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Abstract: Young women with breast cancer (YWBC) account for a variable proportion of 
patients diagnosed with breast cancer around the globe, with a higher prevalence in resource- 
limited settings than in high-income countries. This group represents a unique population 
that warrants special attention due to specific biological considerations and age-specific 
supportive care issues. This review aims to explore existing knowledge regarding YWBC’s 
needs, particularly in resource-restricted settings. To date, scarce information regarding the 
care of YWBC in resource-constrained countries is available, with most reports describing 
suboptimal care in terms of survivorship needs. Health care providers should implement 
actions to improve endocrine treatment adherence, referrals for fertility counseling and 
preservation, contraceptive use compliance, timely body image and sexual function inter-
ventions, comprehensive genetic risk assessments, and early quality of life and psychosocial 
health interventions. While high costs act as a barrier for optimal care in resource-limited 
settings, improving patient education represents a promising and cost-effective solution to 
improve patient care. Future research on developing tailored educational resources for 
YWBC in resource-limited settings should be considered a priority. 
Keywords: breast cancer, young women, unmet needs, disparities, resource-limited settings, 
low- and middle-income countries

Introduction
Globally, breast cancer (BC) is the most frequently diagnosed malignancy and the 
leading cause of cancer-related death in women.1 In low- to middle-income coun-
tries (LMICs), BC is also considered the leading cause of disability among young 
women.2–4 Young women with breast cancer (YWBC), defined as women aged 40 
years or less at diagnosis, represent an often underserved population with age- 
specific needs.5 While BC in young women is considered a relatively rare clinical 
entity that accounts for 5–7% of all BC cases in high-income countries (HICs),6 

LMICs such as Iran (23%),7 Nigeria (21%),8 Mexico (15%),9 India (15%),10 and 
Brazil (11%)11 report a substantially higher proportion of cases diagnosed at 
a young age. Hence, understanding the particular needs of this population could 
be vital in optimizing BC care in resource-limited countries.

YWBC are diagnosed at more advanced stages, with more aggressive pathological 
features, such as a higher proportion of grade 3, triple-negative, and HER2-positive 
tumors, and higher rates of recurrence and death compared to their older counterparts.6 

Additionally, YWBC face not only the threat of a potentially fatal illness and 
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burdensome treatment, but also experience an added burden 
of unique concerns at the peak of their careers, motherhood 
plans, and family life.5 Therefore, attention to age-specific 
cancer and supportive care issues, including endocrine treat-
ment-related toxicities, fertility counseling and preservation, 
contraceptive use, body image and sexual function/satisfac-
tion, genetic risk, quality of life (QoL), and psychosocial 
health, is of utmost importance in this unique population.12

Although comprehensive care of YWBC has been 
found to be suboptimal worldwide,13–15 efforts to improve 
awareness and knowledge among patients and providers 
about the specific needs of YWBC have been undertaken 
predominantly in HICs, such as the United States and 
Canada.12 In LMICs, scant resources, limited access to 
healthcare, and cultural and socioeconomic barriers may 
further aggravate YWBC’s prognosis.16 Furthermore, lim-
ited data exist on YWBC’s special needs, especially in 
LMICs.2 Therefore, the main aim of this review is to 
explore existing knowledge regarding YWBC’s unique 
needs specifically in resource-limited settings.

Methods
The authors conducted a comprehensive search using the 
PubMed database for publications on YWBC in resource- 
limited settings. Resource-limited settings were defined as 
all countries classified as low-income, lower-middle- 
income, and upper-middle-income economies according 
to the World Bank Group report, based on its gross 
national income per capita.17 Furthermore, young women 
were defined as those aged 40 years or younger at BC 
diagnosis. Only publications in the English language were 
considered eligible. The following keywords were 
searched: breast cancer, young women, special needs, 
supportive care, limited resource settings, low- and mid-
dle-income countries, developing countries, fertility coun-
seling, fertility preservation, contraceptive use, body 
image, sexual function, sexual satisfaction, genetic risk, 
quality of life, and psychosocial health. Studies that 
described YWBC in resource-limited settings, including 
epidemiological, clinical-pathological, treatment, and sup-
portive care characteristics, were considered for this nar-
rative synthesis.

