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Women in low- and middle-income countries (LMICs) have yet to benefit from recent advances in breast cancer diagnosis and
treatment now experienced in high-income countries. Their unique sociocultural and health system circumstances warrant a dif-
ferent approach to breast cancer management than that applied to women in high-income countries. Here, we present experience
from the last five years working in rural Bangladesh. Case and consecutive series data, focus group and individual interviews, and
clinical care experience provide the basis for this paper. These data illustrate a complex web of sociocultural, economic, and health
system conditions which affect womens’ choices to seek and accept care and successful treatment. We conclude that health system,
human rights, and governance issues underlie high mortality from this relatively rare disease in Bangladesh.

1. Introduction

The US-based National Comprehensive Cancer Network
guidelines for breast cancer management specifically state
that even under the best of circumstances “there is not a
single clinical situation in which the treatment of breast
cancer has been optimized with respect to either maximizing
cure or minimizing toxicity and disfigurement” [1]. In low-
and middle-income countries with far fewer resources than
the US, the circumstances are compounded by multiple fac-
tors associated with increased mortality for this disease [2].
Addressing and remedying these inequities requires an ex-
ploration into the unique circumstances surrounding the
complex barriers women face in receiving information, accu-
rate and timely diagnosis, and effective treatment critical to
reducing breast cancer morbidity and mortality [3].

For the past five years, beginning with work to recruit
women to a clinical trial of treatment for metastatic breast
cancer, we have been increasing our efforts to understand

what is happening to women with breast cancer in the
Khulna Division of Bangladesh. Our experience calls into
question the application of common high-income country
models and strategies in such settings.

2. Bangladesh

Understanding barriers to improving outcomes from breast
cancer begins with an appreciation of the broader sociocul-
tural context in which women live. We present our experi-
ence in Bangladesh as the backdrop for this exploration.
Bangladesh is located in Southern Asia, between India
and Myanmar, and borders the Bay of Bengal to the south
(Figure 1). It is the seventh most populous country in the
world; a country of nearly 160 million people (approximately
half the population of the US) in an area half the size of Italy
or a mid-sized state in the US such as Iowa. Over 70% of
the country is considered rural although population den-
sity is high throughout the country [4]. The country is
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FIGURE 1: Map of Bangladesh and its six administrative divisions.

administratively divided into six divisions, which are further
divided into districts. The Khulna Division, which has been
the focus of our work, has a population of 15.5 million [5].
Over 89% of Bangladeshis consider themselves Muslim,
making Bangladesh the third largest Muslim-dominated
country after Indonesia and Pakistan. Approximately 45%
of the population is employed in the agricultural sector.
Bangladesh is a low-income country, defined by the World

Bank as countries with a Gross National Income (GNI) less
than US $1,005 per capita [6]. About 40% of the population
is underemployed; many participants in the labor force work
only a few hours a week, at low wages [4]. Approximately
60% of women are illiterate [4], and 27% of the population
is undernourished [7].

Primary health care is provided through government and
nongovernment rural health clinics, with referrals to the
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District or Division level for secondary or tertiary level care.
Tertiary health care, however, can rarely be received at the
Division level or lower due to lack of trained health care
providers, treatment facilities, and patient resources. In the
case of radiation therapy, resources are significantly lacking.
There are approximately eighteen functional radiation ther-
apy units in Bangladesh when an estimated three-hundred
such units are needed. Individuals seeking treatment such
as that found in high-income countries must travel to the
capital city, Dhaka, or leave the country if resources allow.
For most rural-dwelling people in Bangladesh, this is simply
not feasible, leaving them to rely on available local services.
Many rural people first or exclusively seek care from a variety
of alternative care for health problems, including ayurvedic,
homeopathic, spiritual, and self-proclaimed healers [8, 9].

There is no system of national health insurance in
Bangladesh. Government facilities charge nominal fees for
admission, but the majority of medical expenses (diagnos-
tics, surgery, medications, etc.) are paid for out-of-pocket.
Furthermore, studies show that patients are often asked to
pay more than the standard fees for services in order to
receive priority treatment (such as a bed, or to see the doctor
sooner), cleaning, access to scarce medications, or basic nur-
sing [9-11].

