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Access to treatment of women with breast
cancer
Acesso ao tratamento da mulher com câncer de mama
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ABSTRACT This study was aimed at characterizing the access to treatment of women diagnosed

with breast cancer in the state of Piauí, Brazil. A cross-sectional analytical study was developed
in two referral hospital institutions from January/2018 to June/2018. The population comprised
women diagnosed with breast cancer who underwent treatment in the period from 2016 to 2017.
The sample amounted to 155 participants. Sampling was proportionally stratified. The data was
processed in IBM® SPSS®, and uni and bivariate statistics were calculated. It was noted that the
average time for treatment was of 112.7 (± 93.6) days, varying from 12 to 550 days (≡18.3 months
or 1.5 years), with 71.6 % of the women starting treatment within a period higher than 60 days
following breast cancer diagnosis. Statistically significant associations were verified between
the delay to start treatment and the state territory of residence (p = 0.041) and the disease stage
(p = 0.037). The conclusion is that women are not having access to breast cancer treatment as
recommended. Therefore, it is worth noting the need for greater organization in the network
of health services, taking into account the needs of the population through timely health care.
KEYWORDS Women’s health. Breast neoplasms. Health services accessibility. Therapeutics.

Time-to-treatment.
RESUMO O objetivo do estudo foi caracterizar o acesso ao tratamento da mulher com diagnóstico
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de câncer de mama no estado do Piauí, Brasil. Estudo transversal analítico, desenvolvido em
duas instituições hospitalares de referência, no período de janeiro a junho de 2018. A população
compreendeu mulheres diagnosticadas com câncer de mama que realizaram tratamento no
período de 2016 a 2017. A amostra foi de 155 participantes. A amostragem foi estratificada proporcional. Os dados foram processados no IBM® SPSS®, e calculadas estatísticas uni e bivariadas.
Constatou-se que o tempo para o tratamento foi de, em média, 112,7 (±93,6) dias, variando de 12
a 550 dias (≡18,3 meses ou 1,5 anos), sendo que 71,6% das mulheres iniciaram o tratamento em
um período superior a 60 dias do diagnóstico do câncer de mama. Foram verificadas associações
estatisticamente significativas entre o atraso para início do tratamento e o território estadual de
residência (p=0,041) e o estágio da doença (p=0,037). Dessa forma, o acesso ao tratamento do
câncer de mama não está acontecendo como preconizado. Ressalta-se, portanto, a necessidade
de uma maior organização dos serviços de saúde em rede, levando em conta as necessidades da
população, por meio do atendimento em tempo oportuno.
PALAVRAS-CHAVE Saúde da mulher. Neoplasias da mama. Acesso aos serviços de saúde. Terapêutica.

Tempo para o tratamento.
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Commons Attribution, que permite uso, distribuição e reprodução em qualquer
meio, sem restrições, desde que o trabalho original seja corretamente citado.
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Introduction
Breast cancer is a public health issue worldwide. The increased incidence of breast cancer
mortality is directly proportional to changes
in demographic patterns, such as population
aging and economic development. The challenge is to ensure equal and integral access to
the diagnosis and treatment of the disease1.
Given the increasing estimate of cancer cases,
one should consider factors such as the provision of services and timely access, so that
early diagnosis and treatment are possible.
Although this disease is considered to have a
relatively good prognosis when diagnosed and
treated in a timely manner, the mortality rate
(13.68/100,000) remains high in Brazil, possibly because it is still diagnosed at advanced
stages2, which brings back the discussion
about access to treatment.
Recent literature understands that access is
not simply the use of health services, but the
use of services appropriately and at convenient
times3. The relationship between access to
health services and equity is highlighted as the
ability of health systems to respond adequately
to citizens’ needs. It is in this close relationship
that we can ensure the provision of appropriate and timely actions and health services,
which are able to respond to the needs and
expectations of the citizens4.
Thus, the national policy for cancer prevention and control is organized in Brazil, in order
to enable the continuous provision of health
care actions for the population, through the
articulation of different health care centers5.
Therefore, the establishment of health
care networks in the Unified Health System
(SUS), centered in primary care, leads to
greater access and regular use of health
services with equity6.
Given the need to ensure access to cancer
treatment, in 2012, Law No. 12,732 of the
Brazilian Presidency, which establishes a
period of 60 days for the beginning of cancer
treatment 7, was sanctioned.
The data obtained in this study will

contribute to the organization of cancer care
services in the state of Piauí. Thus, this study
is aimed at characterizing the access to treatment of women diagnosed with breast cancer
in the state of Piauí, Brazil.