Endocrine Treatment-Related 
Concerns
Although YWBC have a higher proportion of triple-nega-
tive and HER2-positive tumors than postmenopausal 

women, young age by itself is not associated with worse 
outcomes in these specific subtypes.18 Nonetheless, most 
YWBC will present with hormone receptor (HR)-positive 
tumors, and patients with this molecular subtype have 
a higher risk of recurrence and death than their older 
counterparts.19–22 Several theories have been proposed 
for the unfavorable prognosis in HR-positive tumors in 
YWBC including treatment failure/resistance,20 a higher 
proportion of luminal B than luminal A tumors,19,23 and 
relatively low rates of adherence to adjuvant endocrine 
therapy (ET).24,25

Current international guidelines recommend adjuvant 
ET with tamoxifen or an aromatase inhibitor (AI) for at 
least five and up to 10 years with or without ovarian 
function suppression (OFS) for premenopausal women 
with HR-positive BC.26,27 Two studies have focused solely 
on describing ET adherence rates in YWBC in limited- 
resource settings. Remarkably, both of these studies report 
high adherence rates to ET in YWBC, contrasting to pre-
vious reports from HICs.28–31 The first study to evaluate 
tamoxifen adherence specifically in YWBC in a resource- 
constrained setting was recently published by the “Joven 
& Fuerte” program.32 In this report, a cross-sectional 
survey among 141 YWBC receiving adjuvant tamoxifen 
was conducted at the National Cancer Institute in Mexico 
City. Adherence to tamoxifen was measured subjectively 
through self-reported surveys and objectively through the 
medication possession ratio (MPR). Regarding subjective 
adherence, 95% expressed taking tamoxifen regularly, 
with 70% reporting not missing any doses in the past 30 
days. For objective adherence, 74.8% of patients had an 
MPR ≥80%.32

Subsequently, the same research group evaluated 
premenopausal BC patients’ adherence to ET and physi-
cians’ prescribing practices in three Mexican referral cen-
ters (including two public and one private hospitals). 
Seventy-two percent and 27% of participants reported 
complete (100%) and acceptable (>80%) adherence, 
respectively. Being employed/studying, worrying about 
long-term ET use, and experiencing ET-related symptoms 
were associated with incomplete adherence. Treating phy-
sicians prescribed guideline-endorsed regimens with 
tamoxifen or AI plus OFS only in 64% of patients. 
However, 88% of the participants should have received 
this treatment modality.33

Surprisingly, both studies report high adherence rates 
to ET in YWBC, contrasting to previous reports from 
HICs.28–31 Causes for the high treatment adherence rates 
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described in these two reports may be associated with 
the fact that patients were being treated in a YWBC 
specialized program, with increased rates of ET patient- 
provider discussions before treatment initiation, higher 
perception of the potential benefits of adjuvant ET, and 
free of charge medications dispensed in public hospitals. 
The main reasons associated with patients’ low adher-
ence and high discontinuation rates of ET included for-
getfulness, adverse effects, and unwillingness to take the 
medication.32,33 As for physicians’ suboptimal treatment 
recommendations with OFS, a possible explanation may 
be the prevailing limited patient access to gonadotropin- 
releasing hormone analogs (GnRHa), which are not rou-
tinely covered by Mexican public healthcare insurance 
schemes, and are considered expensive.33

Another essential factor that might impact adherence and 
persistence in this reproductive-aged group is fertility con-
cerns associated with long-term use ET and possibly reduced 
chances of successful conception.34–36 The POSITIVE study 
is currently investigating the impact of temporary ET inter-
ruption to allow pregnancy in premenopausal women with 
HR-positive early BC who had received 18–30 months of 
adjuvant ET and wished to interrupt ET for pregnancy, deliv-
ery, and breastfeeding, followed by ET resumption to com-
plete the planned duration. Patient accrual has closed, and 
results on safety of adjuvant ET interruption are currently 
awaited. Unfortunately, only 6 (1.2%) of the 518 women 
enrolled in this study, live in a LMIC.35

