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Resumen 
Objetivo. Caracterizar el diagnóstico y tratamiento de 
mujeres con cáncer de mama en Bogotá, Colombia; esta-
blecer la demora de pacientes en la asistencia a consulta y 
los factores relacionados. Material y Métodos. A través 
de una aproximación censal se identificaron 1 106 mujeres 
con cáncer de mama. La recolección de información se hizo 
mediante entrevistas y revisión de historias clínicas. Se con-
sideró demora de la paciente el tiempo entre la percepción 
del síntoma y la primera consulta. Resultados. Más de 80% 
de las mujeres consultaron por síntomas; la mayoría eran 
estados avanzados. Los factores que se relacionaron con la 
demora fueron una mayor edad, no tener afiliación al sistema 
de salud y la enfermedad avanzada. Una mayor educación se 
relacionó con menor demora. Discusión. Las mujeres no 
reconocen los síntomas del cáncer de mama; es necesario 
diseñar estrategias de comunicación y educación para esti-
mular el reconocimiento de los síntomas y la oportunidad 
de consulta.

Palabras clave: neoplasias de mama, demora; síntomas; detec-
ción; servicios de salud; Colombia
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Abstract
Objective. Characterize diagnosis and treatment of breast 
cancer in Bogota, Colombia and examine the extent and de-
terminants of patient delay. Material and Methods. Using 
a census approach we identified 1 106 women with breast 
cancer. Information was gathered through personal interviews 
and the review of medical records. Patient delay was defined 
as the time elapsed from first symptoms to initial consulta-
tion Results. More than 80% of the women (902) consulted 
due to symptoms; the majority had advanced-stage disease. 
Patient delay was established in 20.3% and the main related 
factors were older age, lack of social security and advanced 
clinical stage. Higher education in patients was associated with 
reduced delays. Discussion. Women do not recognize breast 
cancer symptoms. Patient delay and related factors are similar 
to those found in other studies. There is an urgent need to 
develop communication and education strategies regarding 
breast cancer symptoms and early detection. 
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services; Colombia
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Breast cancer is a growing public health problem in 
many developing countries. In Latin America, mor-

tality and incidence rates are relatively high, indicating 
that breast cancer cases are diagnosed at late stages or 
they are not being adequately treated.1,2 
	 Today, breast cancer in Colombia is the second cause 
of cancer deaths among women; mortality is rising, and 
both incidence and mortality rates show higher risk 
among women living in large cities.3-5 Regarding early 
detection, clinical breast examination is rarely perfor-
med and screening for breast cancer with mammograms 
is only available for women over 50 years of age who 
have a general health insurance plan, usually available 
for employees and their families; therefore, only 37% of 
the population has coverage. The rest of the population 
is covered by subsidized health care plans (48% for 
low income population), special health care plans (5% 
for teachers and military personnel) or medical care in 
public hospitals for people with no health care plans 
(10%).6 Health care plans are managed through health 
benefit companies that contract with existing health 
care centers. A specialized center can provide care for 
breast cancer patients belonging to different health care 
plans, depending on existing contracts. Availability of 
treatment facilities for breast cancer care in the country 
differ from one region to another and specialized care 
is delivered only in large capital cities. 
	 Such limited resources is a feature shared by most 
Latin-American countries and requires efforts in early 
detection, as has been previously recommended by seve-
ral institutions and authors.1,7 Thus, timely consultation, 
diagnosis and treatment are crucial.
	 Despite having access to screening programs, 
more than 75% of breast cancer patients consult after 
symptoms appear.8 There is evidence that women who 
wait more than 3 months for the first consultation have 
significant lower survival rates than women who seek 
prompt medical advice.9 Total delay includes both pa-
tient and provider delay; patient delay is the time elap-
sed from the moment a symptom or sign is perceived 
to the first medical consultation and physician delay is 
the time from first medical contact to final diagnosis and 
treatment.10 Delay in seeking medical advice has been 
established as one of the reasons for increased cancer 
mortality in developing countries.11,12

	 Previous studies on patient delay by women with 
breast cancer have found that the proportion of women 
that consult after three months ranges from 14 to 19% 
in developed countries,13-15 while other reports from 
developing countries have found delays as high as  67% 
in Peru16 and  42.5% in Iran.17

