• Many cancer patients (especially expatriates) lack knowledge on where to seek care and how to 
navigate through the health care system. A system with patient navigators should be established. 
In addition, a more streamlined pathway model of cancer care could be considered. 

• Provide transportation assistance or subsidies for breast cancer patients who need to travel long 
distances for treatment. 

• To optimize the process of financial assistance for the treatment of breast cancer patients, 
consider collaboration and resource-sharing among charitable organizations and ways to develop 
a standardized application form to avoid duplication. 

• Launch patient education campaigns to raise awareness about the importance of treatment 
adherence. Provide resources and support to help patients understand the benefits of completing 
their treatment regimens. 

• Implement quality assurance programs and clinical practice guidelines that emphasize the 
importance of MDT consultations for breast cancer patients. MDTs comprising various kinds of 
oncologists, nurses, psychologists, and patient navigators should review all cases prior to 
treatment start. These teams can provide patients with a holistic understanding of their 
treatment options and offer guidance on the best course of action, reducing the need for seeking 
multiple opinions, allowing them to start treatment earlier. 

• Establish and expand nurse education and training programs, particularly those focused on 
oncology nursing. 

• The number of radiation therapy machines is close to meeting internationally recommended 
standards. However, geographic imbalances in the location of treatment centers with radiation 
therapy machines is still a challenge. 
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Country card Algeria: Improving breast cancer care in the MEA region IHE – The Swedish Institute for Health Economics 

 

     Algeria 

Breast cancer  

• Breast cancer represents the most prevalent form of cancer among 

women in Algeria, accounting for 43% of all new cancer diagnoses and 

30% of all cancer-related deaths in women. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 86% of cases in Algeria were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• Around 90–98% of the population is covered by compulsory public insurance, but out-of-

pocket expenses are still necessary for most medical services due to low reimbursement rates. 

Uninsured individuals face full medical costs. Long waiting times for appointments in the 

public sector often push patients to opt for private care, which requires full payment unless 

covered by private health insurance, which is rare. 

• Breast cancer patients covered by Caisse Nationale des Assurances Sociales (CNAS) and Caisse 

Nationale de Sécurité Sociale des Non-Salariés (CASNOS) have access to free care within the 

public health care system, which includes surgery, radiation therapy, and medicines. 

However, diagnostic evaluations like mammography and biopsies are paid for by the 

patient and only partially reimbursed. Full coverage applies only after an official diagnosis 

of breast cancer is made. 

• Recent developments have seen the Ministry of Health introduce a specialized unit, the 

"Cellule d’accueil" in many oncology centers, especially in newer ones. This unit is designed 

to expedite the scheduling process for radiology or biopsy procedures, ensuring patients 

receive prompt appointments and helping to reduce diagnostic delays. 

 

 

 

 

 

 

 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in countries similar to Alegria, such as Jordan, can 

be more than twice as costly as treating early-stage breast cancer, underscoring the critical 

value of early detection to reduce the economic burden.  

 

 
 

 

 
 

Address the lack 
of specialized 
breast cancer 
clinics, for 
instance, by 
upgrading 
existing clinics 
and continuing 
to prioritize the 
deployment of 
mobile clinics. 

 

 
 
 
 
 
 
 
 

 
Enhance breast 
cancer care by 
increasing 
investment, such 
as raising the 
reimbursement 
rates for 
diagnostic 
services by 
CNAS/CASNOS. 

 
 

 
 
 
 
 
 
 

 
 
 
 
 
 

 

 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making 
processes. 
 
Prioritize 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
 
Integrate 
evaluation 
measures on the 
National Cancer 
Plan to assess 
progress over 
time. 
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Total health expenditure: 5.5% of GDP (2021) 
Source: World Bank 

 

9 out of 10 women diagnosed with breast 
cancer in Algeria are under 65 years. 

 

The Algerian public authorities have been proactive in enhancing the country's cancer care 

infrastructure, including the establishment of a national cancer agency and increased funding 

for cancer management. In 2024, an extra 30 billion dinars were designated for the National 

Fund for Cancer Control, underscoring this dedication. 
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Early detection 

Main challenges Main recommendations  

• Early detection faces significant challenges in rural and semi-rural communities, marked by: 

❖ a cultural reluctance to discuss the disease, 

❖ fear of diagnosis, 

❖ and the potential social repercussions of a cancer diagnosis on family dynamics. 

• These issues are exacerbated by a lack of adequately trained primary care workers and low 

health literacy, leading to delays in seeking medical care. Studies in Algeria have confirmed 

these delays, with a notable range in the time from the onset of symptoms to the first medical 

consultation, underscoring the need for improved education and health care practices in these 

communities. 

• As of 2023, a comprehensive nationwide screening program for breast cancer has yet to be 

fully established. Experts indicate that the current diagnosis rate through screening efforts is 

around 10-20%. This contributes to approximately 43% of breast cancer cases being 

diagnosed at advanced stages (stage III and IV). Only around half of cases are diagnosed in 

stage I and II, well below the WHO GBCI target of 60%.  

 

 
 

• There is no established or widely agreed-upon set of guidelines or procedures in place for 

conducting breast cancer screening within the country. 

• Access to clinical genetic services in Algeria faces significant challenges, including high costs 

and lack of public insurance coverage, despite plans to introduce these services at the Centre 

Pierre et Marie Curie. Local experts report long waiting times for genetic testing, often 

extending from 6 months to 1 year, due to the limited availability of such services, confined 

to a single facility in the northern region. 

 

 
 

Continue 
implementing 
community 
engagement and 
education. For 
instance, engage 
men in the 
conversation with 
awareness sessions 
for entire families. 
 

 

Consider population-
based screenings, 
involving 
mammography or 
clinical breast 
examinations for 
asymptomatic 
women. 
 

 

Implement 
structured 
guidelines for the 
breast cancer 
screening process. 
This would help 
women navigate the 
health care system 
more easily. 
 

 
Improve access to 
BRCA1/2 tests and 
genetic counseling 
to identify and 
follow-up women 
carrying mutations. 

  
 

Diagnostic services 

Main challenges Main recommendations  

• Local experts have observed improvements in geographical accessibility to breast cancer 

centers and diagnostic equipment like mammography and ultrasound across the country, 

leading to shorter delays in receiving a diagnosis in recent years. However, significant 

challenges persist, including: 

❖ long waiting times for appointments, which can range from 1 to 2 months,  

❖ disparities between the private and public sectors in terms of waiting periods for diagnostic 

tests. While the private sector offers quicker access to services like MRI and bone scans, 

resulting in a diagnosis within 1 week, the public sector faces delay of up to 3 months for 

a comprehensive diagnosis due to prolonged waiting times in radiology and pathology.  

❖ geographical barriers remain for accessing certain technologies, such as MRI, requiring 

some women to travel to other regions for these services. 

• Key challenges in breast cancer diagnosis include a shortage of pathologists in smaller centers, 

significant out-of-pocket costs for tests in the private sector, and disparities in waiting times 

for diagnostic exams. Public sector histological exams can take 15 to 20 days, whereas 

the private sector typically completes them within 7 days. 

• All histological samples are subject to ER/PR/HER2 testing in the public sector. However, 

access to newer biomarker tests and gene expression profiles remains limited or sometimes 

non-existent in the public sector. These advanced tests, crucial for accessing newer breast 

 

 
Invest in expanding 
health care facilities, 
including diagnostic 
centers, to 
accommodate more 
patients and reduce 
waiting times. 
 

 
 

Explore the expansion 
of social security 
coverage to fully 
cover mammography 
expenses in the 
private sector. 
 

 

Improve access to 
novel biomarker 
testing by subsidizing 
costs. 
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cancer medicines, are currently only available in the private sector, often resulting in 

significant out-of-pocket expenses. 

 

Test 
Access to biomarker testing in 
the public sector 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) Not publicly available  

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, TMB-H) 

BRCA1/2 and PD-L1 have limited 
public reimbursement while the rest 
are not publicly available  

 

 

Develop and 
implement a 
standardized 
curriculum for breast 
pathology training to 
enhance the skills of 
pathologists and 
laboratory 
technicians. 
 

 

Ensure quality control 
in pathology by 
accrediting 
laboratories and 
diagnostic centers. 

 

Treatment 

Main challenges Main recommendations  

• There is a shortage of surgical oncologists due to the absence of specialized training programs 

in oncology surgery, leading to surgeries being performed by organ-specific surgeons rather 

than oncology specialists. 

• Despite concerted efforts to establish and regularly update national clinical guidelines, 

including those for breast cancer, since the initiation of the National Cancer Plan in 2015-

2019, some physicians still show reluctance to adopt new treatment according to local 

experts. 

• The initiation of treatment usually proceeds smoothly. However, accessing radiation therapy 

in the public sector often experiences delays. Significant geographical disparities exist; for 

instance, patients in the southern parts of the country may face waiting times of up to 6 

months, while those in the eastern regions typically wait 3 months. These delays are 

primarily due to the lack of available equipment and a preference among patients for 

treatment at larger, more congested centers. 

• Recent financial efforts to fight cancer have led to significant investment in cancer medicines, 

with nearly half of the Central Hospital Pharmacy's budget dedicated to purchasing these 

medicines. However, challenges persist including: 

❖ delayed regulatory approvals that hinder the timely introduction of new and effective 

breast cancer medicines into the market, affecting their accessibility in both the private 

and public sectors, 

❖ and limited reimbursement of newer breast cancer medicines in the public sector for 

both early and metastatic stages. 

 

 

 
 

Organizing regular 
seminars for 
medical 
professionals to 
learn about new 
treatments 
advances. 
 

 
 

Forge partnerships 
with international 
medical institutions 
to craft training 
programs in 
oncology surgery. 
 

 
Improve availability 
of radiation 
therapy. Explore 
hypofractionated 
radiation therapy as 
a solution to 
complete radiation 
therapy courses 
more quickly and 
save resources. 
 

 
 

Create awareness 
campaigns to 
highlight the 
advantages of 
seeking care in 
local facilities. 
 

 

Enhance the 
availability of 
newer, effective 
cancer medicines 
by transitioning to 
a value-based and 
transparent health 
technology 
assessment process. 
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                 Egypt 

Breast cancer  

• Breast cancer represents the most prevalent form of cancer among 

women in Egypt, accounting for 36% of all new cancer diagnoses and 

23% of all cancer-related deaths in women. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 
and Africa (MEA) region than in Western countries, approximately 10 
years earlier. In 2022, 82% of cases in Egypt were in women below the 
age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• The country has set an ambitious target to achieve universal health coverage by 2030-2032. 

This nationwide initiative seeks to evolve the current fragmented system into a cohesive 

structure. Notable progress has been made, as of 2022, public insurance coverage expanded 

to encompass close to 70% of the population. 

• Due to quality issues and long waiting times, patients who have the financial resources 

frequently choose private health care options. For individuals without insurance, MoHP 

facilities are accessible, with some services being complimentary while others require co-

payments. 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in countries similar to Egypt, such as Jordan, can 

be more than twice as costly as treating early-stage breast cancer, underscoring the critical 

value of early detection in reducing the economic burden. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Prioritize an 
increase in 
public spending 
on health care 
more aligned 
with global 
standards.  