Although young age has been associated as a risk factor for 
low adherence to adjuvant ET in previous studies in HICs,28,29 

the scarce available evidence from an upper-middle-income 
country, Mexico, suggests ET adherence might not be as low 
as expected in YWBC from LMICs.32,33 However, further 
research concerning this important topic is needed in other 
limited-constrained settings as YWBC women potentially 
have longer life expectancies than their older counterparts, 
and low adherence rates to ET have been associated with 
worse long-term survival.37 Developing setting-adapted stra-
tegies to improve physicians’ adherence to guideline recom-
mendations and YWBC’s adherence to adjuvant ET as well as 
guaranteeing adequate access to optimal ET are urgently 
needed in limited-resource settings.

Fertility Counseling and 
Preservation
Current BC international guidelines recommend oncoferti-
lity counseling to be started as early as possible in the 

treatment plan of every YWBC, irrespective of subtype 
and stage of disease, and even if there is no interest in 
future offspring. A comprehensive fertility counseling is 
comprised of treatment-related gonadotoxicity assessment, 
and a discussion on the different strategies available for 
ovarian function and/or fertility preservation.38 Even 
though oncofertility counseling is an essential component 
in the management of YWBC, particular barriers in 
resource-limited settings may be encountered, as attention 
is mainly directed to cancer diagnosis and treatment, 
whilst survivorship concerns may be neglected. Such bar-
riers might arise from a lack of engagement from health 
care providers, limited public coverage for supportive 
needs heightened by significant socioeconomic gaps, and 
inequitable distribution of cancer centers and specialists.39

In a 2017 Mexican report from a tertiary care center, 
only 30.6% of YWBC recalled receiving information from 
their treating physicians about the infertility risk asso-
ciated with cancer treatment.40 When surveying Mexican 
physicians on their attitudes and knowledge toward ferti-
lity preservation in YWBC, only 58% claimed they always 
informed patients about infertility risks, and only 38% 
always discussed fertility preservation procedures. 
Strikingly, 24% of physicians wrongly considered preg-
nancy and 20% GnRHa use during chemotherapy to be 
detrimental to the prognosis of BC.41 Such misconceptions 
and neglect towards interventions aimed at fertility pre-
servation are not restricted to the Latin American region; 
a report from East Asia also describes a reduced uptake on 
fertility preservation strategies due to lack of discussions 
and referrals to fertility specialists.42

Not only physician-related barriers have led to scarce 
oncofertility referrals in limited-resource settings. In 
fact, high cost is regarded as one of the most significant 
barriers for fertility preservation.41,43,44 Without insur-
ance coverage, access to fertility preservation strategies 
is only through out-of-pocket spending, and for a large 
proportion of BC patients in LMICs, these treatments are 
unaffordable.39,45 This was illustrated in the previously 
mentioned 2017 Mexican survey, as only 3% of the 
surveyed patients considered themselves able to afford 
extra expenses beyond oncologic treatment.40 

Furthermore, the short window of time that cancer 
patients have before starting gonadotoxic cancer treat-
ment further limits fertility preservation referrals, parti-
cularly in young Latin American patients with a higher 
burden of locally advanced disease.46

Breast Cancer: Targets and Therapy 2021:13                                                                                   https://doi.org/10.2147/BCTT.S303047                                                                                                                                                                                                                       

DovePress                                                                                                                         
643