Public hospitals are frequently overcrowded, unsanitary,
and lacking in essential resources including basic equipment
and essential drugs. Patients can be found sleeping on the
floor or sharing beds, and report poor treatment by hospital
staff and physicians [9-11]. Private hospitals with better re-
sources are growing in number but are financially out of
reach for most Bangladeshis.

The doctor-patient ratio in Bangladesh is 1 : 3,300 people
[12] with 52% of doctors concentrated in urban areas (in-
cluding private hospitals). One report estimated a tenfold
difference, with 1 doctor for 1,500 people in urban versus
1:15,000 in rural areas [13]. This leaves rural doctors to
manage extremely high caseloads. As in high-income coun-
tries, physicians are often unwilling to be posted in rural
areas due to the lack of additional opportunities for private
practice and preference for the conveniences of an urbanized
area. Female doctors are even scarcer. Of all medical gra-
duates since 1971, only 23% are female (Bangladesh Depart-
ment of Health and Family Welfare, personal communica-
tion).

3. Breast Cancer Incidence and
Mortality in Bangladesh

It is estimated that each year, 76,000 women die of breast
cancer in South Asia (India, Bangladesh, Nepal, Myanmar,
Pakistan, and Tibet) [14]. In Bangladesh, there is no national
cancer registry. However, age-standardized incidence rates
from Karachi, Pakistan (53.8/100,000) [15], and Kolkata,
India (25.1/100,000) [16] (both with whom Bangladesh
shares many cultural and historical similarities), suggest
an annual incidence rate of 35-40/100,000. Therefore, in
Bangladesh, we estimate an annual new breast cancer case
burden of 30,000 women. The prevalence of breast cancer
is expected to grow in South Asia due to a combination of

increased life expectancy, population growth [17], and adop-
tion of “Western” lifestyles (higher fat diets, reduced activity,
reduced parity, delayed child bearing, and decreased breast
feeding) [18]. It is projected that global breast cancer cases
will grow from 1.4 million in 2008 to over 2.1 million cases in
2030 [19]. While high-income countries celebrate significant
progress toward curing women with breast cancer, low-
income countries like Bangladesh are only beginning to re-
cognize the extent and severity of the disease.

4. The Case for Research

Research to improve health systems is particularly needed in
the countries of South Asia, where the “triple burden” of
communicable disease, chronic disease, and excess injury
and violence drain already limited health resources [20]. The
World Health Organization has repeatedly focused on pri-
mary care and health systems in reducing health disparities
and improving global health in its recent reports [21]. Har-
ford [22] has stressed in particular the importance of study-
ing and addressing barriers which delay women from seeking
care in low- and middle-income countries, and barriers
within the health system which prevent or delay diagnosis
of the disease, both of which contribute to advanced stage
disease. An understanding of these barriers allows for the
development of interventions which are culturally sensitive
and more effective [3], in this case for the reduction of
breast cancer mortality. Given the growing case burdens in
low- and middle-income countries, the large number of
women affected by the disease and the excessive mortality ex-
perienced by Bangladeshi women and South Asian women
in general, studies which inform the development of better
breast cancer management in the region are certainly war-
ranted. As in many low-income countries, where cancer
registries do not exist, hospital-based data are also often
incomplete, and individual patient records may be seques-
tered within private clinicians’ chambers. In light of these
limitations, we present as a “case study” our group’s efforts to
understand the burden of breast cancer and suggest opportu-
nities to improve the situation for women with breast cancer
in Khulna Division, Bangladesh.

5. From the Ground Up: Exploring the
Breast Cancer Situation in Bangladesh

The goal of The International Breast Cancer Research Foun-
dation (IBCRF) is to end the suffering and death caused by
breast cancer through “practical, cost-effective breakthrough
research that takes advantage of the most promising oppor-
tunities and ideas everywhere in the world” [23]. IBCREF ini-
tiated participation in an international multicenter breast
cancer clinical trial in Bangladesh in 2006 in collaboration
with the major governmental hospital, Dhaka Medical Col-
lege and Hospital, and later with other public and private
hospitals including Khulna Medical College and Hospital in
the city of Khulna, Bangladesh, and with the approval of
research ethics boards in both the US and Bangladesh. Early
in the process of implementing the clinical trial, we identified
challenges to recruitment, including sobering anecdotes that