	 Common underlying causes related to patient delay 
are lower education,13,17 lower socioeconomic level,17,18 

African or Hispanic ethnic origin19 and symptoms 
other than a lump.9,14 In addition, older age has been 
related to increased delay in some studies9,20 but not in 
others.21,22 Cultural, psychological and spiritual factors 
undoubtedly influence patient delay as well.23,24

	 In the absence of regular breast cancer screening 
programs, measuring the extent of patient and physican 
delay and exploring the underlying causes can help to 
understand barriers to early detection, foster the imple-
mentation of appropriate measures and improve breast 
cancer patient outcome. 
	 We developed a broad descriptive study to outline 
different diagnosis and treatment aspects, as well as 
the timing between different stages (first consultation, 
diagnosis and treatment initiation). Our aim regarding 
the present component of the study was to determine 
the time elapsed between symptom perception and first 
consultation among women with breast cancer, describe 
the main characteristics of symptomatic women and the 
primary aspects related to patient delay.

Material and Methods
The study protocol was accepted by the Ethics Review 
Board at the Colombian National Cancer Institute in 
August 2005. Methods will be described for the patient 
delay component only.

Study design and target population

We undertook a descriptive study based on a census 
approach to reach women diagnosed with breast cancer 
who had already started cancer treatment at health care 
facilities located in Bogota, Colombia. 
	 A list of all cancer care facilities available for breast 
cancer patients was obtained from local health autho-
rities. All facilities were approached to explore their 
interest in the study. Those that agreed to participate 
were given nine months to recruit patients. 
	 Three general physicians were selected and trained 
in overall aspects of breast cancer and data gathering 
procedures. A pilot study was carried out with 20 patients 
to adjust questionnaires and general procedures.

Data collection and participants

Patients were recruited from mid January 2006 to June 
2007 and grouped according to attendance schedules 
and appointment lists at each cancer care center. After 
obtaining written informed consent, a face-to-face struc-
tured interview was carried-out during patient visits to 
health centers. 
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	 Eligible subjects included women with breast 
cancer under treatment whose first treatment cycle had 
been administered in Bogota, so as to facilitate medical 
record checking; women able to answer the question-
naire and women willing to participate were included. 
We excluded women with bilateral cancer and women 
with lobular carcinoma in situ, primary sarcomas or 
breast lymphomas. 
	 Interviews included questions on basic social and 
demographic aspects, type of affiliation with the health 
care system, diagnosis and treatment record, type of 
symptoms or signs, time from symptom to first consul-
tation and reasons for delay. 
	 All women were receiving treatment at the time 
of the interview; most were interviewed between six 
months to one year after starting surgical treatment or 
neoadjuvant chemotherapy. 
	 Women were asked to recall the month and year of 
their first medical consultation due to breast cancer; this 
date was used as a reference for questions about whether 
or not she perceived symptoms, the time symptoms 
were present before first consultation and socioecono-
mic factors at the moment of first medical consultation. 
The main reason for first medical consultation was also 
established. In symptomatic women, patient delay was 
defined as the time elapsed between symptoms onset 
and first medical consultation. Reasons for delay were 
reported for patients that had waited more than three 
months after symptoms for first consultation, gathered 
using open-ended questions that were subsequently 
coded by three members of the research team.
	 Each medical record was reviewed in order to 
extract information about tumor characteristics. 
	 Classification regarding homes was based on public 
service strata assigned to patient addresses. Such classi-
fication ranges from levels 1 to 6, where 6 corresponds 
to the highest living conditions standards and 1 and 2 
to the lowest. 
	 Clinical staging of the tumor followed the TNM 
Classification of Malignant Tumors;25 stages were 
grouped in three broad categories: early (stages I-IIA), 
advanced (stages IIB-IIIC), and metastatic (group IV).
	 A stable couple was defined as being married or 
living with the same partner for more than a year.

Statistical analyses

For simple descriptions, all variables were treated as 
categorical, with the exception of age that was also 
analyzed as a quantitative variable. Frequencies were 
presented as absolute values and percentages. 

	 Associations between categorical variables and pa-
tient delay were assessed using contingency tables and 
chi-square or Fisher exact tests. Strength of association 
was measured using OR and 95% confidence intervals. 
	 Logistic regression was applied to estimate adjusted 
OR using more than 3-month patient delay (yes or no) 
as the main outcome variable and significance level was 
set at 0.05. 
	 All statistical procedures were performed using 
STATA software.

