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Abstract

Background: Access to the diagnosis and treatment of breast cancer in Brazil is marked by immense inequalities in
the provision of specialized assistance, which leads patients to seek treatment outside the place of residence. To
evaluate the variations between 2004 and 2014 in the distribution of flow between place of residence and care,
and the average distance traveled for treatment of breast cancer in the administrative regions and federal states of
Brazil.

Method: Analysis of secondary data from the years 2004 and 2014, extracted from the Department of Informatics of
the Unified Health System through the Hospital Information System. Data from Hospitalization Release Authorizations
were collected, and the maps were created with TabWin 3.6 software. Descriptive analysis was performed on Stata®
(StataCorp, LC) 11.0.

Results: In the total flow, it was observed that there was a decrease in referrals between 2004 and 2014 in most
regions. In 2004 the main direction of flow was in the Midwest and Southeast regions. In 2014, however, the intensity
of these admissions was centralized in the Southeast region. In relation to the average distance traveled, the North,
Northeast, and Midwest regions had the highest values of displacement. Of the 27 federative units, 17 presented an
increase in average distance between these periods.

Conclusion: Despite the improvement in the hospitalization of residents, in most regions and federal units, Brazilians
still travel great distances when they require treatment for breast cancer.
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Background
Breast cancer has been classified as important causes of
death among women and most common neoplasm
present in around the world among them. Significant
progression has been observed in the number of new
cases of the disease in both developed and developing

countries. By 2020, it is estimated that there will be a
55% increase in incidence and 58% in mortality in devel-
oping countries [1, 2].
The disparity in the distribution of specialized services

stems from the unequal access to breast cancer diagnosis
and treatment in Brazil, mainly in highly complex ser-
vices (chemotherapy and radiotherapy). The concentra-
tion of assistance in the Southeast and South regions
and the deficiency of this offer in the North region may
have an impact on mortality [3–5].
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The Brazilian federative political system reveals the
complexity of consolidating a national health policy in
an immense, unequal country “marked” by diverse
organizational and environmental obstacles. Geographic
disparities impose access barriers because of demo-
graphic, political, and socioeconomic conditions that
transpose municipal territory [6–10].
The out-of-home treatment (TFD), established by Ad-

ministrative Rule no. 55/99 of the Health Care Secretariat
of the Brazilian Ministry of Health, ensures the flow of re-
ferrals to other regions when the disease is not treatable in
the municipality of residence. The flows of the interstate
reference of users of the Unified Health System (SUS) are
regulated according to the regionalization proposal of
each region [11].
The production of information on the health offer of

services makes it possible to assess the geographical dis-
parities and accessibility of health care centers. Based on
this assumption and the improvements implemented in
the SUS through decentralization policies in the first
decade of the twenty-first century [12], it is necessary to
evaluate the changes in frequency, distribution, and con-
nections between the networks of hospital admission for
breast cancer from the SUS perspective.
Therefore, the objective of this study was to evaluate

the variations between 2004 and 2014 in the distribution
of flows between place of residence and care, and the
average distance traveled for treatment of breast cancer
in the administrative regions and federal states of Brazil.

Methods
Study design
Secondary data analysis was performed with official data
from the Brazilian Ministry of Health, obtained from the
Department of Informatics of the SUS (DATASUS:
www.datasus.gov.br). The units of analysis were the ad-
ministrative regions (Midwest, Northeast, North, South-
east, and South) as well as federal units and the of Brazil
(Acre, Alagoas, Amapá, Amazonas, Bahia, Ceará, Distrito
Federal, Espírito Santo, Goiás, Maranhão, Mato Grosso,
Mato Grosso do Sul, Minas Gerais, Pará, Paraíba,
Paraná, Pernambuco, Piauí, Rio de Janeiro, Rio Grande
do Norte, Rio Grande do Sul, Rondônia, Roraima, Santa
Catarina, São Paulo, Sergipe, and Tocantins).

Data source
Secondary data from DATASUS were extracted through
the Hospital Information System of the SUS in the years
2004 and 2014. The source of the data collected was the
document of Authorization of Hospitalization (AIH).
“Hospitalization” refers to clinical and surgical proce-
dures in qualified hospitals, and each AIH represents the
total number of hospitalizations, not the number of
patients [13].