 

 

 

 

 

 

 

 

 
Continue to 
evaluate the 
impact of the 
Women's Health 
Initiative on re-
examination 
rates, stage 
distribution, 
treatment 
uptake, and 
health outcomes. 
 
Continue 
prioritizing 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
 

 

Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making 
processes. 
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Source: World Bank 

 

8 out of 10 women diagnosed with breast cancer in 
Egypt are under 65 years. 

 

Egypt's Leap Forward in Breast Cancer Care  

The Egyptian public authorities have been proactive in improving breast cancer care in Egypt. 

In July 2019, the country intensified its commitment to combating breast cancer by launching 

the "Women's Health Initiative”. This initiative has successfully enabled over 20 million women 

to receive more than 35 million clinical breast examinations (CBE). As of the time of this 

report, more than 3,000 primary care facilities are actively participating in the campaign, 

ensuring that all eligible women can receive their CBE. The campaign also aims to improve 

access to treatment. Local experts have observed as an indirect effect of the campaign that 

patients who previously sought treatment in private or non-governmental centers are now 

gravitating towards the breast cancer campaign. 
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Early detection 

Main challenges Main recommendations  

• Numerous challenges persist for women in seeking medical attention upon experiencing 

symptoms. For instance, some studies have estimated an average delay of 4.4 months before 

seeking help. This delay is attributed to multiple factors, including: 

❖ limited health literacy among women. It has been found that about 80% of women possess 

insufficient knowledge about breast cancer, including prevalent misconceptions regarding 

its incurability. 

❖ a cultural lack of emphasis on prevention. 

❖ a fear of receiving a cancer diagnosis, which hinders regular screenings and follow-ups. 

• Factors within the health care system also impede early detection, although the Women’s 

Health Initiative has helped mitigate them. Some of them are: 

❖ Geographic obstacles can limit access to health care services, yet the Women’s Health 

Initiative has improved accessibility in rural areas. 

❖ The complexity of patient navigation and referral systems. 

❖ The issue of primary care workers not being adequately trained to recognize warning signs 

of breast cancer has been partially mitigated through targeted training programs. 

 

 

 

 

 

 

 

 

 

 

• While the Women's Health Initiative has achieved considerable success, it encounters 

challenges, including the creation of benchmarks to monitor progress. This difficulty arises 

from the varied backgrounds of its participants, complicating the understanding of re-

examination rates. Furthermore, the lack of a fully operational outreach system for 

consistent communication has made it challenging to sustain engagement with the population 

that had been screened. 

• Ongoing efforts aim to improve access to comprehensive molecular testing, including next-

generation sequencing and BRCA testing, across all areas of oncology. Collaborations with 

NGOs and the exploration of public-private partnerships are part of these efforts. 

 

 
 

 

 

 

 

 

 

 

Consider 
implementing a 
reminder system for 
upcoming screenings 
to improve preventive 
culture and increase 
retention rates. 
 
Continue prioritizing 
the expansion of the 
Women’s Health 
Initiative by including 
primary health care 
facilities in semi-
urban and rural areas.  
 
Enhance examination 
and re-examination 
rates for screening by 
hosting awareness 
sessions for entire 
families, including 
men. 
 

 

Create unified and 
standardized data 
collection methods to 
capture data 
effectively, including 
segmenting data. 

  

 

 

Explore potential 
subsidies for genetic 
testing costs for 
women with a family 
history of breast 
cancer through 
partnerships with 
international health 
organizations. 

 

Diagnostic services 

Main challenges Main recommendations  

• The Egyptian government has provided financial support to facilitate the acquisition of 

mammography and ultrasound machines. Approximately 70 mammography machines are 

currently operational, with plans to purchase 100 more. The goal is to reach 350 
mammography units by 2026-2027. 

• The increasing number of women undergoing screening has led to a higher demand for 

diagnostic services, creating a shortage of skilled mammography technicians. Additionally, 

not all radiologists are proficient in interventional radiology procedures, which require 

both the interpretation of images and precise needle manipulation within the breast. 

• Enhancing pathology laboratories has been a key focus within the Women’s Health Initiative. 

A primary goal has been to enhance the reporting turnaround time for histopathology services. 

Efforts to achieve this include training programs for histopathologists and prioritizing external 

accreditation to ensure quality and consistency. One major challenge still is the lack of 

standardization in cancer reports. 

• All histological samples are subject to ER/PR/HER2 testing in the public sector. However, 

access to newer biomarker tests and gene expression profiles remains limited or sometimes 

non-existent in the public sector. These advanced tests, crucial for accessing newer breast 

cancer medicines, are currently only available in the private sector, often resulting in 

significant out-of-pocket expenses. 

 

 

 

Consider training 
radiographers in 
mammography 
interpretation or use 
telemammography to 
mitigate the shortage 
of radiologists trained 
in breast imaging. 
 

 

Implement peer 
reviews and digital 
templates to improve 
the quality and 
standardization of 
histopathology 
reports. 
 

 

Improve access to 
novel biomarker 
testing by subsidizing 
costs. 

By 2020, the Women's Health Initiative had screened 8.5 million women, a number that rose 

to 33 million by 2023. This period saw a substantial reduction in late-stage (III and IV) breast 

cancer diagnoses, dropping from 56% in the early 2000s to 2015, to 30% by 2023 among 

women diagnosed through the Initiative. The Initiative also achieved enhancements in 

radiology and pathology labs, and over 17,500 health care professionals were trained by 

February 2023. 
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Test 
Access to biomarker testing in the 
public sector 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) Limited public availability 

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, TMB-H) Not publicly reimbursed  

 

  

 

Treatment 

Main challenges Main recommendations  

• Fragmentation in health care has made it difficult to develop consistent treatment 

guidelines, though initiatives aim to unify services akin to the NHS in the United Kingdom or 

the NCCN in the United States. 

• Around half of patients have access to some form of neoadjuvant therapies when deemed 

necessary. However, some patient groups such as triple-negative breast cancer patients 

have limited systemic treatment options outside of chemotherapy.  

• While becoming more common, multidisciplinary team meetings are not widely practiced 

across Egypt due to technical and economic barriers. 

• International economic fluctuations and the devaluation of the Egyptian pound have 

impacted the cost of imported health goods, such as cancer medicines. 

• The total count of radiation therapy machines does not meet international standards, 

leading to limited access and extended waiting periods in certain areas. Furthermore, the 

distribution of these machines is uneven, with nearly half situated in Cairo. This disparity 

forces patients from rural areas to undertake long journeys for treatment. 

• A study from 2013 to 2015 showed that 80% of breast cancer patients, primarily from Cairo, 

struggled to afford their medicines. Although the Women’s Health Initiative has likely 

improved the situation, there is still a need for better access to novel cancer medicines. 

 

 

 

 

 

 

 

Continue working 
towards common 
clinical practice 
guidelines. 
 
Creating 
resource-adapted 
guidelines and 
utilizing 
telemedicine 
could improve 
the uneven 
adoption of 
multidisciplinary 
team meetings. 
 

 

 
 

Invest in local 
manufacturing of 
medicines to 
reduce 
dependency on 
imports. 
 

 
Explore 
hypofractionated 
radiation therapy 
as a solution to 
complete 
radiation therapy 
courses more 
quickly and save 
resources. 
 

 

Continue 
prioritizing the 
availability of 
novel breast 
cancer 
medicines. 
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    Israel 

Breast cancer  

• Breast cancer represents the most prevalent form of cancer among 

women in Israel, accounting for 31% of all new cancer diagnoses and 

20% of all cancer-related deaths in women. 

• In 2022, 57% of breast cancer cases in Israel were diagnosed in women 

below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• All citizens and permanent residents have been covered by the National Health Insurance 

(NHI) since 1995. They have to choose from four non-profit health plans (HMOs): Clalit, 

Maccabi, Meuhedet, and Leumit. 

• Many citizens opt for paying additional voluntary health insurance to enhance the coverage 

of benefits not included in the NHI basket. In 2020, 20% of the population had only NHI, 40% 

of the population had non-profit insurance in addition to NHI, 37% of the population had 

double insurance coverage (including for-profit and non-profit insurances), and 3% had only 

for-profit insurances. Local experts mentioned that private insurances play a role in: 

❖ facilitating access to cutting edge molecular and genetic tests.  

❖ influence the decision-making process regarding the choice of surgical facilities. 

❖ coverage for specific medicines as some novel medicines may not yet be included in the 

Health Basket, but they could already be covered by private insurance. 

• Breast cancer patients who are covered by the four health plans are entitled to free 

cancer care services in the public health care systems, which includes screening, 

surgeries, genetic tests, medicines, and other benefits. Women can access public breast 

cancer centers directly or with a referral, receiving comprehensive services at specialized 

centers. 

• At present, there is no existing or recent national cancer plan. While the Country Cooperation 

Strategy (CCS) for Israel and the WHO for 2019-2025 addresses cancer as a comprehensive 

disease category, it does not outline specific objectives for breast cancer. However, there is 

a national breast cancer screening program with high participation rates. Local experts 

concur that most breast cancer cases are diagnosed through this program. 

• Although most breast cancer cases are diagnosed at earlier stages, some women are still 

diagnosed at advanced stages. A study estimated the annual costs of advanced breast 

cancer to be EUR 70.5 million, which translates to EUR 1.6 million per 100,000 

women. The study revealed that nearly 70% of the total costs stem from indirect costs 

associated with high mortality rates in advanced breast cancer. Patients who die 

prematurely from the disease are unable to contribute to society in various ways, including 

economically, socially, and culturally. This not only represents a significant loss on a personal 

level but also contributes to a considerable financial strain on the economy. 

 

 
 

 

 
 

Consider 
establishing a 
national cancer 
plan. 

 
 
 
 
 
 
 
 

 
 
 
 
 
 

Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making 
processes. 
 
 
Continue 
prioritizing 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
 
 

 

€ 48,996,217

€ 21,517,018

Annual cost of advanced breast cancer in Israel in 2017
(in EUR)

Indirect costs

Direct costs

Population: 9.5 million (2022) 
GDP per capita: USD 54,391 (2022) 
Life expectancy: 83 years (2021) 
Total health expenditure: 7.9% of GDP (2021) 
Source: World Bank 

 

6 out of 10 women diagnosed with breast 
cancer in Israel are under 65 years. 
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Early detection 

Main challenges Main recommendations  

• Israel's adult population displays a high level of health literacy, with around 70% having 

sufficient knowledge. This may enhance the understanding of the importance of early breast 

cancer detection and screening among Israeli women. As can be seen in the graph below 

80% of breast cancer diagnosis are made in stage I and II. 

 

 

• Screening rates, however, vary across ethnic groups, with Arab-minority women having 

lower mammography rates compared to Jewish women. The screening rate for Arab women 

is around 65% whereas the one for Jewish women is 78%. Language barriers in health 

communication might partly explain the differences.  

• Social stigma, particularly among the Druze, and religiosity among Jewish women, impact 

breast cancer detection. 

❖ Ultra-orthodox Jewish women show notably lower screening rates than non-ultra-orthodox 

Jewish women (51% vs. 78-81%). 