Results
Target population

Sixteen (73%) of the cancer care facilities participated 
in the study; six did not participate, stating that they 
were not interested in the study and one facility only 
participated for eight months.
	 The total number of women identified was 1 239, 
of which 1 106 were eligible. Of the 113 non-eligible 
women, 58 (43.6%) had their first treatment cycle outside 
Bogota, 47 (35.3%) did not agree to participate or were 
not in conditions to answer the questionnaire, 19 (14.3%) 
had bilateral cancers and 9 (6.8%) were excluded due to 
the histological type of cancer. 
	 Of the 1 106 eligible women, 899 (81.3%) had symp-
toms, 113 (10.2%) had signs detected by a physician and 
94 (8.5%) had signs detected through screening. Of the 
899 symptomatic women, eight did not remember the 
date of symptoms onset.
	 The characteristics of symptomatic women are 
shown in Table I. The majority (65.4%) was affiliated 
with a general health care plan, 70.5% had completed 
high school and 49.5% belonged to socioeconomic level 
3 or higher. Although most cancers were detected at 
advanced stages, we found a significant association 
between having a general health care plan and early 
stage (OR 0.38, CI 95% 0.25-0.58), which was also true 
for women with special health care plans (OR 0.26, CI 
95% 0.15-0.46).
	 Of all eligible women, 899 (81.3%) consulted due 
to symptoms, 113 (10%) had signs that were detected in 
a medical consultation due to complaints not related to 
their breast and 94 (8.5%) had cancer detected through 
screening during clinical breast examination or by 
mammogram. Among symptomatic women, the most 
common symptoms were: lump (80.4%), pain (7%), 
changes in breast skin (3%), discharge (2.5%), changes 
in nipple (2.3%), and other symptoms (4.5%) such as 
pain in the arm, underarm lumps or others. 
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Table I

Description of study population, delay in 
symptomatic breast cancer patients. Bogota, 

Colombia, 2008.

	 Total	 891	

	 Age at diagnosis		

		  < 50	 374	

		  50-65	 357	

		  > 65	 160	

		  Mean	 53.4	 Sd 11.9

		

	 Education		

		  Elementary	 317	 35.6

		  Secondary-High school	 311	 34.9

		  Technical	 76	 8.5

		  University	 115	 12.9

		  Postgraduate	 39	 4.4

		  NK/NR	 33	 3.7

		

	 Social security		

		  Not covered	 155	 17.4

		  Subsidized	 583	 65.4

		  General health plan - employees	 74	 8.3

		  Special	 79	 8.9

	

	 Stable couple 		

		  Yes		

		  No		

		  NK/NR		

		

	 Socioeconomic classification of housing		

		  1	 88	 9.9

		  2	 294	 33.0

		  3	 299	 33.6

		  4	 89	 10

		  5	 35	 3.9

		  6	 18	 2.0

		  NK/NR	 68	 7.6

		

	 Stage at diagnosis		

		  In situ	 11	 1.2

		  I - IIA	 209	 23.5

		  IIB-IIIC	 568	 63.8

		  IV	 45	 5.1

		  Without  information	 58	 6.5

		

	 Duration of symptoms		

		  <  1 month	 588	 66

		  1 to 3 months	 122	 13.7

		  > 3 months 	 181	 20.3
		
NK/NR= Doesn’t know/Doesn’t respond

Time of consultation and reasons for delay

The majority (65.9%) of symptomatic women consulted 
within the first month, 13.8% consulted within the first 
three months and 20.3% waited for more than three 
months.
	 The most frequent reasons for delay among women 
with a more than 3-month-delay were: not considering 
symptoms to be important (32.9%), a lump that did not 
hurt (28.2%), fear of cancer diagnosis (7.9 %) and time 
constraints (7.6%) (Table II); six women mentioned 
having personal difficulties, explaining that they were 
caregivers either of elderly persons or of children and 
didn’t want to leave them alone; for another 5 women, 
it was not possible to identify a clear factor and despite 
further questioning they said they “did not want to” 
visit a medical doctor or a health service.
	 Comparison of symptoms between women who 
waited less than one month for first consultation and 
those who waited more than three months did not show 
significant differences (p= 0.35; data not shown).