for some women, a diagnosis of breast cancer was sufficient
cause for divorce, rejection by the community, and in ex-
treme cases a motivation for suicide; the consequences of
diagnosis perhaps worse than the disease itself. Concor-
dantly, the number of women presenting with breast prob-
lems at our collaborating medical facilities was lower than
initially expected, and those who did come were wary that
the proposed treatment was right for them. It became clear
that a strictly hospital-based approach to our clinical trial
in Bangladesh would be destined to fail. Furthermore, the
potentially serious sociocultural implications to a breast can-
cer diagnosis necessitated that we should take a more ex-
tensive approach.

IBCRF and its partnering nongovernmental organization
in Bangladesh, Amader Gram (“Our Village”), responded by
venturing outside the hospital walls and leaving the capital
city of Dhaka to explore the context in which women of rural
Bangladesh experienced breast cancer. We focused primarily
on the Khulna Division, where Amader Gram had previously
established a trusted reputation as a health educator and
pioneer in “information technology for rural development”
(ICT4D), thus paving the way for us to engage with the
community relatively quickly and economically. We created
opportunities to interact with health professionals, govern-
ment officials, community members, and women dealing
with breast problems, which in turn allowed us to (1) effi-
ciently address immediate social and health system concerns
and (2) identify important research questions by which to
mobilize resources and implement collaborative studies.

Our first efforts were in obtaining a better picture of
the usual circumstances at presentation and diagnosis of
breast cancer in our rural setting (Table 1). We reviewed
238 consecutive breast cancer case records at the tertiary
care government hospital, Khulna Medical College Hospital.
Cases were confirmed through either tissue diagnosis or
clinically obvious breast cancer seen over a two-year period.
Staging procedures were usually confined to a chest X-ray
and an abdominal ultrasound examination. The largest
number of cases has been categorized as Stage III+. The
majority of these women had large tumors with associated
regional adenopathy; tumors or lymph nodes were fixed to
underlying structures. One quarter of these women had un-
dergone lumpectomy surgery within the last six months with
no histopathological examinations of removed tissues, and
no additional treatments. Their presentations were often of
kinds rarely seen in high-income countries today: mountain-
ous infected and bleeding growths on their chest walls or
in their axillae. While these data are not population based
and the staging definitions and investigations used may differ
from those employed in high-income and other countries,
these data reinforce other information suggesting that in
such low- and middle-income country circumstances, the
overwhelming majority of women present to allopathic care
givers with incurable disease. Indeed, genuinely palliative
strategies in such circumstances are undefined.

IBCRF and AG also sought to understand the estrogen
hormone receptor status of the tumors of patients in the
Khulna Division. Doctors reported that the tumors of most
women in Bangladesh were estrogen hormone receptor nega-
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TABLE 1: 238 consecutive new cases of breast cancer from 2007-2008
at Khulna Medical College and Hospital.

Stage I/II (local): n = 9 (4%); curable
Stage 111+ (regionally advanced): n = 208 (87%); cure unlikely
Stage IV (distant metastases): n = 21 (9%); incurable

TasBLE 2: Bangladesh hormone receptor test results pre- and post-
tissue processing protocol implementation.

Preprotocol implementation: 3/14 positive (21%)

Postprotocol implementation: 47/65 positive (72%)

tive. In this situation, we studied a small group of premeno-
pausal patients with clinical circumstances strongly sugges-
ting the presence of estrogen hormone receptor positive tu-
mors: in this group, only 21% of tumors (3 of 14) were
found to demonstrate receptors when evaluated by a surgical
pathologist with rigorous procedures (Table 2). On the basis
of work IBCRF had done in the Philippines, we imple-
mented a set of tissue collection guidelines which called for
prompt tissue fixation (within 30 minutes), duration of fix-
ation over 8 hours, and use of buffered formalin fixative
[24]. Subsequently, 72% (47 of 65) of tested tumors in pa-
tients expected to have hormone receptor positive tumors
were found positive. These and other results suggest that
Bangladeshi women have tumoral hormone receptor status
similar to those of women in high-income countries. Thus,
implementation of simple guidelines has led to treatment
options for many women in Bangladesh who would have
otherwise been assumed to have tumors insensitive to hor-
monal change and in fact never would have been offered the
chance to have their tumors tested.