• There is a crucial need for training primary care workers to recognize uncommon signs of 

breast cancer, especially in young and post-partum women, to avoid diagnostic delays. 

• A lack of breast surgeons presents an additional challenge to early detection, as family 

physicians lack the authorization to directly recommend mammograms. Although this problem 

has prompted the initiation of a pilot program within HMOs to address this by training health 

care professionals. 

 

 

 

 

 

• Strict eligibility criteria for BRCA testing often result in confusion among women regarding 

their eligibility for the test. Additionally, there is a reported deficiency in genetic knowledge 

among health care professionals, leading to low referral rates for genetic testing. 

• BRCA mutation carriers often encounter inadequate emotional and psychological support 

post-diagnosis. 

 
 

 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Launching health 
promotion 
campaigns in Arabic 
and engage Arab 
community leaders 
to ensure cultural 
and linguistic 
relevance for the 
Arab-minority 
group.  
 
Enable family 
physicians to 
recommend 
mammograms 
directly and 
increase training 
programs in breast 
surgery. 
 
Work with religious 
leaders to promote 
screening within 
ultra-orthodox 
communities, 
emphasizing the 
importance from 
health and religious 
perspectives. 
 
Develop medical 
facilities in Israel's 
northern and 
southern regions to 
provide dedicated 
BRCA screening and 
reduce waiting 
times. 
 
Implement 
comprehensive 
emotional and 
psychological 
support systems, 
including peer-
support groups and 
workshops. 

 

Diagnostic services 

Main challenges Main recommendations  

• Israel has lower rates of mammography machines and MRI units per capita compared to 

countries with similar GDP per capita, indicating potential for improvement. 

• A significant shortage of certified radiologists, exacerbated by attractive overseas 

opportunities and radiologists approaching retirements, affects the timely accessibility of 

breast imaging services. 

• A set goal for the imaging diagnostic process is completion within five weeks; however, in 

2019, only 60% of women achieved this target. 

• In 2019, only 67% of women completed their biopsy testing within the targeted 7 weeks of 

mammography screening, missing the 90% goal. A noted shortage of pathologists 

contributes to diagnostic delays. 

• Significant concerns arise from biopsies conducted in private laboratories lacking strict quality 

controls, leading to incorrect treatments due to inconsistent pathology results. 

 

 
 

Equip community 
health care centers 
with advanced 
mammography and 
diagnostic tools and 
provide specialized 
training to community 
health care workers. 
 

 

 

 

Increase radiology 
and pathology 
residency slots. 
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15%
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ISR

Stage at breast cancer diagnosis 

Stage I Stage II Stage III Stage IV Stage unknown

>60% in stage 
I+II WHO 
benchmark

Free BRCA Testing and Counseling for High-Risk Women 

Eligible women in Israel, including those with a family history of BRCA mutations or of 

Ashkenazi origin, as well as patients with certain cancers, have access to free genetic 

counseling and BRCA testing since 2020. 
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• There is generally good access to biomarker testing, as most tests are covered by public 

reimbursement, with only a few exceptions for new biomarker tests. Some patients may opt 

to undergo new biomarker tests in the private sector at the expense of out-of-pocket 

payments if not included in their private insurances policies.  

 

Test 
Access to biomarker testing in 
the public sector 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) Limited public reimbursement  

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, TMB-H) 

BRCA1/2, NTRK and TMB-H have 
limited public reimbursement while 
the rest are publicly available  

 

 

Ensure timely 
pathological 
assessments to meet 
established 
timeframes. 
 

 

Strengthen quality 
control in private 
pathology through 
stringent quality 
assurance measures, 
certification 
requirements, and 
regular audits. 
 

 

Continue improving 
access to novel 
biomarker testing.  

 

Treatment 

Main challenges Main recommendations  

 

 

 

 

 

 

 

 

 

 

 

 

• Local experts highlighted a shortage of breast surgeons and noted coordination issues 

between hospitals and community health care, leading to information gaps.  

• The shift in responsibility for covering mental health services from the government to HMOs 

has resulted in a shortage of mental health professionals and services for breast cancer 

patients. This is compounded by long wait times and a lack of patient awareness regarding 

their right to 8 to 12 psychological counseling sessions covered by their HMO. NGOs such as 

“One in Nine” have stepped in to assist breast cancer patients in obtaining emotional support. 

• Israel has advanced radiation therapy facilities and professionals. However, challenges include 

lower radiation therapy equipment availability compared to other OECD countries, posing 

risks of longer wait times for cancer patients. 

• Additional treatment challenges include:  

❖ the ambiguity in managing long-term care for breast cancer survivors, 

❖ disruptions in medicine supply due to HMO bureaucracy,  

❖ risk of treatment discontinuation (with 23% of patients stopping adjuvant hormone therapy 

like tamoxifen over five years),  

❖ lack of medication continuity in metastatic care. 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

Establish navigation 
services in health 
care facilities to 
increase awareness 
of patients’ rights. 
 
Explore allocating 
government funds 
and incentives to 
boost the number 
of mental health 
professionals 
focusing on 
oncology in the 
public sector. 
 
Explore introducing 
automated 
medicine refill 
systems with online 
reminders and refill 
requests to improve 
medication 
continuity. 
 
Streamline 
medicine 
procurement and 
distribution 
procedures with 
health care 
providers and 
HMOs, reducing 
bureaucratic 
delays. 

 

 

Ensuring Comprehensive Breast Cancer Care 

Israel's "Health Basket" covers a wide range of health care services, ensuring alignment with 

international clinical guidelines from ASCO, ESMO, and NCCN for best practices. In general, 

patients in the public sector have broad access to treatments, with additional medicines 

joining the 2024 Health Basket. 

 

Breast cancer treatment in Israel is subject to specific time frames, with surgeries required 

within 30 days of decision-making, though adherence varies. Multidisciplinary team meetings 

for patients with complex treatment paths are mandated, especially for certain breast cancer 

types, ensuring comprehensive decision-making. 
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    Jordan  

Breast cancer  

• Breast cancer is the most common cancer type in women (40% of all new 

cancer cases) and responsible for 27% of all cancer deaths among women 

in Jordan. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 85% of cases in Jordan were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• An estimated 68% of Jordanians are covered by public health care, with overlap due to 

enrollment in multiple insurance programs. The private sector mainly serves non-Jordanian 

residents and uninsured Jordanians, with around 72% of Jordanians having some form of 

health coverage as of 2022 (including private insurances).  

• The lack of insurance is an issue for both certain Jordanians and refugees, though both groups 

can access MoH services at a subsidized rate. 

• Public hospitals, Royal Medical Services (RMS), university hospitals, and the King Hussein 

Cancer Center (KHCC) provide cancer care. KHCC, founded in 1997, handles 60–70% of 

Jordan's cancer cases and is the country's sole specialized cancer center. 

• Efforts to launch a National Cancer Control Plan (NCCP) in Jordan have been delayed due to 

financial constraints and competing priorities, with the plan still under revision and expected 

in the coming years.  

• Data fragmentation across various health care facilities and institutions in Jordan hampers 

the ability to perform comprehensive data analysis on breast cancer care. 

• Breast cancer care often starts with self-examination, leading to clinical assessments. While 

public health care offers free screening and diagnosis to insured individuals, one-third of the 

population, being uninsured, faces challenges to access preventive care services. 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in Jordan is more than twice as costly as 

treating early-stage breast cancer, underscoring the critical value of early detection to 

reduce the economic burden. 

 

 

 

 

 

 

 

 

 

 
 
 
 

 
 

 
Prioritize the 
development of 
a National 
Cancer Plan. 
 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making 
processes. 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 

 

 

Standardize data 
collection 
methods across 
the health 
system. 
 
Initiate efforts to 
ensure that all 
women can 
access early 
detection 
services without 
dependence on 
insurance 
coverage. 
 
Continue 
prioritizing the 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 

 

$9,431 
$12,934 

$16,861 
$21,231 

$0

$20,000

$40,000

stage I stage II stage III stage IV

Direct medical costs of breast cancer per patient-year by stage
(Jordan in 2015, USD)

Medicines Hospitalization Laboratory tests Surgery Radiotherapy

Population: 11.2 million (2022) 
GDP per capita: USD 4,311 (2022) 
Life expectancy: 74 years (2021) 
Total health expenditure: 7.3% of GDP (2021) 
Source: World Bank 

 

9 out of 10 women diagnosed with breast 
cancer in Jordan are under 65 years. 
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Early detection 

Main challenges Main recommendations  

• The fragmented nature of the Jordanian health system poses challenges in patient navigation 

and clarity in the health care journey. 

 

 

 

 

 

 

 

 

 

 

• The JBCP promotes early breast cancer detection, recommending yearly clinical breast 

examination (CBE) for women aged 25-39 and yearly mammography plus CBE for those 

aged 40 and older. 

• Continuous surveys indicate an increase in breast cancer knowledge and the importance of 

early detection, with growing community interest and reduced taboos around the topic. 

However, translating this knowledge into practice remains a challenge. For instance, a survey 

found that while 80% recognized the importance of CBE, only 34% stated they had 

undergone one in the last two years. The primary barrier to undergoing a CBE is the prevalent 

belief among women that it is unnecessary to do in the absence of symptoms. In addition, 

health care providers often do not recommend screening to women who appear healthy. 

• 54% of breast cancer cases in Jordan were found at advanced stages (III-IV) in 2015-2016, as 

seen in the figure below. Although this number suggests that many cases are diagnosed late, 

local experts have expressed that there has been significant improvement, particularly in the 

detection of early-stage cases (stages 0 and I). According to local experts, the proportion of 

cases diagnosed at late stages is currently around 40%, although this data has not yet been 

published. 

   
• In 2015, a genetic counselling clinic was established at the KHCC, catering to high-risk groups 

and family members. Outside of the KHCC, BRCA testing is not routinely performed. 

 
 

 

Explore patient 
navigation strategies 
to create easy-to-
follow referral 
pathways between 
primary health care 
centers and 
hospitals. 
 

 

Explore including 
early detection in 
the essential package 
of primary health 
care services 
provided at MoH 
health centers. 
 

 

 

 

 

 

 

 

 

Start the foundations 
of a reminder system 
where patients 
receive SMS, calls, or 
emails about their 
upcoming screenings. 
 
Keep growing the 
specialized training 
programs for primary 
care workers. 
 
Improve access to 
BRCA1/2 tests and 
genetic counseling to 
identify and follow-
up women carrying 
mutations. 

 

Diagnostic services 

Main challenges Main recommendations  

• The health care sector in Jordan is fragmented, lacking a centralized entity for managing and 

coordinating health services. This fragmentation affects the continuity of care, as not all 

services from screening to diagnosis are equally available or of the same quality 

everywhere.  

• Diagnostic services are primarily available in major cities like Amman, Irbid, and Zarqa. 

Women in remote areas face additional challenges, including travel expenses and longer 

travel times to access these services. 

• There is a noted shortage of specialized radiologists and trained female technicians. Efforts 

are underway to address this through training programs, but retention in the public sector 

remains a challenge and migration of radiologists to the private sector is common. 

• Typically, most cancer patients at the KHCC and the RMS undergo biomarker testing. In 

contrast, outside of these institutions, the rate of such testing is significantly lower. 