Factors related to delay 

Bivariate analysis showed the following sociodemo-
graphic variables as statistically associated with delay: 
older age (>65 years) (p= 0.019), lower education level 
(p= 0.000), poorer housing conditions (p= 0.011) and 
no affiliation with the health care system (p= 0.005).  
Diagnosis at advanced stages was also associated with 
delay (p= 0.000), while not having a stable partner was 
not associated with delay (p= 0.987) (Table III).

Table II

Main reasons for patient delay in women with breast 
cancer. Bogota, Colombia, 2008.

	 Main reasons for delay	 Patient delay > 3 months
	 n	 %

Did not consider symptoms important	 57	 31.8

Lump that did not hurt	 56	 31.3

Fear of a cancer diagnosis	 18	 10.1

Time constraints	 10	 5.6

Administrative problems	 9	 5.0

Personal difficulties	 6	 3.4

Personal decision (didn’t want to)	 5	 2.8

Lack of money	 3	 1.7

Others	 15	 8.4

All reasons	 179	 100
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Table III

Factors related to patient delay in symptomatic women with breast cancer. Bogota, Colombia, 2008.

	 Delay <3 months	 Delay > 3 months	 Total	 p value*
	 n	 % (row)	 n	 % (row)			 

	 Age

		  <50	 323	 83	 66	 16.9	 389	  0.019

		  50-65	 283	 79.1	 75	 20.9	 358

		  >65	 104	 72.2	 40	 27.8	 144

		  Total	 710	 79.7	 181	 20.3	 891

	 Education

		  Elementary	 225	 70.9	 92	 29.1	 317	 0.000

		  Secondary-High school	 255	 81.9	 56	 18.1	 311

		  Technical/	 64	 84.2	 12	 15.8	 76

		  University	 104	 90.4	 11	 9.6	 115

		  Postgraduate	 37	 94.9	 2	 5.1	 39

		  NK	 25	 75.8	 8	 24.2

		  Total	 710	 79.7	 181	 20.3	 891

	 Affiliation

		  General health plan - employees	 454	 82.6	 96	 17.4	 550	  0.005

		  Special	 61	 82.4	 13	 17.6	 74

		  Subsidized	 120	 77.4	 35	 22.6	 155

		  No affiliation	 52	 65.8	 27	 34.2	 79

		  Other	 23	 69.7	 10	 30.3	 33

		  Total	 710	 79.7	 181	 20.3	 891

	 Housing SE classification

		  1	 63	 71.6	 25	 28.4	 88	 0.011

		  2	 227	 77.2	 67	 22.8	 294

		  3	 240	 80.3	 59	 19.7	 299

		  4	 79	 88.8	 10	 11.2	 89

		  5	 33	 94.3	 2	 5.7	 35

		  6	 16	 88.9	 2	 11.1	 18

		  NK	 52	 76.4	 16	 23.6	 68

		  Total	 710	 79.7	 181	 20.3	 891

	 Stable couple

		  Yes	 395	 79.6	 101	 20.4	 496	 0.983

		  No	 314	 79.7	 80	 20.3	 394

		  NK	 1	 100

		  Total	 710	 79.7	 181	 20.3	 891

	 Stage at diagnosis

		  Early	 193	 87.7	 27	 12.27	 220	 0.001

		  Advanced	 437	 76.9	 131	 23.1	 568

		  Metastasic	 32	 71.1	 13	 28.9	 45

		  Nk	 48	 82.8	 10	 17.2	 58

		  Total	 710	 79.5	 181	 20.3	 891

* Comparisons made by Pearson ji2							     
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	 A multivariate comparison of factors affecting pa-
tients waiting less than three months (reference group) 
with those waiting more than three months showed 
significantly greater breast cancer risks among indivi-
duals with lower education levels (elementary educa-
tion) than among those with higher education levels 
(postgraduate) (elementary: aOR 4.7 CI 95% 1.04-2.19). 
Women affiliated with the health care system through 
special health care plans also had significantly greater 
risks (aOR 2.06 CI 95% 1.00-4.22) (Table IV). 

Table IV

Factors related to patient delay in symptomatic 
breast cancer patients, (Odds regression > 3 months 

versus <3 months). Bogota, Colombia, 2008.