Dovepress                                                                                                                                             Martinez-Cannon et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Multinational efforts are being made to assess fertility 
preservation access in resource-limited settings. The 
Repro-Can-OPEN Study surveyed oncofertility centers 
from 14 developing countries (Egypt, Tunisia, Brazil, 
Peru, Panama, Mexico, Colombia, Guatemala, Argentina, 
Chile, Nigeria, South Africa, Saudi Arabia, and India) on 
the availability and utilization of different fertility preser-
vation strategies. The most frequent methods for fertility 
preservation in female patients with BC identified were 
gonadal shielding in case of irradiation (62.5%), fractiona-
tion of chemo- and radiotherapy (62.5%), and oocyte/ 
embryo freezing (58.9% and 55.4%, respectively).47 The 
systematic development of international efforts among 
LMICs, such as the Repro-Can-OPEN, represents one of 
the first steps to enhance quality fertility counseling and 
access to preservation, but much effort is still needed as 
these programs were developed mainly in tertiary health 
care centers. In Mexico, the “Joven & Fuerte” program has 
made significant advances to improve access to fertility 
preservation strategies. In their prospective study on ferti-
lity preservation, out of 140 YBCW who desired future 
offspring before systemic cancer treatment, 38% could 
preserve fertility. Among fertility preservation techniques, 
oocyte/embryo freezing was the most frequently used 
method (59%), followed by temporary ovarian suppression 
with GnRHa during chemotherapy (26%) or a combination 
of both strategies (15%).48

Contraceptive Use
Although BC treatment may have detrimental effects on 
ovarian function, such as treatment-induced amenorrhea 
and early menopause, it does not exclude the possibility 
of pregnancy.49 Therefore, contraceptive counseling and 
adherence are extremely important because reproductive- 
age BC patients may have an unintended pregnancy during 
treatment, restricting the use of some local and systemic 
therapeutic options, such as radiation therapy, monoclonal 
antibodies, and ET, and representing added risks for the 
fetus.50 Current studies from HICs show that the use of 
effective contraceptive methods by YWBC is 
suboptimal.49,51–53 However, information on contraceptive 
counseling and use in YWBC in LMICs is limited.

In a Turkish qualitative study, premenopausal women 
with BC were interviewed to evaluate the information needed 
and received by those women regarding contraception, early 
menopause, infertility, fertility preservation, and sexuality. 
Twenty premenopausal women with BC reported receiving 
insufficient counseling on these issues, despite their desire to 

receive information regarding these issues. Only five of the 18 
women who did not want to become pregnant again were using 
an effective contraceptive method, and only eight had received 
contraceptive counseling after BC diagnosis. This study 
demonstrated that premenopausal women with BC have 
unmet information needs about contraception and the other 
related topics.54

A cross-sectional survey was conducted regarding con-
traceptive use and counseling among YWBC who had com-
pleted chemotherapy in the previous five years or were 
currently receiving adjuvant ET and/or trastuzumab at 
a large tertiary health care facility in Mexico. Of 104 parti-
cipating women, only 51.1% and 45.7% reported using con-
traception during chemotherapy and adjuvant ET and/or 
trastuzumab, respectively. Of the 51 patients who were sexu-
ally active during chemotherapy, only 29.4% used an effec-
tive contraceptive method. When asked about contraceptive 
counseling, only 16.7% recalled being advised by their health 
care provider about effective strategies. As anticipated, 
women who received contraception counseling used contra-
ceptives more often than women who were not.55

A qualitative study of in-depth interviews among 24 
women aged 18–49 years diagnosed with BC at a tertiary 
hospital in Cape Town, South Africa. Among women 
using a contraceptive method, the most used strategy 
after BC diagnosis was the non-hormonal intrauterine 
device. Remarkably, all women reported receiving limited 
information from health care providers about contraceptive 
use, future fertility planning, impact of cancer treatment on 
fertility and fertility preservation options.56

Thus, only three studies have reported on contraceptive 
use and counseling in LMICs (Turkey, Mexico, and South 
Africa) from different continents. These reports demon-
strate that YWBC contraception use is low and that 
women need and are willing to receive information on 
effective contraceptive options. Notably, these three stu-
dies took place in referral cancer centers. Hence, patients 
in less specialized institutions may have lower use and less 
counseling on effective contraception. Informing all pre-
menopausal patients about effective contraceptive use dur-
ing all treatment duration should be an essential 
component of the supportive care of YWBC.