 

 

Continue 
implementing quality 
improvement 
programs, such as the 
Breast Imaging 
Accreditation 
Program by JBCP. 
 

 

 
 
 
 

Explore 
telemammography to 
enable additional 
interpretation of 
mammograms. 
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Stage at breast cancer diagnosis 
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>60% in stage 
I+II WHO 
benchmark

Empowering Early Detection 

The Jordan Breast Cancer Program (JBCP) was initiated in 2007 by the King Hussein Cancer 

Foundation in collaboration with the Ministry of Health. The JBCP has conducted extensive 

community outreach and awareness campaigns on the importance of early detection to reduce 

breast cancer morbidity and mortality and aims to increase early-stage diagnosis. It has 

provided over 45,000 underprivileged women with free screening services via mobile units and 

referrals, established screening, and diagnostic centers, and offered training to health care 

professionals. 
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Test 
Access to biomarker testing in 
the RMS 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) Limited public reimbursement  

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, TMB-H) 

NTRK and TMB-H are not publicly 
reimbursed while the rest are 
routinely reimbursed.  

 

 

 

Ensure that essential 
biomarker tests and 
further molecular 
diagnostic tests that 
are prerequisites for 
administering modern 
cancer medicines are 
widely accessible. 

 

Treatment 

Main challenges Main recommendations  

• The fragmentation in the health care system leads to a lack of standardized cancer 

treatment protocols across different institutions. Each institution tends to adopt its own 

approach. Notably, there were endeavors in 2017 to align protocols between the KHCC and 

the MoH, but significant advancements are still pending. 

• In the public sector there is often an increased demand for services that leads to long waiting 

times. The time from diagnosis to treatment initiation typically ranges from 2 weeks to 2 

months, with an average of 23 days.  

• Most cancer patients in Jordan receive their treatment at the KHCC, followed by the Military 

Oncology Center and Al Bashir Hospital. Plans are underway to improve geographical 

accessibility to cancer care, including the establishment of a sub-center of the KHCC in Aqaba 

in the southern region in the third quarter of 2024. However, patients in the north and 

underprivileged areas are still required to travel to bigger cities to be treated. 

• The financial burden of cancer treatment for uninsured patients is often alleviated by 

government assistance, such as the Royal Court exemption, thus reducing the out-of-pocket 

expenses for individuals. 

• Approximately half of the breast surgeries are performed by specialized surgical 

oncologists, with the rest are conducted by general surgeons, sometimes resulting in less 

optimal outcomes. 

• Jordan has a total of 20 radiation therapy machines. The equipment is located in only a few 

facilities in Amman, including at the KHCC, the RMS, one public hospital, and private hospitals. 

The current number of radiation therapy machines falls below international standards, 

indicating a need for increased investment. 

• A major challenge in cancer care in Jordan is the rising cost of new cancer medicines, which 

increases the financial burden of cancer management. The escalation in prices risks restricting 

access to lifesaving or life-prolonging treatments. To address this issue, the KHCC has begun 

conducting cost-effectiveness analyses as a strategy to negotiate medicine prices and 

ensure treatments provide value for money. 

 
 

 
 
 

Improve health care 
quality in the north 
and other 
underserved areas.  

 

 

 

 

Continue efforts for 
the establishment of 
unified treatment 
guidelines. 
 
Invest in medical 
education and 
training programs for 
surgical oncologists.  
 

 

 

Explore opening 
smaller regional 
cancer treatment 
centers to enhance 
radiation therapy 
availability. 

 

Enhance the 
availability of newer 
breast cancer 
medicines beyond 
the KHCC. 
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     Morocco 

Breast cancer  

• Breast cancer is the most common cancer type in women (40% of all new 

cancer cases) and responsible for 26% of all cancer deaths among women 

in Morocco. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 82% of cases in Morocco were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• Morocco has undertaken major initiatives toward achieving universal health coverage, with 

the establishment of the Haute Autorité de la santé (High Health Authority) in 2023. This 

move aims to ensure a seamless operation of compulsory basic health insurance (AMO). 

 

 

 

 

 

 

 

 

 

 

 

• Many women, previously beneficiaries of RAMED, face difficulties due to their limited access 

to computers or lack of computer skills, which was required to transition to AMO. 

• The first national cancer plan for 2010-2019 led to the creation of specialized breast cancer 

centers in Casablanca and Rabat. A key goal of the second national cancer plan for 2020-2029 

plan is to improve early detection of breast cancer, focusing on: enhancing access to free, 

high-quality screenings, improving diagnostic services and monitoring, and promoting 

public-private partnerships. 

• Diagnostic and treatment centers are available throughout the country, with major cancer 

care facilities located in Casablanca and Rabat, including the leading institutes CM-VI and 

INO. Treatment for patients covered by AMO is fully funded without co-payments, while others 

may use private insurance or receive assistance from the Lalla Salma Foundation. 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in countries similar to Morocco, such as Jordan, 

can be more than twice as costly as treating early-stage breast cancer, underscoring the 

critical value of early detection to reduce the economic burden.  

 

 

 

Establish 
physical access 
points, e.g., at 
community 
centers, 
equipped with 
computers and 
trained staff to 
help women 
transition from 
RAMED to AMO. 

 
 

 
 
 
 
 
 
 

 
 
 
 
 
 

 

 

 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making 
processes. 
 
Continue 
prioritizing the 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
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8 out of 10 women diagnosed with breast 
cancer in Morocco are under 65 years. 

11 

Morocco's leap towards Universal Health Coverage 

As of 2017, the combined coverage of AMO and RAMED (a previous scheme aimed at aiding 

impoverished and vulnerable households) reached approximately 47% of the population. The 

National Agency for Health Insurance (ANAM) launched an ambitious initiative spanning from 

2020 to 2024, with the goal of expanding basic medical coverage to cover more than 95% of 

the population by 2025. By September 2022, this strategy had already borne fruit, with the 

coverage rate under AMO increasing to 80%. With the discontinuation of RAMED by the end 

of 2022, its beneficiaries were integrated into AMO, thereby granting around 9.4 million 

Moroccan citizens access to AMO's services by the year's end. 
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• Women showing symptoms of breast cancer typically visit public health centers for a clinical 

breast examination (CBE). If abnormalities are found, they are directed to diagnostic centers 

for further tests, including mammography. A confirmed diagnosis of breast cancer leads to 

referral to treatment centers. As of 2020, Morocco had 2,126 primary health care centers 

where all women could receive a CBE. 

Early detection 

Main challenges Main recommendations  

• The National Breast Cancer Screening Program, targeting women aged 40-69 years, was 

established in 2010. As part of this program, women within the target population are invited 

to undergo CBE when they visit primary health care centers. The program lacks a mechanism 

to systematically identify and invite eligible women, relying on an opportunistic approach 

where women visiting for unrelated reasons are offered a CBE. The Cancer Screening in Five 

Continents project by the IARC reports a screening coverage rate of 56%, which is slightly 

below the annual target of 60%. 

• The annual October breast cancer awareness campaign significantly boosts screening rates, as 

evidenced by a surge in screenings at primary health centers following the campaign. 

However, most patients at major oncology centers are symptomatic at diagnosis, indicating 

late detection. There is a recognized need for continuous breast cancer awareness throughout 

the year, beyond the October campaign, to improve health literacy, particularly in rural areas 

where misinformation and lack of education contribute to delays in seeking care. 

• Despite general practitioners' awareness of early detection's importance, the actual practice 

of conducting CBE is low, highlighting a disconnect between knowledge and practice. Some 

studies have also found that there is lack of breast cancer knowledge among nurses.  

• The formal training for CBE providers at primary health centers is described as non-structured 

and lacks certification. Some nurses and midwives perform CBEs without formal training, 

relying instead on informal training from general practitioners, highlighting the need for 

periodic refresher training. 

• According to data from women diagnosed in 2008-2017 in INO Rabat (n=1,020) and CM-VI 

Casablanca (n=635) approximately 42% of diagnosis were at advanced stage (stage III and IV). 

 

 
 

• BRCA genetic tests are not currently reimbursed, but discussions with ANAM are ongoing about 

potentially offering reimbursement, especially for high-risk individuals like family members 

of BRCA mutation carriers. However, there is a notable absence of specialized training in 

genetic counseling for geneticists as of 2016, indicating a gap in the health care system's 

capacity to offer these critical services. 

 

 
 

Enhance training for 
primary care 
workers to better 
recognize early 
breast cancer 
symptoms, with 
mandatory 
continuous medical 
education. 
 

 

Establish a 
nationally 
recognized training 
curriculum for CBE 
and possibly extend 
the 4-day training 
program for CBE 
proficiency. 

 

 

 

 
Continue campaigns 
to raise awareness 
about screening and 
tailored them to 
specific 
communities. 
 

 
Improve access to 
BRCA1/2 tests and 
genetic counseling 
to identify and 
follow-up women 
carrying mutations. 
 

 
Partner with medical 
institutions to offer 
specialized courses 
in genetic counseling 
and integrate this 
service into breast 
cancer care. 

 

Diagnostic services 

Main challenges Main recommendations  

• Morocco has 44 mammography units, equating to 18 units per 1 million women aged 50-69, 

with local experts noting that geographical accessibility to mammography services is generally 

not a concern due to diagnostic centers in each province, each equipped with mammography 

and ultrasound machines. 

• One of the main issues is the notable shortage of radiologists, with only 402 radiologists 

across the country in 2019, making the availability of trained radiologists at each diagnostic 

center difficult. 

 

 

Explore 
telemammography 
to enable remote 
interpretation of 
mammograms by 
expert radiologists. 
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• A lack of quality assurance in diagnostic activities, highlighted by the absence of 

accreditation of mammography and pathology units, compromising the reliability and 

effectiveness of diagnostic services. 

• There is a significant shortage of pathologists in the public sector, which often results in the 

need to send biopsy samples to private laboratories. 

• Essential biomarkers for breast cancer are publicly reimbursed. BRCA testing is not universally 

performed, but the use of next-generation sequencing (NGS) to identify targetable mutations, 

including BRCA, is advancing, with NGS testing currently available in some private centers in 

Rabat and Casablanca and expected to expand to more cities. 

 

Test 
Access to biomarker testing in 
the public sector 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) Not publicly available  

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, TMB-H) 

NTRK, dMMR/MSI-H and TMB-H are 
not publicly reimbursed. While the 
rest of the tests are routinely 
reimbursed. 

 

• While essential biomarkers are reimbursed, there are gaps in their utilization in clinical 

practice, as evidenced by a study showing incomplete documentation of ER, PR, and HER2 

statuses in pathology reports. 

 
 
 
 
 

 

Improve access to 
novel biomarker 
testing by 
subsidizing costs. 
 
Address the 
shortage of 
pathologists by 
expanding the 
number of 
residency positions 
and improving their 
compensation 
packages.  
 

 
 
 
 
 
 
 

 

Ensure quality 
control in pathology 
by accrediting 
laboratories and 
diagnostic centers 
with international 
health bodies. 
 
Evaluate the 
absence of 
documented 
essential biomarker 
testing in pathology 
reports. 