Next, we endeavored to learn more about breast cancer in
rural Bangladesh by engaging the community in a variety of
ways. Our efforts were based in four areas spread throughout
the Khulna Division including Jessore city, Sreefaltola village
in Bagerhat District, Rampal town, and Khulna city. We con-
ducted a series of individual, semistructured interviews (n =
12), focus groups (2 total, n = 25), and community meetings
(3 total, n = 29) with the aim of learning more about
how women and their families deal with breast problems.
Initially, female family members of staff and their friends
participated in interviews. Later, convenience samples of
women attending rural breast examination clinics supported
by IBCRF were recruited to discuss their experiences. Women
were asked questions to elicit their knowledge of breast can-
cer (what it is, signs and symptoms, and causes), where (or
if) they would go for treatment, whether they knew someone
with or currently were being treated for breast cancer, and
perceptions of medical care for breast cancer. Community
meetings consisted of key stakeholders including male and
female government officers, journalists, local NGO employ-
ees, health professionals, and civil society opinion leaders.
Meetings were jointly held by members of IBCRF and
Amader Gram in both English and Bangla (the language
of Bangladesh). A designated translator was present at all
interviews and meetings to provide translation as needed.
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Community members were asked to discuss the status of
breast cancer in their area, including their perceptions of the
extent of disease, social stigma, treatment options, and pos-
sible solutions.

In addition, over 100 Khulna city doctors, including ob-
stetricians and gynecologists, surgeons, radiotherapists, and
hospital administrators were invited to participate in a dis-
cussion about breast cancer diagnosis and treatment in the
Division. This created an opportunity for discussing Bang-
ladesh’s health system as it relates to breast cancer and resul-
ted in numerous spin-off conversations which helped us un-
derstand the obstacles medical professionals face in obtaining
good outcomes for their patients.

6. Patient and Community Group
Discussion Findings

Focus groups and interviews with patients and community
group meetings raised three main themes: knowledge of the
disease, access to services, and the practice of seeking care.

6.1. Knowledge about Breast Cancer. Focus group and inter-
view data from women in four rural Khulna Division sites
suggest that some women are misinformed or have no
knowledge about breast cancer. In fact, in some rural areas in
Bangladesh, there is no word for breast cancer; using the word
“breast” publicly is not permissible. A number of women
interviewed said they did not know what to do about their
breast problem until they heard that a foreign doctor was
visiting their village to check for breast problems; only then,
they decided to come themselves. Some women were brought
by friends who had previously attended and recommended
the service. Additionally, there are misperceptions and myths
about how breast cancer is caused, which can have serious
social ramifications. For example, some women believe that
breast cancer is caused by an evil spirit, or as a punishment
for bad deeds. A number of women expressed that they felt
breast cancer “is a death sentence” and that “no good treat-
ment exists”.

“Younger women are not shy. They will come for
care. Older generations are shy.”

-Focus group participant in Rampal.
For the most part, however, the women who participated
(particularly younger women) were aware of breast cancer
and the fact that it is a serious disease. Even women who were
misinformed or had a limited understanding about what
caused their disease were eager to be examined when given
the opportunity to see a doctor who was accessible to them.

“It is evil. Once it visits your house it kills.”

“No one getting cancer gets saved.”

“It’s a curse from God for wrong doings.”

-Focus group participants in Rampal.

6.2. Access to Services. Women frequently reported that they
could not access services for breast care. Reasons cited in-
clude the following: because they do not exist, they cannot
get to services because their families will not allow them to
leave the home, there is no money to pay for transport, the
weather is inclement (Bangladesh has a monsoon season
and is subject to typhoons which have devastated large areas
in the past), or because road conditions are bad. In one
instance, a woman discussed how she hired transport to go
to the closest local doctor’s office which was 45 minutes away,
only to find that the doctor had not reported for duty that
day. She noted that this was a common occurrence. Her
valuable time and money was lost, and she was discouraged
from seeking further care. During the holy month of Rama-
dan (a time of fasting and renewal of faith), women are less
likely to leave the home in keeping with the ideal of “pur-
dah,” where women are not typically seen in the public
sphere. Clinic attendance drops each year during Ramadan,
supporting this finding.