Methods
This is an analytical cross-sectional study developed in two referral hospitals located in
the Teresina, the capital of the state of Piauí,
from January to June 2018. Piauí has 3 institutions in the SUS oncology care network,
1 High Complexity Oncology Care Center
(Cacon) and 2 High Complexity Oncology
Care Units (Unacon). The research was
developed in Cacon and in a Unacon, both
statewide referral centers. The population of
the study comprised women diagnosed with
breast cancer, who underwent treatment from
2016 to 2017. In this period, 1,040 new cases
of breast cancer were registered, according
to data provided directly by the São Marcos
Hospital (HSM) and the University Hospital
of the Federal University of Piauí (HU-UFPI).
The sample comprised women who met the
following inclusion criteria: submission of
records in the management system and the
Brazilian Hospital-Based Cancer Record
(RHC). The exclusion criteria were the lack
of patient record or the failure to locate the
patient after three contact attempts.
To calculate the sample size, we used the
formula based on the estimation of the population proportion for finite populations,
where N is the population size (1,040), p is
the population proportion of the occurrence
of the event, in which 13.66% were used,
corresponding to the mean prevalence of
treatment delay higher than 60 days identified in the literature 5-8, Z is the critical
point of the normal curve associated with
a 95% confidence interval (1.96) and E is
the maximum estimation error (5%). Thus,
the minimum sample required for the study
consisted of 155 participants.
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The sampling was stratified proportionally, by subdividing the sample among the
institutions with case records: HSM (140)
and HU-UFPI (15). For data collection, a list
of women who met the inclusion criteria
for the selection and sample composition
was compiled: the total number of women
(1,040) met the inclusion criteria. The selection was carried out through BioEstat
5.0. Those that were not found after three
contact attempts were replaced by those selected in a draw, until the minimum sample
size was achieved.
For data collection, we used a form containing sociodemographic variables (age,
marital status, educational background,
color/race, residence, paid work , children,
age of first pregnancy, breastfeeding, menarche and menopause), epidemiological
variables (previous breast cancer and benign
breast diseases), diagnosis and treatment
at initial assessment after early symptoms
(laterality, tumor size, regional lymph node,
presence of metastasis). Operational variables were defined for time to treatment:
residence (according to Piauí health territories), place where the treatment began,
medical appointment after first symptoms,
biopsy, follow-up in primary care, income
(paid work, individual income, family
income) and stage of the disease.
The research was developed by collecting
primary and secondary data through interviews, conducted in person at the hospital.
To determine the time to treatment variable, the medical record, which contains
the result of the external or internal biopsy,
was checked or the patient was asked directly. The exam result was confirmed and
compared with the date of the beginning
of treatment, either surgery, chemotherapy
or radiotherapy. The treatment that began
within 60 days after cancer diagnosis was
considered adequate, in the light of the
Brazilian law called ‘60-day’ Law9.
The study data were processed using
the IBM® SPSS® software, version 23.0.
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Descriptive statistics were calculated (mean
and standard deviation, median and interquartile range, minimum and maximum for
quantitative variables, and frequencies for
qualitative variables). Significance values
(p) and correlation coefficient (r) were
presented10.
To verify the relationship between the
time to start treatment (more than 60 days
vs. up to 60 days) and the selected operating variables, the Pearson Chi-Square Test
was performed. When the assumptions of
this test were not met, the variables were
dichotomized to perform Fisher’s Exact
Test. For this recategorization, the adjusted
residuals of the contingency table were
analyzed, by separating the categories into
groups according to the percentage trend
(for the recommended interval or for more
than 60 days).
For significant associations, the Odds Ratio
and its respective Confidence Interval (CI)
were shown. The contingency table percentages were calculated in the columns, and the
variables were interpreted (compared) in the
rows10. All analyses were performed at a significance level of 5%.
National and international ethical standards
for research with human beings were met.
The study was authorized by both referral
hospital institutions and was approved by the
Research Ethics Committee of the HU-UFPI,
under opinion No. 1,933,576/2017 and HSM
No. 2,565,844. All participants read and signed
both copies of the Informed Consent Form.