 

Treatment 

Main challenges Main recommendations  

• Significant progress has been made in multidisciplinary medical decision-making in Morocco, 

with the National Institute of Oncology in Rabat establishing specialized teams, including one 

for breast cancer. However, patients in rural, semi-urban, and private sectors face 

challenges accessing these discussions, impacting optimal treatment planning. 

 

 

 

 

 

 

 

• Geographical barriers limit access for rural patients to leading oncology centers, with a study 

showing underrepresentation of rural breast cancer patients at CM-VI and INO despite a 

significant rural population. 

• There is a shortage of surgical oncologists, leading to patients often undergoing surgeries by 

general surgeons. 

• As of 2023, there are a total of 56 radiation therapy machines available in the country. 

There has been considerable progress in increasing the availability of radiation therapy units 

over the past decades. However, the current number is still below the standards set by 

international recommendations. 

• Some newer medicines have secured reimbursement but still require approval from expert 

committees. This bureaucratic step could potentially delay the timely administration of 

treatments. 

• The process for regulatory approvals for new medicines takes an extended amount of time, 

which delays the introduction of effective breast cancer medicines, reducing accessibility in 

both private and public sectors. 

 
 

 
 

Review challenges 
in cancer care 
access for rural 
populations. 
 

 

 
 

Boost investment in 
medical education 
and training to 
expand the pool of 
surgical oncologists. 
 

 

 

 

 

 

 

 

 

Improve availability 
of radiation 
therapy. Explore 
hypofractionated 
radiation therapy as 
a solution to 
complete radiation 
therapy courses 
more quickly and 
save resources. 
 
Streamline the 
approval process 
for cancer 
medicines that 
offer substantial 
health benefits. 
Also, reevaluate 
the need for expert 
committee 
approvals for 
reimbursing certain 
medicines. 

 

 

Pioneering patient care in Africa 

Morocco was the first country in the region to have developed local clinical guidelines tailored 

for its population, with the current availability of the 5th edition and ongoing work on the 6th 

edition. Also, Morocco stands out in Africa for adopting new cancer treatments, including 

endocrine therapy, HER2 targeted treatments, dual HER2 blockade, and CDK4/6 inhibitors in 

metastatic disease. 
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     Saudi Arabia  

Breast cancer  

• Breast cancer is the most common cancer type in women (29% of all new 

cancer cases) and responsible for 20% of all cancer deaths among women 

in Saudi Arabia. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 89% of cases in Saudi Arabia were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• All local citizens and public sector expatriates have free public health care access. Private 

sector expatriates must have compulsory health insurance provided by their employer, usually 

receiving care in the private sector. Employer insurance offers a basic care level, leading 

many white-collar private-sector expatriates to purchase additional private health insurance 

for extended coverage. Only if someone has no private insurance and is treated in the private 

sector, there will be significant out-of-pocket expenses, according to local experts. 

• Cancer care is widely available through several public entities, including the Ministry of Health 

hospitals, university hospitals under the Ministry of Higher Education, and specialized 

institutions catering to various government sectors. In these facilities, all Saudi citizens 

receive free treatment. 

• The main national cancer care centers are located in Riyadh, Jeddah, and Dammam. They 

offer modern cancer treatment and have qualified medical staff. Yet these big centers are 

overcrowded, because patients from all over the country try to get treatment there. During 

recent years, the MoH has established “satellite centers” in other cities, such as Mecca, 

Medina, and Qassim. 

 

 

 

 

 

 

• Approximately half of the economic impact of breast cancer stems from indirect costs. 

These costs are linked to productivity losses when patients are unable to work, either 

temporarily or permanently, or due to premature death. This challenge is particularly 

significant in the MEA region, where populations are younger, and breast cancer tends to 

manifest about a decade earlier than in Western countries. For example, a study estimated 

that in Saudi Arabia, the annual indirect costs attributable solely to morbidity (excluding 

mortality) range between international dollars (int$) 219 and 265 million. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in Saudi Arabia can be more than 5 times as 

costly as treating early-stage breast cancer, underscoring the critical value of early 

detection to reduce the economic burden. 

 

 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 

 

 

 

 

 

 

 

 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making 
processes. 
 
Continue 
prioritizing 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
 
Evaluate the 
impact of the 
National Cancer 
Plan to assess 
progress over 
time. 
 
Introduce an 
efficient 
electronic 
appointment 
system at 
primary health 
care centers 
allowing women 
to schedule visits 
at convenient 
times. 
 
Explore patient 
navigation 
strategies to 
create clear, 
easy-to-follow 
referral 
pathways. 
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9 out of 10 women diagnosed with breast 
cancer in Saudi Arabia are under 65 years. 

 

The National Plan for Cancer Control for the period of 2014-2025 aims to reduce breast 

cancer mortality by 30%. The plan includes various objectives, such as increasing awareness 

about breast cancer symptoms among health care workers and the implementation of an 

integrated population-based level screening program. 
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• Breast cancer patients are advised to initially seek medical attention at primary health care 

centers by walking in, rather than making pre-arranged appointments. Waiting in lines can be 

a deterrent for some women, causing them to skip primary care and go directly to hospitals 

when their symptoms worsen. 

• Until recently, mammography screening was not free in the private sector. If a healthy woman 

wanted to do a mammography screening, a physician would need to put symptoms in the 

medical record in order to make the referral available for free. This has changed recently and 

now mammography screening is listed among reimbursable services in the insurance policy. 

Early detection 

Main challenges Main recommendations  

• The graph below indicates that a significant number of breast cancer diagnoses at the Saad 

Specialist Hospital between 2004 and 2011 were made at advanced stages. The situation is 

anticipated to have improved since then, thanks to modernization, urbanization, and 

increased health awareness, further supported by initiatives such as the Breast Cancer 

Early Detection project, which was launched in 2012. Nonetheless, there is a lack of more 

recent and comprehensive national data to evaluate progress in early detection. 

 

• The national screening program offers mammography every two years to women aged 40–

69 years. Mammography has been available in all regions since 2005 and a nationwide breast 

cancer screening center was established in Riyadh in 2007. Despite free provision of breast 

cancer screening, it appears that participation rates are still low. 

• Studies have identified that the fear of discovering cancer significantly hinders self-

examinations and participation in screening programs.  

❖ This apprehension includes fears related to physicians, medical examiners, hospitals,  

❖ and the potential social implications of being diagnosed as there is still some level of social 

stigma surrounding breast cancer. 

• Local experts noted that there is lack of encouragement from general practitioners and nurses 

to participate in screening. 

• There is also a gap between knowledge and practice. A study among female employees at King 

Saud University aged 40 years and above showed that 51% reported intending to undergo 

mammography; however, only 19% received a mammography.  

 

 

 

 

 

 

• Local experts noted that there is no organized way to screen high-risk women and follow-up 

on their family members. There are only some fragmented screening services, e.g., at the 

King Faisal Specialist Hospital & Research Center and National Guard hospital. 

• There is a notable shortage of health care workers specializing in genetics, with only 6 genetic 

counselors reported in 2018. 

• There is also a limited number of laboratories for genetic testing. People may need to travel 

to laboratories located in other regions to receive genetic counseling services. 

 

 

 

 

 

 
 
 

 

 

 

Work on a call-
recall system to 
alert women about 
upcoming 
screenings via SMS, 
calls, or emails. 
 
Promote 
transparency by 
making quality 
indicators of the 
effectiveness of the 
breast cancer 
screening program 
readily accessible. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Collaborate with 
local religious 
leaders, community 
elders, and women's 
group leaders to 
promote breast 
cancer screening. 
 
Provide primary 
care practitioners 
with materials 
about breast cancer 
screening to share 
during ordinary 
appointments. 
 
Prioritize BRCA 
mutation screening 
to identify women 
at high risk. 
 
Train health care 
professionals in 
basic genetic 
counseling. 
 
Deploying mobile 
units for genetic 
testing to remote 
areas. 
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Elevated BRCA and TP53 mutation rates 

Saudi Arabian breast cancer patients show a 10% prevalence of BRCA mutations, higher 

than global averages, with a notably high frequency of BRCA1 mutations. Additionally, a 

40% prevalence of TP53 mutations, among the world's highest, has been reported. 
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Diagnostic services 

Main challenges Main recommendations  

• There is a significant shortage of technicians and radiologists with expertise in breast 

cancer, hindering the screening process. 

• A lack of skilled health care experts, including pathologists, can contribute to delays in 

breast cancer diagnosis. According to the 2021 MoH report on newly enrolled employees in 

fellowship programs and higher studies by specialty, histopathology had notably fewer 

enrollees, with only 5 individuals, compared to radiology, which had 91. 

• Access to biomarker testing is guaranteed. However, not all health care facilities possess the 

capabilities to conduct the tests. According to local experts, in cases where peripheral centers 

lack the necessary resources to analyze tissue samples, they employ a spoke-and-hub 

approach, sending the samples to larger hospitals for biomarker testing. 

 

Test Access to biomarker testing to Saudi citizens and expats 

Essential biomarkers 
(ER, PR, HER2, Ki-67) 

Available for all  

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) 

Available for all  

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, 

dMMR/MSI-H, TMB-H) 

NTRK and TMB-H are not routinely reimbursed, while the 

rest of the tests are.  

 

 

 
 

Recruit more 
radiologists or 
develop specialized 
training programs for 
radiographers in 
mammography or 
consider 
implementing 
telemammography. 
  

 
 
 
 

 

Promote workforce 
development in 
pathology. 
 
Evaluate the 
proportion of patients 
receiving essential 
biomarker testing and 
testing for newer 
biomarkers at all 
institutions across the 
country. 

 

Treatment 

Main challenges Main recommendations  

• In Saudi Arabia, the fragmentation of the health care system makes uniform treatment 

guidelines challenging, leading to variability in patient care across different providers.  

 

 

 

 

 

 

• There is a lack of patient support groups and Arabic-centric platforms, especially affecting 

conservative women. However, the rise of online groups like “Najia” since 2016 has been a 

positive development. 

• A notable gap exists in the geographical availability of oncology centers in the northern and 

southern regions. In these regions, there are only hospitals with satellite units to administer 

chemotherapy. Once diagnosed, patients from these areas should be sent to bigger hospitals. 

• In rural areas, the scarcity of oncologists leads to general or family physicians providing 

cancer care, which may compromise the quality of treatment. 

• Sometimes general surgeons perform surgeries instead of breast surgeons, leading to 

suboptimal treatments. 

• As of 2023, there are a total of 49 radiation therapy machines available in the country. The 

current number is below the standards set by international recommendations. The lack of 

radiation therapy impacts primarily rural areas. 

• While the availability of modern breast cancer medicines is not a concern, the delivery of 

medicines may pose challenges. For instance, an administrative process is required to obtain 

medicines that have just been approved or that have been acquired by the MoH through 

“central purchase”. 

• With Saudi Vision 2030, there is a shift towards adopting a value-based pricing system for 

medicines, utilizing health technology assessment (HTA) to guide pricing and reimbursement 

decisions, but this is yet to be implemented broadly. 

 
 

 
 
 
 
 
 

 

Expand culturally 
sensitive, Arabic-
centric online and 
offline support 
platforms 
nationwide. 
 
Continue 
prioritizing 
initiatives to train 
and recruit medical 
oncologists and 
nurses. 