	 Determinants	  cOR	 aOR

Age		

	 < 50	 1.0	 1.0

	 50 to 65	 1.27 (.82 - 1.98)	 1.28 (.82 - 2.00)

	 > 65	 1.56 (.877 - 2.77)	 1.46 (.79 - 2.66)

	

Education		

	 Postgraduate	 1.0	 1.0

	 Primary	 7.56 (1.76 - 3.20)	 4.77 (1.04 - 2.19)

	 Secondary-High school	 4.06 (0.95 - 1.73)	 3.47 (0.77 -1.55)

	 Technical/	 3.46 (0.75 - 1.63)	 3.20 (0.64 - 1.58)

	 University	 1.95 (0.4 -9.24)	 1.92 (0.39 - 9.47)

	

Affiliation health system		

	 General health plan - employees	 1.0	 1.0

	 Subsidized	 1.3(.89 - 2.14)	 .79 (.44 - 1.42)

	 Special	 1.01(.53 - 1.91)	 2.06 (1.00 - 4.22)

	 No affiliation	 2.46(1.46 - 4.14)	 1.81 (.97 - 3.38)

		

Housing classification		

	 6	 1.0	 1.0

	 1	 1.81(.34 - 9.56)	 1.54 (.28 - 8.40)

	 2	 1.87(.38 - 9.08)	 1.63 (.32 - 8.16)

	 3	 1.51(.32 - 7.14)	 1.37 (.28 - 6.69)

	 4	 1.01(.19 - 5.35)	 .97 (.18 - 5.30)

	 5	 .59(.07 - 4.80)	 .61 (.07 - 5.14)

		

	 Staging		

	 Early	 1.0	 1.0

	 Advanced	 2.1(1.3 - 3.3)	 1.79 (1.08 - 2.97)

	 Metastasic	 2.9(1.3 - 6.2)	 2.51 (1.01 - 6.22)

Discussion
In the present study, 81.3% of women with breast cancer 
mentioned having symptoms that led to diagnosis. Such 
a high proportion may be explained by the fact that 
there is no organized breast cancer screening program; 
nevertheless, it has been established that symptom-
based detection of breast cancer is still very important 
in countries where an organized screening program 
does exist.5,8 
	 Patient delay was found in 20.3% of women with 
symptomatic breast cancer, which is slightly higher 
compared to the 14 to 19% range observed in developed 
countries13-15 but lower than those observed in develo-
ping countries such as Thailand (26.6%),26 Peru (60%)16 
and Iran (42.5% and 25%).17,27

	 Although patient delay was found only in 20% of 
the women, the majority had advanced-stage disease 
at diagnosis, a situation that may have several explana-
tions. Given that the most important symptom was the 
presence of a lump, results could indicate that women 
recognize breast cancer symptoms only very late; this 
may be related to low self-exploring behavior, which 
was not addressed in the present study. In Colombia, 
only 24.5% of women aged 18 to 69 years perform breast 
self-examination (BSE) on a regular basis, with a signifi-
cantly higher percentage among more educated women 
(30%) than among less educated (14%).28 Several studies 
have found that women who experience symptoms 
other than a lump are prone to longer delays.23 This was 
not the case in this study, probably because almost all 
symptomatic women had a lump, and when analyzed 
separately, the other symptoms did not show enough 
statistical power. The presence of a lump as the most 
common symptom should direct attention towards the 
importance of clinical breast examination (CBE) as a 
means for early detection. In general, one may expect 
more breast cancers to be detected by physicians than 
by women. Unfortunately, physical breast examination 
in Colombia is not offered in an extensive way. Breast 
cancer early detection guidelines recently issued by the 
NCI in Colombia stress the need for comprehensive 
early detection, where CBE should be offered to every 
woman in contact with health care services, and rein-
forced by BSE and timely mammograms.29 
	 The high proportion of advanced-stage disease in 
the absence of a high prevalence of patient delay may 
also indicate significant provider delay. In fact, the 
broader study showed that provider delay was very 
high (data not yet published). 
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	 Finally, the possibility of having underestimated 
patient delay can not be ruled out, as women were 
interviewed after they had begun treatment and they 
may have been subject to recall bias.
	 We found that 67.3% of patients were women 
with general health care plans, which means they 
were either employees or beneficiaries of an employee. 
A similar distribution of breast cancer cases among 
women with this same health care plan was found in 
another Colombian study.30 Ultimately, this reflects 
higher breast cancer prevalence in populations with 
better socioeconomic conditions, which has also been 
observed in other countries.31 Higher prevalence of 
reproductive and lifestyle breast cancer risk factors, as 
well as a higher incidence risk, may be due to specific 
employment conditions.32 
	 In addition, patients affiliated with general health 
care plans have better access to health services and, 
therefore, greater chances of breast cancer diagnosis. We 
observed significant differences in disease staging depen-
ding on the type of affiliation with the health system, e.g., 
women with general health care plans had less advanced 
cancers than those with a subsidized health care plan or 
those not affiliated at all. As mentioned before, this po-
pulation has a lower socioeconomic status (SES), which 
has been associated with advanced disease in Colombia 
and elsewhere.33,34 Furthermore, present Colombian 
health care system guidelines regarding breast cancer 
screening are clearly not equitable, as women with poorer 
socioeconomic conditions are not offered screening. Lack 
of access to health care services has also been established 
as a strong predictor of cancer screening underutiliza-
tion among the U.S. Latino population.35 Nevertheless, 
breast cancer mortality in Colombia is also higher among 
women with general health care plans, unlike mortality 
observed for cervical cancer.36