“Nine out of ten women go to see a homeopath
first. It costs much less.”

-Sreefaltola focus group participant.

6.3. Health Care-Seeking Behavior (Practice). The majority of
women report knowing they have a breast problem, often for
a long period of time, but that they consciously choose not
to seek care. Many reasons cited for this included mistrust
of the doctor (having experienced or seen examples of bad
treatment in the past), wanting to see a female doctor
(women are embarrassed to show their bodies to a male
doctor, yet female doctors are the exception), preferring to
use alternative medicine first (homeopathic, spiritual healers,
and ayurvedic), feeling too much responsibility to the family
(child and elder care, cooking, and cleaning) to leave for her
own care, and fears that if she is diagnosed with cancer that it
will ruin her family financially or that her husband will leave
her as a result. A number of women mentioned other women
in their village who wanted to come for care but feared that if
their husbands found out they would be abandoned. One of
these women never sought care and reportedly died from her
disease; another initially sought care without her husband’s
knowledge, but after her diagnosis she did not return for
treatment and was reported to be in poor condition. Similar
stories are illustrated in Figure 2.

“It’s true men are not always supportive. . .cancer
is costly, so they won’t take us to the hospital [for
treatment].”

-Sreefaltola focus group participant.

In summary, many women chose not to seek care for
known breast problems, because they felt the options open
to them really constituted “no choice.”

It should be noted, also, that many of these women are
suffering from other debilitating problems such as anemia,
tuberculosis, and parasites, each of which make seeking care,
already arduous, much less likely due to physical weakness
and poor compromised mental status.



FIGURE 2

“An herbal “quack” doctor told me he has a patient
with a breast lump he wants to bring to me, but
it is impossible because the woman’s husband will
divorce her if he finds out. I will have to go to her
home to see her.”

-Jessore nurse describing a conversation with an
herbal doctor in her village.

Male and female community members brought together
to discuss the problem of breast cancer in Bangladesh af-
firmed that often a woman with cancer is viewed as “bring-
ing a curse to the family”; separation or divorce is com-
mon in these circumstances. For families already stretched
financially and physically (e.g., malnourishment), managing
a complex disease such as breast cancer threatens the entire
household. In these cases, the survival of the rest of the family
may be at the expense of the woman who has breast cancer,
particularly if a male household member also has an illness.
For example, a widow breast clinic patient shared that her
son sold off all the family land and left her with nothing.
She now lives with her daughter. When she noticed a breast
mass three years ago, she decided that she could not go
for treatment because her daughter’s husband was already
suffering from kidney problems that they could not afford
to treat.

“The costs add up in people’s minds. My wife had
a caesarian section and then a thyroid nodule.
Even when you are a good person these thoughts

International Journal of Breast Cancer

TABLE 3: Treatment received in 245 rural Bangladeshi women with
obvious or strongly suspected breast cancer.

33% (n = 82) received treatment of some kind
32% (n = 79) with obvious breast cancer had no treatment

34% (n = 84) with strongly suspected cancer had no further
evaluations

cross your mind. . .if the costs are too much, maybe
I should separate?”

-Male community group discussion participant in
Rampal.

7. Health Care Professional Perspectives

Discussions with doctors illuminated the numerous health
system challenges they face that have a direct impact on their
work. Doctors generally confirmed our data that women
first present with late stage breast cancer and that family
members may be the first to recognize the disease when the
tumor has ulcerated and become infected, noticeable from
its smell and discharge. Some physicians stated often they
were “working blind” because most patients can not afford
histopathological diagnosis (or further expensive testing
such as tumor hormonal receptor assays), basic staging stud-
ies, and the government hospital basic costs for surgery,
drugs, or private practice doctors’ fees. Their inability to pro-
vide continuity of care was also noted, as patients will often
“doctor shop” in the search for (what they perceive as) the
“best” treatment, which is sometimes influenced by “bro-
kers” who encourage patients to switch doctors for a com-
mission. Doctors reported that patients who they recom-
mended to commence chemotherapy would not return for
their first cycle or would discontinue after one or two cycles
due to financial constraints or other, unspecified reasons.
Continuity of care is also disrupted by poor or nonexistent
patient records; electronic medical record systems are not
used in Bangladesh. Overcrowded hospitals, inadequate
facilities for treatment (no radiotherapy or mammography
equipment), difficulty scheduling operation theater time,
and poor pay were also identified as challenges to providing
good treatment.