 
 

 

 
Develop a digital 
platform to 
integrate 
procurement, 
inventory 
management, and 
distribution 
processes for 
medicines. 
 

 

 

Enhance rural 
access to radiation 
therapy, 
considering 
hypofractionated 
therapy to 
complete therapy 
courses more 
quickly and save 
resources. 

 

 

 

Comprehensive coverage for breast cancer care 

The Cooperative Health Insurance Council mandates that health insurance covers the 

treatment of benign growths and breast cancers up to a maximum of 500,000 Saudi riyals 

(approximately 133,285 USD as of August 2023), covering the full spectrum of patient care. 
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     South Africa 

Breast cancer 

• Breast cancer is the most common cancer type in women (27% of all new 

cancer cases) and responsible for 16% of all cancer deaths among women 

in South Africa. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 68% of cases in South Africa were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• The public sector, serving about 84% of the population, is defined by standard treatment 

guidelines and an essential medicines list but faces major challenges including service 

fragmentation, staffing shortages, financial limitations, and service quality.  

• Conversely, the private sector caters to approximately 17% of the population, offering higher 

quality services at a greater cost, mainly funded through private health insurance (medical 

aid scheme) that does not always cover the full costs of medical services. 

 

 

 

 

 

 

• Women with breast cancer symptoms typically begin the patient journey at the primary care 

level. The recommended pathway stated for the diagnosis of breast cancer in the Prescribed 

Minimum Benefits (PMBs) is to have a medical visit with a registered nurse and a general 

practitioner. Nevertheless, traditional healers often serve as the initial point of entry into 

the health care system.  

• Breast cancer care services such as clinical breast examinations (CBE), medical consultations, 

surgery, radiology and diagnostic imaging, chemotherapy, radiation therapy, and breast 

reconstruction are included in the PMBs for early and locally advanced breast cancer. 

Hormone therapy, chemotherapy, and some level of palliative care is included in the PMBs 

for metastatic patients. 

• In 2017, the National Department of Health (NDoH) introduced the Breast Cancer Prevention 

and Control Policy, aimed at enhancing breast cancer awareness, prevention, and 

ensuring timely and effective treatments. 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

example, treating late-stage breast cancer in other countries like Jordan and Saudi Arabia 

can be more than two to five times as expensive as treating cancer detected at an early 

stage. This highlights the crucial importance of early detection in reducing the economic 

impact. 

 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 

Continue efforts 
towards ensuring 
equitable health 
care provision 
across the entire 
country and 
population. 
 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making processes. 
 
Prioritize 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
 
 

 

Early detection 

Main challenges Main recommendations  

• Women over 40 visiting primary health clinics should receive a Provider-Initiated Screening 

Clinical Breast Examination (PISCBE). If abnormalities are detected, they are referred to a 

regional breast unit. Primary health care facilities should prioritize breast health education, 

informing women about breast cancer and emphasizing the importance of regular screenings. 

 
 
 

Invest in educating 
traditional healers 
about breast cancer 
to improve early 
referrals. 
 

Population: 59.8 million (2022) 
GDP per capita: USD 6,766 (2022) 
Life expectancy: 62 years (2021) 
Total health expenditure: 8.3% of GDP (2021) 
Source: World Bank 

 

7 out of 10 women diagnosed with breast 
cancer in South Africa are under 65 years. 

 

Health for all 

The National Health Insurance (NHI) scheme, initiated in 2012 and originally aimed to be fully 

implemented by 2026, seeks to ensure all citizens and permanent residents have access to 

quality health services across sectors by pooling funds from private insurers and the public 

sector. The NHI bill was passed in the parliament in 2023 but remains to be implemented. 
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• Traditional healers are often the first point of care for many patients. Reliance on traditional 

medicine and a rising preference for complementary medicine before seeking conventional 

care are notable trends. 

• Geographic and transportation barriers significantly impact breast cancer staging at diagnosis, 

with individuals living more than 20 kilometers from tertiary health centers more likely to be 

diagnosed at later stages. Other major challenges are: 

❖ low health care service utilization,  

❖ unclear patient navigation pathways,  

❖ low health literacy in some communities,  

❖ insufficient early detection education in some health care facilities, 

❖ in rural areas, lack of training among health care workers to detect breast-related issues, 

unless symptoms are pronounced. 

❖ economic constraints, including the cost of patients for taking time off work for health 

care appointments,  

❖ and fear of social stigma associated with breast cancer diagnosis, particularly concerning 

marital prospects for daughters. 

• Provinces have different access points, and the evaluation also varies between the private 

and public sectors. The lack of standardized access and evaluation is a significant problem as 

women frequently struggle to identify where they should seek care, resulting in delays. 

This challenge extends beyond the public sector, even women with private insurance face 

difficulties in pinpointing their access points for screening in the private sector. 

 

 
 

• The NDoH is moving towards a patient-centered approach, promoting cost-effective screening 

by recommending that women receive both breast (CBE) and cervical examinations during 

ordinary health care visits. The 'High-5 Method' risk assessment is used to encourage self-

breast examination and guide further actions based on the level of cancer suspicion.  

• Population-based mammography screening is not feasible in the public health sector due to 

limited resources and infrastructure, with mammography recommended only for symptomatic 

or high-risk individuals. 

• Within the private sector, among clients of a major medical aid provider, mammography 

screening uptake is low. 

• There is a disparity in access to genetic counselors across regions, with a concentration in 

Gauteng and Western Cape and a shortage in other provinces. In addition, there is a trend of 

genetic counselors trained in South Africa moving overseas for work, attributed to the lack 

of new positions in the public sector. 

• Waiting times for genetic testing results vary significantly between the public (up to 9 months) 

and private sectors (2 to 4 weeks). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Establish integrative 
health clinics that 
combine 
complementary and 
conventional 
medicine. 
 
Highlight 
testimonials from 
women who 
benefited from early 
detection to 
emphasize the 
impact of screening 
and supportive care. 
 
Establish a national 
training curriculum 
for CBE to 
standardize 
knowledge.  
 
Formally recognize 
patient navigators 
within the health 
care system, 
allocating budget for 
their recruitment, 
training, and 
payment. 
 
Train health care 
providers in basic 
genetic counseling 
and advocate for 
more genetic 
counselor positions 
in the public sector 
to retain talent. 

  
 

Diagnostic services 

Main challenges Main recommendations  

• Limited availability of breast MRI and mammography machines in the public sector. Even 

centers serving vast regions, like the one in Cape Town, are not sufficiently equipped. This 

shortage leads to a heavy reliance on ultrasounds and CBE.  

• Bottlenecks in the health system led to long waiting times for diagnostic tests, causing anxiety 

among patients and potential progression of the disease. In the Eastern Cape, the patient’s 

journey through the system can take up to 6-9 months from the first time a lump is felt to 

getting a biopsy and imaging. 

 
 

 

Prioritize investments 
in mammography 
machines for regions 
with high demand, 
and mobile units in 
non-urban areas. 
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The graph indicates that a 

significant number of breast cancer 

diagnoses at the Chris Hani 

Baragwanath Academic Hospital 

(CHBAH) in 2006-2012 were made 

at advanced stages. Not reaching 

the current WHO GBCI goal of more 

than 60% of breast cancer diagnosis 

at earlier stages (I and II). 
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• The public sector faces a significant shortage of pathologists, exacerbated by migration to the 

private sector due to poor working conditions and inadequate compensation. 

• A study showed only 75% completeness in core biopsies and surgical samples within the public 

sector. The main issues were the omission of tumor grade, and the absence of FISH testing for 

inconclusive HER2 status, crucial for the selection of appropriate treatments. 

• The expense associated with core needle biopsies is often not covered by medical insurance 

until after a formal diagnosis. 

• Local experts indicate that the National Health Laboratory Service (NHLS) faces shortages of 

certain laboratory reagents, leading to delays of over 6 months in receiving genomic test 

results. In the Western Cape, one solution explored was to outsource tests, achieving a similar 

cost but reducing the result wait time to just 6 weeks. 

 

Test 
Access to biomarker testing in 
the public sector 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) Not publicly available  

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, TMB-H) 

Only BRCA1/2 tests are publicly 
available while the rest are not. 

 

 

 

 

 

 

 

 

 

 

Continue investing in 
ultrasound technology 
and provide 
dedicated training. 
 
Implement digital 
pathology solutions. 
 
Reimburse costs for 
essential diagnostic 
tests, like the core 
needle biopsy. 
 
Implement periodic 
quality audits for 
histopathology 
reports. 
 
Develop financing and 
reimbursement 
strategies for gene 
expression profile 
panels. 

 

Treatment 

Main challenges Main recommendations  

• Transportation expenses significantly impact breast cancer patients, often becoming a 

major reason for discontinuing treatment regimens. In some areas of Cape Town, for 

instance, it is estimated that households allocate as much as 43% of their monthly income 

solely to transportation costs. Although the state provides hospital transportation from 

secondary hospitals to breast cancer centers, patients living in inner-city regions must 

depend on public transportation. 

• Major hospitals in the Western Cape face a significant challenge in meeting the demand for 

breast surgery due to the limited availability of surgical slots, with only one surgical list 

scheduled per week. This constraint also affects the ability to perform reconstructions. 

Consequently, patients may experience extended waiting periods for critical surgeries, with 

delays for a mastectomy reaching up to 4 months. 

• Experts have observed that when breast cancer treatment is classified under the PMB, its 

funding is drawn from the general risk pool of the medical scheme, rather than from dedicated 

oncology benefits. This distinction has implications for patients requiring treatments that 

extend beyond the basic PMB coverage. 

• There is a limited number of radiation therapy machines and a notable shortage of 

radiation oncologists and therapists leading to extended waiting times for patients and 

placing excessive workloads on current staff. 

• Chemotherapy and hormone therapy are readily available for breast cancer patients, while 

targeted treatment is mostly available in the private sector and immunotherapy is not yet 

available. 

• There is restricted access to newer medicines in the public sector. Even medicines listed in 

the public sector list (EML) may not actually be accessible, especially in metastatic cases 

where options are more limited. 

• Comprehensive health technology assessment (HTA) to evaluate the cost-effectiveness or 

budget impact of medicines to be added to the public EML is not done. 

• Difficulties in accessing treatment protocols and formularies make it hard for patients and 

insurers to understand coverage, although efforts are being made to improve transparency. 

• For patients with private insurances, there are high co-payments for cancer medicines, 

sometimes up to 50% of the price. In certain instances, there should be no co-payment, but 

patients often find themselves needing to engage in legal proceedings to contest these 

additional costs. 

 
 

 
 
 
 

 

Introduce a 
transportation 
subsidy or voucher 
program for cancer 
patients. 

Collaborate with 
the private sector 
to increase breast 
surgery capacity. 

 

 

 

 

 

 

 

 

 

 

Increase radiation 
therapy access by 
extending hours 
and focusing on 
hypofractionation. 

Implement a 
transparent, 
standardized HTA 
process for new 
medicines. 

Ensure all cancer 
medicines listed in 
the EML are readily 
available in public 
hospitals. 