Body Image and Sexual Function/ 
Satisfaction
Sexual function is a fundamental aspect of patients’ well- 
being.57 BC treatment modalities can lead to various 
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sexual changes among BC survivors.58–60 Locoregional 
treatments, including surgery and radiotherapy, can pro-
duce intense emotional distress, cause a detrimental 
change in body image, and reduce sensitivity in the 
breasts. Furthermore, systemic treatments, including che-
motherapy and ET, can cause premature menopause, 
decreased libido, dyspareunia, and failure to reach orgasm, 
leading to reduced sexual activity and satisfaction.59

In a qualitative study conducted in Iran, 21 BC survi-
vors under 51 years of age were included for in-depth 
semi-structured interviews regarding sexual life. The par-
ticipants experienced changes in sexual function as a result 
of their BC diagnosis that led to an unfulfilled sex life. 
Four main barriers leading to an unfulfilled sexual experi-
ence were identified: a) undesirable sexual function, char-
acterized by decreased sexual desire, arousal and 
satisfaction, less frequent sexual relationships, and percep-
tion of diminished sexual attractiveness; b) context-based 
beliefs, including religious, cultural and family beliefs; c) 
unmet information and support needs by health care pro-
viders; and d) emotional crisis, with feelings of loss of 
femininity and guilt.57

In another qualitative methods study from Nigeria, 
fifteen women ≤45 years old who underwent mastectomy 
for BC were interviewed over a 6-month period. This 
study identified several major themes on the impact of 
mastectomy on YWBC’s lives. Removal of the breast 
considerably impacted participants’ perception of feminin-
ity, making them look physically less like women and 
more like men. Also, women in this study believed that 
breasts were foci for sexual arousal. Therefore, they had 
difficulty becoming sexually aroused and experienced 
decreased libido after mastectomy, further inflicting them 
concern about satisfying their husbands.61

The “Joven & Fuerte” group has also reported from 
a prospective study assessing sexual health using the 
Female Sexual Function Index (FSFI) and the Sexual 
Satisfaction Inventory (SSI) at baseline and 6-month fol-
low-up. Mexican YWBC experienced a high percentage of 
sexual dysfunction, as well as an elevated proportion of 
low sexual satisfaction at both assessments, with a worse 
sexual function at follow-up than at baseline.62 Similarly, 
in another cross-sectional study from Iran, 144 premeno-
pausal women with BC who underwent surgical therapy 
were assessed using the questionnaires FSFI and Meston’s 
Sexual Satisfaction scale for women. Remarkably, all 
patients had sexual dysfunction in all dimensions and 

even lower sexual satisfaction scores with total 
mastectomy.63

More knowledge about the sexual difficulties and adap-
tation process of young BC survivors and their partners is 
needed. The timely identification of women at risk for 
sexual dysfunction is imperative to provide them with 
the necessary tools for a fulfilled sexual experience during 
and after BC diagnosis and treatment. Tailored interven-
tions to address concerns regarding sexual function and 
satisfaction need to be developed according to the different 
cultural and religious backgrounds of YWBC in LMICs.

Genetic Risk
Among unselected BC patients, the reported prevalence of 
germline BRCA 1/2 (gBRCA) pathogenic variants (PVs) is 
approximately 5%.64 When testing only for YWBC the 
proportion rises to 12.1%,65 and is even higher when con-
sidering only YWBC with triple-negative tumors in whom 
the prevalence of gBRCA PVs is reported in up to 23%.66 