DATASUS provides health information for states, mu-
nicipalities, and the Federal District. It is a free access
database and represents the main source of health infor-
mation in the country [14–16], which has been used in
several studies on breast cancer in Brazil [17, 18].
The tabulation tools developed by DATASUS aim to

enable managers, scholars, and interested public in the
area of health to obtain and analyze data from SUS in-
formation systems. These tabulators allow the selection
and organization of data according to the research ob-
jective, as well as the association of the tabulations with
maps, allowing visualization and spatial representation
of the information [14].
The data were tabulated through the information

integrator software Tab for Windows version 3.6
(TabWin: www.datasus.gov.br/tabwin), [19], developed
by DATASUS. Data from the study population with
diagnoses of breast cancer (C50) were selected and
tabulated according to the International Classification
of Diseases [20] by region and federative unit in the
years 2004 and 2014.
The frequency of admissions in the selected periods

and the connection of flows, tracing the displacement
of users between place of residence and place of
hospitalization, were analyzed with TabWin 3.6 [19].
All the connections representing in meters the recti-
linear distance between the centroids of the geo-
graphic units were calculated and converted into
kilometers.

Studied variables
Variables related to flow, average distance traveled, and
geographical distribution of hospital admissions for
breast cancer in Brazil, stratified by administrative re-
gions, federative units, were studied. The variables ana-
lyzed in this study are described below:

– Hospitalization by place of residence: number of
breast cancer residents who registered the AIH at
the place of residence;

– Local flow: percentage of hospitalizations reported at
the place of residence in relation to the total
number of cases reported at the place of residence;

– Routing flow: percentage of cases sent to other
geographical units in relation to total cases reported
in the geographical region of origin;

– Admission flow: percentage of cases admitted from
other geographical units in relation to total cases
reported at the place of care;

– Hospitalization by place of treatment: sum of the
total number of residents remaining in the place of
residence and total admissions of residents of other
regions;
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– Total flow: set of arrows of the flow of routing
between geographic units;

– Dominant flow: main direction of referrals made
from one geographic unit to another;

– Average distance traveled (km): average in
kilometers of the distance that the individual
traveled between the place of residence (where the
first AIH was notified) and the place of treatment
where the AIH was subsequently notified.

Spatial representation
The Spatial Representation of the flows was performed
with TabWin by creating maps from the table data gen-
erated by the software. The maps collected from DATA-
SUS were selected according to geographic units for the
addition of the total and dominant flow arrows.

Descriptive analysis
The total AIH and the percentages of admission fre-
quency by place of residence, care, and referral flows
were calculated using the STATA® software (StataCorp,
LC) version 11.0 from the values generated in the Tab-
Win table. In order to evaluate the variations between
flows and average distance traveled, was estimated the
average difference between the years 2004 and 2014.

Results
In Brazil, 36,167 AIHs were released for the population
with breast cancer in 2004 and 55,965 in 2014. In the
total flow (Fig. 1), there was a decrease (shown by the
width of the arrows) between 2004 and 2014 in most re-
gions, which means an improvement in the coverage of
resident hospitalizations (local flow).

Fig. 1 Total and dominant flow of hospital admissions for breast cancer according to region of care in 2004 and 2014. Source: Spatial representation
generated using Tab Tab for Windows version 3.6 TabWin - Hospital Information System (SIH / SUS) [TabWin: www.datasus.gov.br/tabwin]
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The main direction of flow (dominant) was for the
Midwest and Southeast regions. However, in 2014, the
intensity of these admissions was centralized in the
Southeast, the region that admitted the most patients
from other geographical units. Although the highest flow
concentration was observed in these regions, in 2014
there was a greater distribution of routes (shown by the
number of arrows directed between the regions) (Fig. 1).
See the supplementary file - Appendix A, for more
information.
In relation to this variation in flows, two administra-