Consider fixed-fee 
co-payments 
instead of 
proportional co-
payments for 
cancer care 
services in the 
private sector. 
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     Türkiye 

Breast cancer  

• Breast cancer is the most common cancer type in women (25% of all new 

cancer cases) and responsible for 16% of all cancer deaths among women 

in Türkiye. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 75% of cases in Türkiye were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• There is universal public health insurance administered by the Social Security Institution (SSI) 

which covers 99% of the population. Despite widespread public coverage, an increasing 

number of people are opting for supplementary private health insurance to cover additional 

costs, such as treatment in private hospitals. This private insurance typically covers 

examination costs but not newer medicines that are not yet reimbursed by the SSI. 

• The public health expenditure as percentage of GDP is 3.6% which falls below the informal 

5% WHO target of public health spending. 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in similar countries like Jordan and Saudi Arabia 

can be more than two to five times as expensive as treating cancer detected at an early 

stage. This highlights the crucial importance of early detection in reducing the economic 

impact. 

 

 

 

 

 

 

 

 

 

 

 

 

• The third National Cancer Control Plan (NCCP), launched in 2021, focuses on enhancing and 

expanding breast cancer screening as one of its five key initiatives. Specific measures for 

diagnostics and treatment of breast cancer are not included. The primary measure of success 

for breast cancer screening is the patient participation rate in the screening program. 

• Public health insurance through the SSI provides comprehensive coverage for all cancer 

services in public health care facilities. Despite this, patients must make co-payments for 

services at primary, secondary, and tertiary levels of care. 

• Women exhibiting breast cancer symptoms have multiple referral options for screening, 

including their gynecologist, primary care physician, or breast surgeon, and they also have 

the choice to directly visit screening centers. Although the national screening program fully 

covers mammography costs, opportunistic screenings are not covered. 

 

 

 

 

 

 

 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

Prioritize an 
increase in public 
spending on 
health care more 
aligned with 
global standards. 
 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making processes. 
 
Prioritize 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer. 
 
 

 

Population: 84.9 million (2022) 
GDP per capita: USD 10,674 (2022) 
Life expectancy: 76 years (2021) 
Total health expenditure: 4.6% of GDP (2021) 
Source: World Bank 

 

7 out of 10 women diagnosed with breast 
cancer in Türkiye are under 65 years. 
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Country card Türkiye: Improving breast cancer care in the MEA region IHE – The Swedish Institute for Health Economics 

Early detection 

Main challenges Main recommendations  

• Public health centers provide training and guidance to encourage women to conduct monthly 

self-examinations once they turn 20 years old. Despite reported rates of breast self-

examinations in around 80% of women, effectiveness is low, with correct practice under 1%, 

according to some studies. 

• Younger women, especially those aged 30 to 39, tend to delay seeking medical care due to 

low symptom awareness and health literacy. 

• Patients, particularly in the public sector, experience long waits for clinic appointments. 

• The graph below indicates that in 2005–2017 most breast cancer cases were diagnosed in stage 

II according to data from the National Breast Cancer Registry. This aligns with the goal of the 

WHO GBCI to have more than 60% of breast cancer cases diagnosed at stages I and II. 

 

 
 

 

 

 

 

 

 

 

 

 

• The proportion of women aged 50–69 who were screened with mammography in the past 2 

years in 2019 was close to 36% and in 2020 it decreased to 27%. These numbers are well 

below the 70%-aim specified in the Turkish NCCPs from 2009 and 2013. 

• The eligible population is supposed to be invited to screening by SMS and phone calls. 

However, a previous study noticed that only 22% of the patients in the target age group 

admitted receiving invitations. 

• According to a survey study, only 39% of women were aware that mammography screening 

is recommended to begin at the age of 40. 

• Primary care providers often do not proactively recommend preventive mammography. 

• Fear of a cancer diagnosis leads many women to delay screening appointments. 

• There is a need at first and second level health services for physicians and nurses who can 

provide genetic counseling and refer patients to the appropriate tertiary centers. 

• BRCA mutation tests for healthy women are not covered by the SSI, and women are required 

to pay for the tests out-of-pocket. 

 
 

 

Provide primary care 
practitioners with 
patient education 
materials about 
breast cancer 
screening to 
distribute during 
ordinary 
appointments. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Continue working on 
a call-recall system 
to alert patients 
about screenings via 
SMS, calls, or 
emails, especially 
targeting women 
aged 40-49 not 
previously in the 
early detection 
program. 
 
Improve access to 
BRCA1/2 tests and 
genetic counseling 
to identify and 
follow-up women 
carrying mutations. 
 
Train primary health 
care professionals in 
basic genetic 
counseling. 

 

Diagnostic services 

Main challenges Main recommendations  

 

 

 

 

 

 

 
 

 
 

Improve quality 
assurance and 
reporting practices in 
imaging diagnostics. 
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Türkiye's Organized Screening Program for Early Cancer Detection 

Since 2004, an organized screening program has been available in Türkiye that offers 

mammography every two years to women aged 40-69 years. The Cancer Early Diagnosis, 

Screening, and Training Centers (KETEM), in collaboration with community health centers, 

execute early diagnosis and screening programs, including the "Mobile Mammography 

Project". There are a total of 331 cancer screening centers in Türkiye, with 42 of them 

being mobile. 

In 2021, Türkiye had a notably high availability of mammography and MRI units, with 11.8 
and 11.3 machines per million inhabitants, respectively, surpassing countries with similar 
GDP like Mexico, Costa Rica, and Israel. This indicates Türkiye's significant strides in 
enhancing its health care infrastructure for breast cancer screening and diagnosis. 

https://ihe.se/en/
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• While there is an adequate number of mammography machines there are problems with the 

quality of mammography reports. For instance:  

❖ Many mammography images from private hospitals fail to meet quality standards, mainly 

due to incorrect positioning. 

❖ Many mammography reports lacked essential details, rendering them insufficient in 

quality. 

• The lack of coordination among health care providers impedes timely diagnosis efforts. 

Patients with public insurance face longer waits for diagnosis, including tests and results. 

• A 2020 study revealed that the median time to receive histopathologic results was 12 days. 

Key challenges identified include a lack of quality control, with pathology services lacking 

necessary accreditation to guarantee high-quality breast cancer screening and 

diagnostics. Moreover, a 2021 survey on Turkish pathologists' job satisfaction highlighted 

that only half were content with their lab's physical conditions, and many reported working 

with inexperienced technicians. 

• There are notable regional disparities in the quality of pathology reports, with molecular 

subtype analysis included in 87% of reports overall, but only 50% in the Eastern Anatolia 

region, indicating significant geographical variations in diagnostic quality. 

Test 
Access to biomarker testing in the 
public sector 

Essential biomarkers 
(ER, PR, HER2, Ki-67) Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, etc.) 

Limited reimbursement in the private 
sector. 

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, NTRK, dMMR/MSI-H, 
TMB-H) 

Only PD-L1 has routine reimbursement in 
the public sector. 
PIK3CA, BRCA1/2 and dMMR have limited 
reimbursement in the private sector.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Improve quality 
control of pathology 
units by ensuring that 
laboratories and 
diagnostic centers get 
accredited by 
international health 
bodies. 
 
Ensure that essential 
biomarker tests and 
newer molecular 
diagnostic tests that 
are prerequisites for 
administering modern 
cancer medicines are 
widely accessible. 
 
Work on feedback 
mechanisms where 
pathologists can voice 
their concerns. 
 
Invest in expanding 
health care facilities, 
including diagnostic 
centers, to reduce 
waiting times. 

 

Treatment 

Main challenges Main recommendations  

• Long waiting times for oncologist appointments and treatment start in public hospitals extend 

the care process. There is a shortage of breast surgeons and surgical slots, which delays 

surgeries. There is also a shortage of radiation oncologists and technicians, with current 

numbers falling below the suggested range. In addition, a lack of comprehensive breast 

centers within oncology units may lead to fragmented care. 

• Geographical disparities are evident, with treatment initiation times varying significantly 

across regions and remote areas facing access issues. In a study the delay time between 

clinical appointments and initiation of treatment was 29 days. However, in the Southeast 

Anatolia region the waiting time was more than double, 66 days. 

 

 

 

 

 

 

• There is a low per capita number of radiation therapy machines compared to countries at 

similar economic levels, leading to longer wait times and limited access to advanced 

treatments. The ratio in Türkiye is 2.87 per 100,000 inhabitants, below the OECD average of 

8 per 100,000. In addition, there are regional disparities in the availability of linacs for 

radiation therapy, with some areas, especially East and Southeast Anatolia, having much 

lower ratios than the recommended level. 

• There are significant delays between the regulatory approval of new medicines and their 

subsequent reimbursement. This situation leads to a scenario where these medicines are 

accessible only to patients who can afford to pay for them out-of-pocket. 

• The SSI rarely reimburses new medicines for early-stage treatment, and only a select few are 

covered in the metastatic setting. Patients with TNBC or gBRCA+ status receiving treatment 

in the public sector for metastatic cancer do not have access to immunotherapies or targeted 

therapies. In contrast, private insurance policies offer broader access to newer medicines, 

although the extent of coverage varies based on individual insurance plans. 

 
 

 
 
 
 
 
 
 
 

 
 
 

Improve 
geographical 
accessibility to 
cancer centers, 
especially for 
patients in rural 
areas. 
 
Expand breast 
surgery training 
programs and 
increase radiology 
residency slots. 
 

 

 

 

 

 

 

 

 

 

Explore 
hypofractionated 
radiation therapy to 
expedite treatment 
and save resources, 
especially for 
patients in East and 
Southeast Anatolia. 

Ensure consistent 
use of health 
technology 
assessment to 
evaluate new 
cancer medicines 
and reimburse 
those with high 
clinical benefit and 
acceptable cost-
effectiveness 
profile. 

 

 

Significant progress has been made in standardizing breast cancer care, with a notable 
increase in breast-conserving surgery rates from 35% in 2008 to 57% in 2018. The Turkish 
Federation of Breast Diseases Societies prioritizes ongoing education for health care 
professionals and requires weekly multidisciplinary tumor boards, achieving an 87% national 
participation rate. 

https://ihe.se/en/
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     United Arab Emirates 

Breast cancer  

• Breast cancer is the most common cancer type in women (40% of all new 

cancer cases) and responsible for 25% of all cancer deaths among women 

in the UAE. 

• Breast cancer tends to be diagnosed at an earlier age in the Middle East 

and Africa (MEA) region than in Western countries, approximately 10 

years earlier. In 2022, 87% of cases in the UAE were in women below the age of 65. 

Health system and governance of breast care 

Description  Main recommendations  

• The health insurance regulations and rules are somewhat different in the seven emirates. In 

general, local citizens have public health insurance coverage, which gives them access to both 

public and private health care providers. Expatriates receive compulsory health insurance 

coverage through their employer, which also gives them access to public and private health 

care providers. 

• The Ministry of Health and Prevention provides support for Emirati women with breast cancer, 

ensuring full coverage for their treatment, screenings, and survival journey. Expats without 

full coverage can seek assistance from charities in the UAE to help with expenses for breast 

cancer treatment. 

• Despite health insurance, reaching the annual cap of the insurance is a challenge for cancer 

patients – both for citizens and expatriates. Starting from 2019, the health authority in Dubai 

established a special fund to fully cover expatriate patients with breast cancer who have 

exceeded the insurance cap.  