Our third effort has been to try and determine what
impact our attempts to create walk-in breast problem clinics
and a breast treatment center has had. Here, we were promp-
ted by a sense that we had a number of patient contacts with
women who had serious breast problems, but that collec-
tively, we were not longitudinally seeing many women with
malignant disease. We put together our data about patients
whom we thought had serious problems and found that of
women presenting with known or suspected breast cancer
cases, only a third were returning for follow-up treatment
(Table 3).

Subsequently, we have been trying to tighten up these
data and obtain more detailed information about specific
types of treatment, reasons for not getting treatment when
obvious breast cancer was present, and reasons for absence
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TABLE 4: Broad themes influencing outcomes from breast cancer in rural Bangladesh.

Health Systems: Limited and dysfunctional facilities which dictate limited access; practitioner absenteeism; weak primary care, widely pre-
valent alternative care systems, fragmented care, catch as catch can versus organization structured on results and value, limited use of evi-
dence-based care (both system and for host issues in this population of people)

Human Rights—aka “structural violence”: Extreme poverty; gender discrimination-cultural norm; class discrimination; market discrimina-

tion

Societal Governance: Lack of transparency and corruption; lack of independence of clinical medicine from pharmaceutical companies

of further evaluations. Limited information confirms the is-
sues which were identified in the interviews of patients and
doctors.

Finally, as noted, we have set up primary breast problem
walk in clinics and created an outpatient diagnostic and coor-
dination of care breast center. In these facilities, we have seen
more than 2000 women. Besides confirming the impressions
from the foregoing assessments and data, our experiences
have suggested that basic breast problem diagnosis and treat-
ment in the division are very poor and render very lim-
ited value for the financial resources spent. Patients are
urged to undergo unnecessary testing—mammography for
example—or CT scanning in the absence of indications or
abnormal chest X-ray or abdominal ultrasound scan find-
ing. Excessive surgery is recommended and undertaken,
histopathologic diagnosis and hormonal receptor testing are
used only limitedly, hormonal therapies are significan-
tly underutilized, and chemotherapy programs are poorly
selected, suboptimally given, and rarely completed. Finally,
palliative care is dismal—placebo treatments including
costly chemotherapies—are overprescribed, and basic symp-
tomatic care, such as pain relief, is rarely provided. While
difficult to confirm, we often sense that economic issues on
the side of health care providers play major roles in these
suboptimal decisions.

8. Summary of Major Issues Which Govern Care
for Breast Cancer in Rural Bangladesh

In pulling together our experiences and these data, it is com-
mon to talk about “barriers”, often to individuals, when col-
lectively our perspectives have evolved to frame things as sug-
gested in Table 4.

9. Discussion

Our findings support the idea that barriers to effective breast
cancer management in the Khulna Division of Bangladesh
are rooted in complex sociocultural, economic, and health-
systems issues; most of these, including gender equity and
human rights, are beyond the scope of the usual approach
to cancer control but have a profound influence on effective
care on a population level. Studies in other parts of South
Asia and amongst immigrants to high-income countries
from South Asia have suggested similarly complex findings
[3,25-31]. We believe that the general calls for “breast cancer
awareness,” “early detection and mammography” and “access
to drugs” are well intentioned but unlikely to result in a
significant improvement on morbidity in these contexts.

The importance of addressing individual patient circum-
stances, community-wide beliefs and resources in developing
socioculturally and resource-appropriate services cannot be
overstated. However, the oft-cited barrier of “lack of aware-
ness’, while certainly a factor in some cases, reflects an in-
complete understanding of the situation for women such as
those we encountered. Women, particularly young women,
are all too frequently aware that they have a serious, even life-
threatening problem, but face a myriad of other priorities
that either prevent them from seeking care or are part of a
conscious decision not to seek or continue care. The data
in Table 3 strongly suggest that even having a focused faci-
lity to address breast cancer can only benefit one third of
women. Individual decision-making models which regularly
characterize high-income country authors’ discussions of
care seeking behaviors seem out of place when such strong
societal forces are at work.