Results
The mean (± standard deviation) age of
women undergoing breast cancer treatment
was 53.6 (± 12.4) years, with a minimum of
26.0 years old and a maximum of 82.9 years
old. Most were married/had a common-law
marriage (89 – 57.4%), were self-declared
brown (90 - 58.1%) and had a paid work
(108 – 69.7%), whose average individual
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monthly income was R$ 899.43 (± 1,055.32),
with a maximum of R$ 10,000, while the
reported monthly family income averaged
R$ 1,245.85 (± 1,311.35), with a maximum

of R$ 10,000. Regarding educational background, the average time of study was 6.9 (±
5.8) years, with a maximum of 20 years, and
28 of them (18.1%) were illiterate (table 1).

Table 1. Demographic, socioeconomic, gynecologic and obstetric characteristics of women undergoing treatment for
breast cancer (n = 155). Piauí, Brazil, 2018
Feature

N

%

Single

27

17.4

Married/common-law
marriage

89

57.4

Age
Marital status

SD

53.6

12.4

Separated/divorced

17

11.0

Widow

22

14.2

White

31

20.0

Black

19

12.3

Brown

90

58.1

Yellow

14

9.0

1

0.6

Yes

108

69.7

No

46

29.7

1

0.6

Maid

25

16.1

Self-employed

21

13.5

Retired

45

29.0

Unemployed

45

29.0

Healthcare benefit

17

11.0

2

1.3

Yes

136

87.7

No

19

12.3

Yes

124

80.0

No

31

20.0

Educational Background (years of study)
Color/race

M

6.9

5.8

No Information
Paid Work

No Information
Individual Monthly Income (R$)

899.43

1,055.32

Monthly household income (R$)

1,245.85

1,311.34

Occupation

Pensioner
Children

Age of first pregnancy

22.5

5.3

Menarche Age

13.5

1.7

Menopause

Total

155

100.0

Source: Research Database, 2018.
M: Mean; SD: Standard Deviation.
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From the gynecologic and obstetric perspective, 136 (87.7%) had children, with an
average age of 22.5 (± 5.3) years old in the first
pregnancy, ranging from 14.0 years to 38.0
years; 131 (84.5%) breastfed their child/children, with an average breastfeeding time of
16.6 (± 13.5) months, ranging from one month
to five years. The average age of menarche
was 13.5 (± 1.7) years, with a minimum of 10.0
years old and a maximum of 18.0 years old. One
hundred and twenty-four (80.0%) reported
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being in menopause (table 1).
Analyzing the epidemiological characteristics, table 2 reports that 47 women
(30.3%) had previous breast cancer, and
41 (26.5%) had benign breast disease. The
predominant diagnosis was neoplasm of
the outer upper quadrant of the breast (62
– 40.0%), unilateral left (82 – 52.9%) or right
(72 – 46.5%). Regarding the stage of the
disease, 71 (45.8%) presented stages IIIA,
IIIB, IIIC or IV.

Table 2. Epidemiological characteristics of women who underwent treatment for breast cancer (n = 155). Teresina, PI –
Brazil, 2018
Characteristic

M

SD

n

%

Yes

-

-

47

30.3

No

-

-

108

69.7

Yes

-

-

41

26.5

No

-

-

114

73.5

C50

-

-

17

11.0

C50.1

-

-

29

18.7

C50.2

-

-

27

17.4

C50.3

-

-

6

3.9

C50.4

-

-

62

40.0

C50.5

-

-

4

2.6

C50.8

-

-

3

1.9

C50.9

-

-

7

4.5

Right

-

-

72

46.5

Left

-

-

82

52.9

Bilateral

-

-

1

0.6

IA

-

-

17

11.0

IB

-

-

3

1.9

II A

-

-

28

18.1

II B

-

-

36

23.2

III A

-

-

27

17.4

Anterior Breast Cancer

Benign breast diseases

Diagnosis

Laterality

Disease stage
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Table 2. (cont.)
III B

-

-

27

17.4

III C

-

IV

-

-

6

3.9

-

11

7.1

Interval between symptom onset and diagnosis*

275.1

491.2

-

-

Interval between diagnosis and initiation of
treatment*

112.7

93.6

-

-

Greater than 60 days

-

-

111

71,6

Up to 60 days

-

-

44

28,4

155

100.0

Total
Source: Research Database, 2018.
M: Average; SD: Standard Deviation; *: in days.