• Public spending on health care amounts to around 3% of GDP, which falls short of the informal 

WHO spending target of 5% of GDP. 

• Typically, a local citizen suspecting they have breast cancer will first consult a primary care 

clinic within the public health care system. If required, they might be referred to a diagnostic 

center for more detailed testing. Women can also directly approach secondary or tertiary 

care facilities. Most often expatriates are the ones that opt to directly consult secondary or 

tertiary care facilities for diagnosis, due to the limitations of screening coverage. The type of 

services women receive depends on their health insurance plan. 

• Around half of the economic burden associated with breast cancer comes from indirect 

costs, which include productivity losses due to working-age patients' inability to work, either 

temporarily or permanently, or premature death. This burden is especially acute in the MEA 

region, where breast cancer presents about a decade earlier than in Western countries. 

• The direct medical costs for breast cancer treatment escalate with the stage at diagnosis. For 

instance, treating late-stage breast cancer in Saudi Arabia (a country comparable to the 

UAE) can be more than five times as costly as treating early-stage breast cancer, 

underscoring the critical value of early detection to reduce the economic burden. 

 
 

 

 

 

 

 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

Prioritize an 
increase in public 
spending on 
health care. 
 
Emphasize and 
strengthen the 
participation of 
patient 
organizations in 
the decision-
making processes. 
 
Continue 
prioritizing the 
downstaging of 
breast cancer at 
diagnosis to 
reduce the 
economic burden 
of breast cancer.  
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stage in Saudi Arabia
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Population: 9.4 million (2022) 
GDP per capita: USD 53,708 (2022) 
Life expectancy: 79 years (2021) 
Total health expenditure: 5.3% of GDP (2021) 
Source: World Bank 

 

9 out of 10 women diagnosed with breast 
cancer in the UAE are under 65 years. 
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Early detection 

Main challenges Main recommendations  

• A non-organized screening program offering mammography every two years to women aged 

40 and older exists. Emirati citizens throughout the UAE are eligible for screenings. Expatriates 

can access screening after obtaining a health card and making the necessary payment. Local 

experts noted that some expatriates postpone mammograms, waiting for free screenings or 

discounts during the month of October, if their insurance policy does not cover the costs. 

• Public access to participation rates and other quality indicators of the screening program is 

restricted, requiring official requests for information. 

• Efforts to expand mammography screenings to rural and semi-urban areas have been 

successful, and now, most women can access these services. The Pink Caravan, for example, 

organizes annual rides and events, where a team of medical professionals and volunteers 

travel across the seven emirates, including remote and rural areas, to provide access to 

screening services. 

• The Pink Caravan, however, faces difficulties as many women do not keep their mammogram 

records, leading to issues in tracking previous screenings. Ensuring women save their medical 

images physically is crucial for accurate follow-ups. 

• For the period of 2015-2017 across the entire UAE, approximately 66% of breast cancer cases 

with staging information available at diagnosis were identified at early stages (I and II) as 

shown in the figure below. However, there is an inconsistent practice of recording stage 

information as around 20% of diagnosed breast cancer cases were missing stage information.  

• Local experts shared that around 64% of breast cancer cases in Abu Dhabi were diagnosed at 

a late stage between 2007 and 2008. Although more recent statistics are pending, preliminary 

evidence suggests a substantial reduction in late-stage diagnoses to about 15%. This indicates 

major progress in the early detection and awareness of breast cancer. 

 

 

• Some women ignore painless breast lumps due to a lack of awareness about breast cancer 

symptoms, leading to delays in seeking treatment. 

• Cultural expectations to endure silently and societal judgment over breast cancer diagnosis 

influence women's reluctance to seek screenings or treatment. 

• Women often receive insufficient encouragement from health care providers to undergo 

routine breast cancer screenings. 

• Despite initiatives from NGOs aimed at educating the public, misconceptions that breast 

cancer is a death sentence continue to persist. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Provide primary care 
practitioners with 
patient education 
materials about 
breast cancer 
screening to 
distribute during 
ordinary 
appointments. 
 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Continue improving 
breast cancer 
awareness through 
community 
engagement, 
multilingual 
resources, and 
personal stories.  
 
Promote the use of 
electronic health 
records that include 
imaging storage and 
transfer capabilities, 
to ensure more 
effective 
communication 
with, e.g., services 
provided by the Pink 
Caravan initiative. 
 
Make data on 
screening rates and 
other quality 
indicators of the 
screening program 
publicly available. 
 
Enhance data 
completeness by 
standardizing the 
documentation 
process for diagnosis 
across health care 
facilities. 
 
Boost investments in 
local genetic testing 
facilities to 
minimize 
dependence on 
overseas testing 
centers. 
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Genetic risk assessment in the UAE is improving 

In 2022, the Department of Health Abu Dhabi introduced the Precision Oncology Program, a 

pioneering initiative in the region focusing initially on breast cancer. Its main goal is to offer 

individualized cancer prevention plans for at-risk women. Also, the UAE initiated the Emirati 

Genome Program to explore the genetic foundations of Emiratis using advanced technology. 

This program includes genetic testing, such as the BRCA test for women at high risk and 

counseling sessions. 
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Diagnostic services 

Main challenges Main recommendations  

• In Abu Dhabi, innovative artificial intelligence systems have been introduced to diagnose 

breast cancer from ultrasound images. 

• Radiographers in the UAE, who play a key role in producing mammogram images, lack 

specialized training in mammography. A study found that only 56% of them have completed 

a specialization in this area. 

• There are no established national targets for the timeline during which a breast cancer 

diagnosis should be completed. Yet many pathology labs have received accreditation from 

the College of American Pathologists (CAP), indicating their adherence to quality standards. 

• Cultural beliefs and fears, such as the misconception that biopsies can spread cancer or a lack 

of mental preparedness for the diagnosis, can delay the breast cancer diagnostic process, 

despite efforts to expedite it for those with clear symptoms. 

• Less than 2% of physicians in Dubai specialize in pathology. There may be a need for more 

pathologists to meet the growing global demand for pathology services. 

 

Test Access to biomarker testing 

Emirati citizens Expats 

Essential biomarkers 
(ER, PR, HER2, Ki-67) 

Available for all 

Gene expression profiles 
(Oncotype DX, Mamma Print, 

etc.) 

Available for all Not reimbursed 

Newer biomarkers 
(PIK3CA, BRCA1/2, PD-L1, 

NTRK, dMMR/MSI-H, TMB-H) 

PIK3CA, NTRK, TMB-H are not reimbursed, 

while the rest are reimbursed. 

 

 
 

 
 

Implement 
specialized training 
and ongoing 
professional 
development for 
radiographers in 
mammography and 
boost the pathology 
workforce. 
  

 

 

 

 

 

 

 

 

 

Establish clear 
timelines for breast 
cancer diagnosis and 
standardize and 
expedite the process. 
 
Create dedicated 
funds to provide free 
diagnostic imaging 
exams for 
underserved groups. 
  
Develop educational 
materials and 
counseling services to 
dispel misconceptions 
about diagnostic 
procedures such as 
biopsies. 

 

Treatment 

Main challenges Main recommendations  

• A notable nurse shortage in oncology is exacerbated by higher pay in certain centers, with 

the UAE easing recruitment requirements to mitigate this issue. 

• Tawam Hospital is the main comprehensive cancer center in the UAE, located in the eastern 

region of Abu Dhabi. For patients residing in other parts of the country, such as Dubai or 

Sharjah, the distance to the hospital may pose a challenge in terms of accessibility.  

• There are patient-induced treatment delays, driven by seeking multiple opinions or denial of 

diagnosis. 

• Insurance coverage for expatriates, especially those on basic plans, may be limited, affecting 

access to specific medicines and treatments. A small percentage of expatriates without 

private health insurance lack coverage entirely. 

• The financial burden of treatment of uncovered patients prompts them to seek aid from 

charities like Friends of Cancer Patients, where they may face delays due to waitlists. 

• Expatriates face job insecurity when undergoing cancer treatment, risking the loss of their 

residence permit and financial hardship, which may force them to return home. 

• The health care system's fragmented service delivery complicates the patient’s journey and 

impacts the quality of care by undermining multidisciplinary treatment approaches. 

• Non-adherence to treatment plans is a prevalent issue. 

 

 

 

 

 

 

 

 
 
 

 
 
 

Broaden 
specialization in 
oncology for nurses. 
 
Offer 
transportation help 
for patients 
traveling far for 
treatment. 

 
 

 

 

 

 

 

 

 

 

Introducing patient 
navigators to 
address the 
knowledge gap in 
cancer care 
navigation. 

Initiate campaigns 
to educate patients 
on the importance 
of adhering to 
treatment plans. 

Facilitate financial 
aid processes of 
NGOs. 

Implement quality 
assurance to 
promote 
multidisciplinary 
team consultations. 

 

 

Despite challenges, local experts emphasize that there are minimal barriers to offering the 

latest breast cancer treatments to women in the UAE. Complaints about treatment quality 

are rare, and advanced treatment options are readily available. Patients generally express 

satisfaction with their care. 

https://ihe.se/en/


 

IHE RAPPORT 20XX:XX 

         ihe.se 

 

IHE REPORT 2024:6 

https://ihe.se/

	Table of Contents
	Foreword
	Summary
	Acknowledgement
	List of abbreviations
	1. Introduction
	1.1 Purpose and scope of the report
	1.2 General methodology

	2. Breast cancer and its burden
	2.1 Risk factors
	2.2 Incidence and mortality
	2.3 Subtypes
	2.4 Survival
	2.5 Quality of life
	2.6 Economic burden

	3. Health systems overview
	3.1 Health care coverage and financing
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	United Arab Emirates

	3.2 Health spending

	4. Governance of breast cancer care
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	United Arab Emirates

	5. Organization of breast cancer care
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	United Arab Emirates

	6. Early detection
	6.1 Self-initiated detection
	6.1.1 Overview of main challenges in the region
	6.1.2 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	6.2 Screening programs
	6.2.1 Overview of the main challenges in the region
	6.2.2 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	6.3 Genetic risk assessment
	6.3.1 Overview of the main challenges in the region
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	6.4 Overview of main challenges in early detection

	7. Diagnostics
	7.1 Diagnostic imaging
	7.1.1 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	7.2 Biopsy and pathological assessment
	7.2.1 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	7.3 Biomarker testing
	7.3.1 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	7.4 Overview of main challenges in diagnostics

	8. Treatment
	8.1 Organization, workforce, and patient support
	8.1.1 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	8.2 Radiation therapy
	8.2.1 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	8.3 Cancer medicines
	8.3.1 Country-specific status and challenges
	Algeria
	Egypt
	Israel
	Jordan
	Morocco
	Saudi Arabia
	South Africa
	Türkiye
	UAE


	8.4 Overview of main challenges in treatment

	9. Policy recommendations
	9.1 Algeria
	9.2 Egypt
	9.3 Israel
	9.4 Jordan
	9.5 Morocco
	9.6 Saudi Arabia
	9.7 South Africa
	9.8 Türkiye
	9.9 United Arab Emirates

	References
	Country cards