Current National Comprehensive Cancer Network’s 
(NCCN) Guidelines on Hereditary Cancer Testing recom-
mend testing for high penetrance BC susceptibility genes 
(BRCA, CDH1, PLB2, PTEN, and TP53) for every woman 
with a personal history of BC diagnosed at 45 years or less. 
Hence, every YWBC should undergo a comprehensive 
genetic assessment.67 Furthermore, BRCA status might 
also impact treatment-related decisions. The EMBRACA, 
OlympiAD, and OlympiA phase III trials have shown 
that BC patients that carry a BRCA 1/2 germline mutation 
might be amenable to treatment with a poly (adenosine 
diphosphate–ribose) polymerase (PARP) inhibitor in both 
the advanced and localized settings.68–70 Unfortunately, 
diagnostic genomic tools and genetic counseling services 
require complex technology and specialized personnel that 
are not fully accessible in limited-resource settings.71

Access to genetic counseling has been reported as an 
essential area to address among minorities.71 Although it 
has been described that the rate of mutations among breast 
and ovarian cancer patients does not differ by either eth-
nicity or race (except for Jewish Ashkenazi), non-Hispanic 
white females with a family history of breast/ovarian can-
cer are statistically more likely to be referred to genetic 
counseling, exemplifying prevailing disparities among 
underserved populations.72 Also, among those patients 
that were identified as BRCA PVs carriers, non-Hispanic 
whites were more likely to undergo cancer screening and 
risk-reducing surgeries compared to patients of other 
ethnicities.73 Furthermore, a qualitative report from the 

Breast Cancer: Targets and Therapy 2021:13                                                                                   https://doi.org/10.2147/BCTT.S303047                                                                                                                                                                                                                       

DovePress                                                                                                                         
645

Dovepress                                                                                                                                             Martinez-Cannon et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


US–Mexico border, an underserved area, described that 
only 3% of Latina women have knowledge about basic 
genetic concepts, and this was found to be irrespective of 
educational status. Among this group, only 1–4% of 
women had BRCA testing performed even though most 
of them declared they would undergo genetic testing 
within six months if it was offered free of cost.74

Barriers to genetic counseling reported from an under-
developed setting in Europe are mainly related to limited 
access to healthcare and lack of integrated services.75 An 
important reason for patients to forego genetic testing 
could be the associated costs. A 2021 review by Grant 
et al. described that the proportion of patients who 
declined BC genetic testing due to cost ranged from 
13.6–70.4%.76 In a survey of East Asian patients at high 
risk of developing BC (ie, personal history of breast/ovar-
ian cancer or a known family member carrier for a BRCA 
PVs), 71.3% would not have undergone self-financed 
genetic screening, emphasizing the importance of spon-
sored cancer genetic testing services.77

One of the main examples of how to address genetic 
counseling in a limited setting arises from the Genomic 
Risk Assessment for Cancer Implementation and 
Sustainment (GRACIAS) intervention in Mexico, which 
used implementation science methods to develop and deli-
ver low-cost BRCA testing with a 115 BRCA panel 
(HISPANEL) and comprehensive genetic cancer risk 
assessment across four sites in Mexico. Patient eligibility 
for genetic assessment included a diagnosis of BC at 
a young age and triple-negative BC. Among the four 
recruiting sites in Mexico, over 1300 women received 
a comprehensive genetic risk assessment, with 15.6% 
identified as carriers of BRCA PVs. Furthermore, 
a model was adapted to evaluate the proportion of new 
patients meeting NCCN criteria who participated in 
genetic assessment among the four sites, reaching 76% to 
90% of eligible patients. A critical finding from the 
GRACIAS intervention is the patients’ feedback recom-
mending the development of Spanish resources to improve 
learning.78

To this date, one of the main limitations for genetic 
testing in LMICs has been the lack of readily accessible 
tools. However, through the recent development of low- 
cost tests, improved access is expected soon. Nevertheless, 
the cost of risk-reducing strategies may still represent 
a barrier to the management of hereditary cancer syn-
dromes. As the cost of genome sequencing is gradually 
descending, the cost of BC drugs is rapidly rising.79 To 

address this issue in a high-volume referral center in Latin 
America, discussions have taken place to find a solution 
for patient overload. However, only limited actions had 
taken place at the moment.80 Policymakers in Latin 
America need to carefully balance the benefits and costs 
of interventions in the rationale of cancer care.71 

Therefore, efforts should be made to generalize cost-acces-
sible genetic testing and comprehensive counseling for all 
YWBC, irrespective of their economic background.