Regarding the time interval between
symptom onset and diagnosis, the mean
(± SD) was 275.1 (± 491.2) days (≡9.2
months), with a minimum of 4 days and
a maximum of 4,903 days. (≡13.6 years),
and the median (± interquartile range) was
equal to 122.3 (± 279.12) days (≡4.1 months).
Regarding the interval between diagnosis
and beginning of treatment, the average was
112.7 (± 93.6) days, ranging from 12 days to
550 days (≡18.3 months or 1.5 years), median
83.8 (± 78.91) days (≡2.8 months), and 111
(71.6%) women started treatment within
60 days of breast cancer diagnosis (table 2).
Figure 1-A shows that 53% of women
lived in the territory called Entre Rios,

where the capital of the state of Piauí is
located and where there is the highest concentration of high complexity care centers.
The frequency of delays of treatment initiation shown in figure 1-B was greater than
59%. The highest percentages of delay were
identified, in descending order, among
women residing in Cocais (92.9%), Serra
da Capivara (85.7%), Carnaubais and Vale
do Canindé (both 80.0%), Vale do Rio Piauí
and Itaueira (71.4%), Entre Rios and Planície
litorânea (Coastal Plain) (both with 68.7%),
Chapada das Mangabeiras and Tabuleiros
do Alto Parnaíba (both with 66.7%) and Vale
do Sambito and Vale do Rio Guaribas (both
with 60%).
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Figure 1 . Distribution of breast cancer cases by health territories of Piauí (n=155). Teresina, PI, Brazil, 2018

Source: Research database, 2018.
A: frequency of breast cancer cases; B: frequency of delay to begin treatment.

Statistically significant associations were
found between the time to treatment and the
place where the women live, according to
state territory (p = 0.041) and disease stage
(p = 0.037). For those from the regions of
Cocais, Serra da Capivara, Vale Rio Piauí and
Itaueira, Vale do Canindé, Planície litorânea
and Carnaubais, the frequency of women
who entered treatment in the interval greater

than 60 days was 34 (30.6%), while only 6
(13.6%) began within the period of 60 days. In
this relation, the Prevalence Ratio (PR) was
1.269 (95% CI = 1.057-1.524), which shows
that women that live in the mentioned territories have a 26.9% greater chance of delay
in entering treatment compared to the ones
who live in other territories of the state of
Piauí (table 3).

Table 3. Association between operational variables and time to begin women treatment (n = 155). Teresina, PI – Brazil,
2018
Time to begin treatment

Variable

>60 days
n

p

≤60 days
%

n

%

Residence (health region)

0.041f

Cocais, Serra da Capivara, Vale Rio Piauí
e Itaueira, Vale do Canindé, Planície
litorânea e Carnaubais

34

30.6

6

13.6

Entre Rios, Tabuleiros Alto Parnaíba,
Chapada das Mangabeiras, Vale do Rio
Guaribas e Vale do Sambito

77

69.4

38

86.4
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Table 3. (cont.)
Place of treatment onset
HSM
HUUFPI

0.131f
103

92.8

37

84.1

8

7.2

7

15.9

Appointment after first symptoms

0.593f

PHC or specialized SUS

55

49.5

19

43.2

Private or Campaigns

56

50.5

25

56.8

Performance of Biopsy

0.472q

Private

70

63.1

25

56.8

SUS

41

36.9

19

43.2

Primary care follow-up

0.809q

Yes

35

31.5

13

29.5

No

76

68.5

31

70.5

Paid Work

0.738q

Yes

78

70.9

30

68.2

No

32

29.1

14

31.8

Individual income

0.440f

Up to R$ 954.00

8

10.0

1

3.3

Above R$ 954.00

72

90.0

29

96.7

Family income

0.940q

Up to R$ 954.00

22

20.6

8

20.0

Above R$ 954.00

85

79.4

32

80.0

Breast cancer stage

0.037q

Stages I and II

66

59.5

18

40.9

Stages III and IV

45

40.5

26

59.1

Total

111

100.0

44

100.0

Source: Research Database, 2018.
PHC: Primary Health Care; SUS: Unified Health System; p: significance of the association test; q: Pearson chi-square test; f: Fisher’s exact
test.