	 The main reasons for patient delay found in this 
study were either that women did not believe symptoms 
to be important or that the lump did not hurt. These 
findings, together with late stage at diagnosis, point 
towards women ignoring the seriousness of a painless 
lump, an observation made in several other studies in 
developing countries.37,38 The patient’s initial interpre-
tation of a lump as not serious seems to be a common 
factor for delay.24 A previous Colombian study showed 
that women, particularly in low socioeconomic levels, 
did not recognize symptoms or did not link them to the 
possibility of having breast cancer.34

	 In addition, present study found that poor housing 
conditions, low education and lack of affiliation were 
related to patient delay; all three of which are associated 
with low socioeconomic status, which has been related 
to delay in some studies but not in others.24

	 In other studies, particularly in a Latin-American 
study, fear was mentioned as an important cause of 
delay;16,24 that was not the case in our study. Delay 
could also reflect waiting related to a self-monitoring 
behavior, as has been shown in other studies;39 this was 
not explored in the present study.

Limitations

The number of non-participating centers (27%) due 
to our study design may be related to a selection bias; 
nevertheless, in the present Colombian health system a 
single institution, in this case a specialized cancer care 
center, provides care for populations with different 
health plans, and given that few cancer care centers 
provide complete treatment (surgery, radiotherapy 
and chemotherapy), the probability that a patient with 
breast cancer is treated in two or more institutions is very 
high. One of the institutions that did not participate in 
the study offers care only to women with special health 
plans. Based on these observations, we believe that our 
results could be generalized to breast cancer patients 
treated in Bogota under general health care plans and 
subsidized health care plans, as well as to patients not 
covered by such plans, which together account for 95% 
of the population.
	 The second limitation worth mentioning is the 
possibility of recall bias, as most of the variables relied 
upon information given by patients, and establishing the 
date of symptoms onset is not easy. This, unfortunately, 
is a problem shared by many other studies due to the 
design used. Nevertheless, as all women had already 
begun treatment when interviewed and were in similar 
treatment stages, the possibility of a differential recall 
bias may have been reduced.40,41

	 As patient delay was part of a broader general 
descriptive study, aspects that could have contributed 
to a better understanding of delay, such as consulting a 
family member or friend with breast cancer, attending 
a health care facility in the previous year, or performing 
regular BSE, were not explored. 

Conclusions

Most breast cancer patients were symptomatic and 
in advanced stages at diagnosis, even in a city where 
women have better levels of education and access to 
health care. 
	 Patient delay seems to be within “acceptable 
ranges” as compared to findings from studies in other 
countries. The reasons for delay in our study suggest 
that women do not consider symptoms important and 
do not recognize warning signs of breast cancer.   
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	 Our findings support the need to strengthen early 
breast cancer detection and education and informa-
tion strategies on breast cancer symptoms in order 
to improve indicators regarding advanced stages. A 
more complete analysis of the main problems of delay 
in breast cancer treatment in Bogota will be provided 
after completing a provider delay analysis as part of the 
general study. 
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