QoL and Psychosocial Health
Quality of life (QoL) has been reported to be worse in 
YWBC compared to their older counterparts. YWBC 
experience more significant psychological distress charac-
terized by higher levels of depression and anxiety over the 
future, particularly regarding motherhood and fear of can-
cer recurrence.81,82 Limited data from LMICs have been 
published on this topic, and even less information focusing 
exclusively on YWBC is available.

Results from the pilot phase of the “Joven & Fuerte” 
cohort showed that QoL improved significantly two years 
after BC diagnosis as measured by mean QLQ-C30 global 
QoL, emotional functioning, pain, and financial difficulty 
scales. However, physical functioning, nausea/vomiting, 
and constipation were found to be statistically worse.9

Another Mexican study performed one-on-one semi- 
structured interviews at the National Cancer Institute in 
Mexico City, including 25 YWBC who had survived five 
or more years after diagnosis. The participating women 
reported psychological distress, anxiety at the transition to 
survivorship care, distress when entering the hospital, and 
explicit requests for psychological care. Notably, the par-
ticipants expressed that unmet informational needs con-
tributed to their anxiety.83

Likewise, in another qualitative Mexican study, 29 
YWBC recently diagnosed felt that they were not provided 
with enough information regarding BC diagnosis, treat-
ment, and specific side effects affecting fertility, meno-
pause, and sexuality. They reported that such lack of 
information further exacerbated uncertainty, distress, anxi-
ety, and fear. The participants wished that information was 
delivered in an empathic and personalized manner, with 
additional take-home materials to help them remember, 
understand and/or expand information received during 
medical appointments.84 Similarly, another report from 
Mexican BC survivors revealed that 97% YWBC would 
like to receive more educational information in BC, with 
a particular interest in the adverse effects of treatment.85
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The development of tailored strategies for YWBC has 
yielded positive results among Mexican BC patients. After 
surveying YBCW who are part of the Mexican “Joven & 
Fuerte: Program for Young Women with Breast Cancer in 
Mexico”, 97% reported the program to be useful/very 
useful, and 82% believed that the information and support 
delivered by the program aided to better cope with their 
illness. Noteworthy, psychological support was identified 
as the most helpful resource according to participants.86

YWBC represent an underserved population, not only 
regarding specific biologic needs such as fertility preserva-
tion and treatment-related sexual dysfunction but also suf-
fer higher levels of anxiety and depression, leading to 
a worse QoL. Early interventions such as offering psycho-
logical counseling and further information on BC diagno-
sis and treatment may ameliorate these symptoms and 
enhance the patients’ experience.

Conclusions
There is scarce information regarding YWBC in limited- 
resource countries. Further research about the clinical 
behavior, as well as the supportive care and information 
needs of YWBC should be a priority, as this population 
represents a higher proportion of patients in LMICs. 
Evidence from HICs has shown that dedicated comprehen-
sive programs for YWBC impact patients’ cancer and 
survivorship care and enhance patients’ experience. Only 
a few initiatives have been developed in Latin America, 
and much effort still needs to be made. Therefore, limited- 
resource countries could aim to replicate successful spe-
cialized programs for YWBC, especially in regions speak-
ing the same language. Furthermore, partnerships between 
governments and non-profit organizations might also help 
bridging the resource gap in LMICs.

Many strategies and interventions to enhance clinical 
care in YWBC are costly and might need resource alloca-
tion for their implementation, hindering their adoption in 
limited economies. However, one high-yield and cost- 
effective intervention that might be useful in every sce-
nario is education. YWBC have externalized on numerous 
reports their unmet need for information. Hence, every 
cancer-care team should develop tailored educational 
resources to optimize patient care.
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