Regarding the stage of breast cancer, the
frequency of women with stages I and II
who started treatment 60 days after diagnosis was significantly higher, corresponding
to 66 (59.5%), with a PR of 1.240 (95% CI
= 1.006). -1.528), indicating that women in
the early stages of the disease, in which

the tumor is limited to the breast, have a
24.0% greater chance of delaying treatment
initiation compared to those diagnosed with
stages III and IV. For the other operating
variables in the table, no significant associations were found (p>0.05) (table 3).
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Figure 2 . Flow chart showing women care and biopsy performed on women that entered breast cancer treatment (n=155).
Teresina, PI, Brazil, 2018
User:
first symptoms

First appointment
39 (25.2%)

Primary care
facility

35 (22.6%)

78 (50.3%)

SUS appointment specialized care

Private appointment

3 (1.9%)

Campaigns

Biopsy performance
60 (38.7%)

SUS

95 (61.3%)

Private

First-time appointment
schedule
15 (9.7%)

140 (90.3%)

A

8 (53.3%)

B

7 (46.7%)

Delay

Timely manner

103 (73.6%)

Delay

37 (26.4%)

Timely manner

Primary care
follow-up
48 (31.0%)

Yes

Beginning of the process

Subdivision

107 (69.0%)

No

Intermediate event

Activity

Source: Reasearch database, 2018.

Figure 2 shows the access flow of the women
surveyed after the onset of the first symptoms.
Thirty-nine (25.2%) women began treatment
in a primary care facility, 35 (22.6%), attended
an appointment at a specialized care facility at

SUS. Most of them reported that they searched
for private care (78 – 50.3%) and only 3 (1.9%)
women began treatment after campaigns.
From the total of 155 women interviewed,
the majority (95 – 61.3%) reported biopsy
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performance in private service. After scheduling first-time appointments, distributed
in both institutions, percentages of delay to
begin treatment were observed in 103 (73.6%)
women of those treated at the state referral
cancer hospital and 8 (53.3%) women at the
university hospital. There were 107 (69.0%)
women who reported that they were not followed by primary care.

Discussion
Most women in the state of Piauí are beginning
breast cancer treatment with a delay of more
than 60 days after diagnosis, i.e. access is not
happening in a timely manner. Consequently,
there is a higher percentage of women diagnosed in more advanced stages. In this study,
it was evidenced that the cancer care network
is not allowing timely treatment for 71.6% of
women with this disease in Piauí.
Mean age of women in this study was of
53.6 (±12.4) years old, close to the averages
found in two national studies11,12, 50.5 and 48
years old. In Mexico, one study indicated a
mean age of 52 years old, as well as in Rwanda,
with a mean age of 49 years old13,14. However,
the average was lower when compared to the
USA6, where the mean age is of 61.6 years old
(SD: 15 years), and the mean age is of 75.2 years
old in another study5, as well as the mean age
of France, which is 60 years old7.
The study showed a high percentage (71.6%)
of women who began treatment at a more
advanced stage. This is a severe finding, as
detection and early initiation of cancer treatment are related to the higher healing rates of
women with breast cancer15.
This study revealed that the time to establish the diagnosis after abnormality detection was 275.1 days on average. There was a
high standard deviation of 491.2 days, and the
median was 122.3 days. This delay justifies the
advanced staging of the disease, indicating
that women treated with this delay may have
decreased survival rates. These data are quite