More broadly, we must consider the roles and value of
women in society. Perhaps the “awareness” which is most
lacking is the fact that healthy women are the key to healthy
families and communities. As stated by Kristof [32], gender
discrimination is lethal. In poor families, women are “triple
threats”: they play central roles as breadwinners, nutrition
leader/providers for all members particularly children, and as
educators. But their important roles extend beyond the fam-
ily: women are critical to social stability and peace: women’s
health is a central matter in prosperity and development.

In Bangladesh, women’s problems take last priority,
behind those of their male counterparts, in-laws, and other
family members, whether by their own choice or theirs. The
view of women as expendable, illustrated by the number of
women were interviewed who were divorced or feared
divorce due to disease, is destructive in a country where
women make up over half the work force and have numerous
household responsibilities. As summarized by Fathalla [33]:
“Women are not dying because of untreatable diseases. They
are dying because societies have yet to make the decision that
their lives are worth saving.”

Women and doctors identified a number of structural
barriers which point to inadequacies in the health system
of Bangladesh. Doctor absenteeism and malpractice, repor-
ted by one study to be over 70% at smaller clinics in Ban-
gladesh [34], and doctor malpractice (either as a result of
incompetence or greed) contribute to the perception that al-
lopathic medical care is ineffective and that cancer is “a
death sentence”. Furthermore, services that should be very
low cost or free have been co-opted by individuals seeking
to make a profit from the circumstances surrounding an
overstressed medical system, and many services required for



standard breast cancer care are not affordable by the average
Bangladeshi family. These findings suggest a deeper rooted
problem with the health care system, problems that are out-
side the control of patients and requiring creative reforms to
health service delivery.

The ability to address these problems efficiently and ef-
fectively requires a system that fosters collaborative thought
and reduces impediments to rapidly testing and implemen-
ting viable solutions. Tedious bureaucratic systems, lack of
collaboration across the health sector, and poor governance
have contributed to delaying advances in health care solu-
tions throughout South Asia [35] and must be minimized for
significant progress to be made. A commitment to this aim
alone could have major implications for advances and cost
savings in not only breast cancer care, but many other infec-
tious and chronic diseases as well. This governance/ account-
ability/corruption subject (not limited to Bangladesh) is re-
gularly, in substance, breadth, detail, and perniciousness,
passed over in academic discussions of ways to improve
health care outcomes.

Outside of the sociocultural and economic barriers to
breast cancer care, women in most parts of South and
Southeast Asia by and large have been excluded from clinical
research which could shed light on the biology of disease and
hosts amongst these populations and thus potentially better
treatment options. With the commitment to and prioritiza-
tion of quality research, including the training and resources
required, research outcomes can have a direct impact on
productivity, prosperity, and quality of life of people in low-
and middle-income countries.

10. Future Needs and Conclusion

The IBCRF-Amader Gram experience in Bangladesh suggests
a daunting task: engaging in the full spectrum of issues re-
quired to adequately address the problem of breast cancer
(outlined in Table 4) is a multidisciplinary effort. Creative
solutions undertaken in a research- and evaluation-based
environment are needed if we are to obtain solutions appro-
priate for the diversity of populations living in low- and mid-
dle-income countries. The lessons learned from the IBCRF-
Amader Gram activities, however, are the basis for a number
of recommendations which may contribute to improving
breast cancer outcomes globally.

(1) Low- and middle-income countries need to consider
models for making available low-cost treatment op-
tions, in combination with better health insurance
coverage for breast cancer treatment.

(2) Efforts to increase opportunities for rigorous bio-
logical and social science research and the capacity
to implement such research through collaborative,
multinational projects. Such projects can contribute
to the development of enriched sociobehavioral
models that bring cultural issues into greater consid-
eration.

(3) Low- and middle-income countries must enforce
governance and more accountability of health infras-
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tructure in order to achieve efficient and effective
health outcomes.

Breast cancer control in a low-income country such as
Bangladesh is a challenging endeavor influenced by a myriad
of forces. Yet, with a commitment to understanding and ad-
dressing health-system needs specific to the unique condi-
tions of a country through creative and rigorous efforts, the
goal of reducing the suffering and death from breast cancer
can be achieved worldwide.
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