high when compared to the national study16,
in which the average time to diagnosis was
102.5 ± 165.5 days. In Brazil, the ratio between
mammograms and screening target population
was low in all age groups analyzed17 .
If we compare the time to diagnosis in this
study with international studies, the average
delay (275.1 days) of this study remains high.
In Pakistan, the average is 165 days18, and
in Colombia, the average is 91 days19. If we
compare with countries with greater development potential, this difference becomes
even greater. In Mexico, the average was
30 days13, in the United States20, it was 16.5
days. However, a systematic review of African
studies revealed longer delays than those
found in this study, with average time from
symptom recognition to diagnosis between
4 months and 15 months21.
In a survey conducted in Pernambuco, it
was emphasized that the high breast cancer-related mortality in Brazil is related to
the delay in the investigation of suspected
lesions and the fact that treatment was not
initiated in a timely manner. They also reinforce that the purpose of early detection is
to diagnose and treat breast cancer patients
at an early stage, when the prognosis for
long-term survival is better22.
The time interval between diagnosis and
initiation of treatment was longer than what
is recommended. In this study, we noticed
the average delay of 112.7 (93.6) days in a very
high frequency of women (71.6%) who started
treatment after the period of 60 days. If the
time to diagnosis is added to this interval,
the average is 387.8 days. The values found in
the study are above the national average. As
studies23-25 show, the delay was 71.5 days, with
a mean of 87.3 days and 68 days, respectively.
Another research analyzed the time interval
between diagnosis and initiation of treatment
for breast cancer in women. The median time
between diagnosis and initiation of treatment
was 43 days (Southeast: 44 days; Northeast: 43
days; South: 39 days; Central-West: 30 days;
North: 49 days)24.
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The international literature revealed shorter
delays compared to the present study. A study
in North Carolina of low-income women found
that 66% of them received their first treatment
within 30 days after diagnosis, and almost
all women (90%) received initial treatment
within 60 days after diagnosis6.
When the percentages of delay are related
to the health territories of the state of Piauí,
there is a high percentage in relation to the beginning of treatment in all territories, regardless of the distance from the place where the
woman is treated. However, for the territories
of Cocais, Serra da Capivara, Vale do Canindé
and Carnaubais, the percentage is higher.
It is worth noting that this result is not
only related to the most distant territories in
relation to the city where Unacon and Cacon
are located. In fact, the highest percentage
of delay was 92.9%, in the Cocais territory,
where its headquarters (Piripiri) is 166.9 km
away from the treatment site, followed by
Serra da Capivara (São Raimundo Nonato)
with a delay of 85.7% and a distance of 521.6
km; Carnaubais 80% (Campo Maior), at a
distance of 84 km; and Vale do Canindé with
80% (Oeiras) and a distance of 278.9 km. It
is important to highlight that the territory of
Chapada das Mangabeiras, 603 km away from
the place women seek for treatment, obtained
a percentage of 66.7%, below the territory of
Entre Rios (68%), where the referral service
for cancer treatment is located.
These results show that the delay is not
linked to geographical barriers, but may be
related to a lack of communication of the
care services, that is, to a need to organize
care centers, from primary to specialized
care, with well-defined flows, as well as the
coordination and ordering of services, with
primary care as the organizer and coordinator of care. However, there is still a need
for further studies to specify what would
explain these data.
In the relation between the time to begin
treatment and the territories where the women
live, the study separated them into two groups,
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of which the first represents the territories
that showed the longest delays. Thus, those
who live in the territories of Cocais, Serra da
Capivara, Vale Rio Piauí and Itaueira, Vale
Canindé, Planície litorânea and Carnaubais
were shown to have a higher prevalence of
delay compared to other territories, i.e., there
is a 26.9% chance of having late treatment than
those who live in other territories.
Regarding the association between the stage
and the delay to enter treatment, the time to
begin treatment was longer for those who were
in the early stages I and II. Therefore, those
patients diagnosed at these stages were 24%
more likely to begin treatment above the time
required by law than those at stages III and IV.
With respect to the design of women’s flow
from detection of abnormality to treatment
and primary care follow-up, it was observed
that access to the cancer care network is not
as how it was supposed to be. Among the
women interviewed, more than half started
to search for breast cancer treatment at private
service networks. This data may evidence that
the network is not meeting the needs of this
population. Similar data were found in another
study showing that 36% of patients were referred by the family health clinic, and 48% by
private service networks26.
Another relevant point on the treatment
course is the fact that most women (61.3%)
need to perform biopsy in the private
network, regardless of entering treatment
by SUS or private clinics. In the state of
Piauí, only HU-UFPI offers breast cancer
biopsy service at SUS. This shows that there
is a lack of biopsy offer, which is compatible
with another study performed, in which
the number of biopsies compared to the
number of cases that would require followup for diagnostic clarification shows that
only 27% of women between 50-59 years
old with BI-RADS mammograms 4 and 5
are performing biopsy. In the age group
among those between 60-69 years old, this
percentage rises to 63%17.
The same author also demonstrated that
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the number of biopsies offered in the network
does not correspond to the diagnostic need
estimated by the number of mammograms
performed in Brazil, which indicates that the
health system is not yet prepared to meet the
demand of women who should be targeted by
specific actions of screening and early diagnosis for breast cancer17.
In the step following treatment onset,
women return to primary care to schedule the
first-time appointment at the place of treatment. This happens for women who started
the process in the private service. However,
those who started treatment at SUS services
are already referred to the first-time appointment in the public health service.
It is worth noting that a frequency much
higher than half of the interviewees were not
accompanied by primary care. According to the
Ministry of Health, the relationships between
health care centers should be horizontal, with
the communication center in primary care
being responsible for coordinating and organizing actions27.
The fact that primary care is not coordinating and organizing care, as well as specialized
care, which also does not coordinate patient
follow-up in their service in a structured way,
certainly allows this interruption of treatment.
In fact, the woman is the one who seeks alone
to address her needs. This suggests that the
network is not ordered or coordinated, which
may be the fundamental point for her to access
treatment in a timely manner.
In a study in Canada, which evaluated time
reduction for diagnosis to rapid-access breast
clinic, which had coordinated care within
diagnostic centers, the time from diagnosis
search to treatment initiation decreased from
92 days to 64 days. The study concluded that
research coordination decreases duplicate
care, as well as the involvement of the family
doctor increases the ability to initiate treatment in a timely manner, and that coordination
of radiological care improves the wait time
and result range28.
Delays in health services are verified when

the care network is unstructured, which promotes the overload of specialized centers and
favors undesirable situations, such as adverse
selection in favor of the best prognostic cases26.
In Taiwan, the health system does not
have a referral and counter-referral system.
However, patients have high accessibility to
medical care. Each patient can access any
service without a primary referral and seek a
more complex health service without referral
to a less specialized care service. Thus, they
start treatment earlier29.
The long wait time for both diagnosis and
treatment initiation can have serious consequences for patients, such as decreased
chances of healing and survival time. It also
brings damage related to quality of life, as
it requires more aggressive approaches, the
need to use multiple therapeutic modalities,
which may result in overlapping sequelae22.
It is important to highlight that appointment and exam regulation in both institutions
that participated in this study is performed by
the Municipal Health Manager of Teresina,
Piauí, through the schedule system available
at decentralized appointment sites in Basic
Health Units in the municipalities of the state.
Thus, in view of the patient’s need, this system
is scheduled for a first-time oncology appointment, with evidence upon presentation of the
biopsy to begin treatment in qualified health
facilities, such as Unacon or Cacon.
The access category seeks a concrete
totality, based on the principle of equity, in
establishing paths for the universality of
care, regionalization, hierarchy and popular
participation4.
Thus, the analysis of the access of women
with breast cancer to treatment may provide
the basis for the organization of a quality
service, so that the treatment of the disease
can occur in a timely manner and according
to the population’s need in order to obtain
greater resolution. Studies evaluating the time
interval between diagnosis and initiation of
treatment are important to direct resolutive
measures, as they indicate changes in flow, as
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well as list cost-related aspects, contributing
significantly to all levels of management, based
on the planning of health actions8,30.
More studies are needed to determine more
precisely which variables, at each care facility of the cancer care network in the state of
Piauí, are interfering in the treatment process
of breast cancer patients, as well as a more
specific understanding of the whole process in
an attempt to discriminate the real impact of
each care facility on the cancer care network.

Conclusions
In the state of Piauí, access to breast cancer
treatment is not available as recommended
by the Ministry of Health. Very significant
percentages of women starting late treatment
were identified. The flow of access to treatment for this disease is not allowing women to
benefit from the care network as determined
by the 60-day law, suggesting disarticulation
between the services, which could have influenced delays in starting treatment. Therefore,
the need for a greater organization of health
service networks is emphasized, taking into
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account the needs of the population through
timely and resolute care, with primary care as
an ordinator and coordinator of care, ensuring,
therefore, access to treatment and use of treatment resources in the most efficient manner.
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