tive regions stood out: the North region with improve-
ment of the coverage of residents’ care (local flow 3.72,
reduction of the routing flow: − 3.73 and admissions
flow: − 0.02 and; the Midwest region that decreased local
flow: - 5.56, increased routing flow: 5.59, and; admissions
flow: − 3.36 (Table 1).
Among the federative units, those that showed

improvement in the range of resident hospital assist-
ance (local flow) were Roraima (variation of 59.12),
Rondônia (variation of 39.57), and Acre (variation of
16.39). Mato Grosso, Amapá, and Goiás showed a
reduction of − 6.38, − 3.37, and − 2.81 in this vari-
ation, respectively (Table 2).
Admissions in 2004 were centralized in the federal

units of São Paulo, Federal District, and Piauí, and in
2014, they were centralized in the state of São Paulo, il-
lustrated by the number and width of the arrows (Fig. 2).
See the supplementary file - Appendix B, for more
information.
In relation to the average distance travelled, the

North, Northeast, and Midwest regions had the high-
est displacement values in 2004 and 2014, without
distance variation (Fig. 3). Of the 27 federative units,
17 showed an increase in average distance travelled,
with the highest variations observed in Amapá and
Rio Grande do Sul (approximately 1500 km). Ten fed-
erative units demonstrated reduced average distance
travelled, the largest reduction being observed in Acre
(approximately 500 km) and Roraima (approximately
450 km) (Fig. 3).

Discussion
When evaluating the variations between 2004 and 2014
in the distribution of flows between place of residence
and care, and the average distance covered for
hospitalization for breast cancer in the administrative re-
gions and federal states of Brazil, it was observed that:

I). There was an improvement in the hospitalizations
of residents (local flow) in most regions and
federative units;

II). The centralization of flows led to the Southeast
region, specifically in the federal unit of São
Paulo;

III).There was a decrease in the hospitalizations of
residents (local flow) in the Midwest region;

Table 1 Variations in local, routing, and admission flow in
Brazilian regions between 2004 and 2014

Regions Variation 2004 and 2014 (%)

Local Flow Routing Flow Admissions (External Flow)

North 3.72 −3.73 −0.02

Northeast 0.05 −0.02 −0.31

Southeast 0.03 −0.08 0.73

South −0.13 0.13 0.13

Midwest −5.56 5.59 −3.6

Table 2 Variations in local, routing, and admission flow in
Brazilian regions and federal units between 2004 and 2014

Federative Unit Variation 2004–2014 (%)

Local Flow Routing Flow Admissions
(External Flow)

Rondônia 39.57 −39.57 2.14

Acre 16.39 −16.39 2.03

Amazonas −2.46 2.46 3.76

Roraima 59.12 −59.12 0.00

Pará 1.08 −1.08 0.00

Amapá −3.57 3.57 0.00

Tocantins 10.74 −10.74 −0.81

Maranhão 12.35 −12.35 0.28

Piauí 0.08 −0.08 −19.23

Ceará 0.48 −0.48 0.57

Rio Grande do Norte −0.16 0.16 −1.98

Paraíba 2.46 −1.99 −1.99

Pernambuco 0.82 −0.82 0.69

Alagoas −1.11 1.11 0.19

Sergipe −0.57 0.57 −6.74

Bahia −0.42 0.42 0.34

Minas Gerais 1.27 −1.27 0.34

Espírito Santo 0.16 −0.16 0.44

Rio de Janeiro −0.34 0.34 −0.01

São Paulo −0.06 0.06 1.72

Paraná −0.67 0.67 0.92

Santa Catarina −0.94 0.94 0.86

Rio Grande do Sul −0.16 0.16 −0.03

Mato Grosso do Sul 1.94 −1.94 −0.04

Mato Grosso −6.38 6.38 −1.69

Goiás −2.81 2.81 −9.47

Distrito Federal −0.74 0.74 3.47
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IV).The North region maintained the largest average
distance traveled, with no variation and
improvement in the local flow.

V). The federative units of the North region (Acre and
Roraima) saw a decrease in the average distance
traveled with improvement in the local flow.

The mapping of the flow and networks of hospitaliza-
tions for breast cancer within the SUS allowed us to
measure the progression of SUS decentralization policies
with their subsequent access disparities in 2004 and
2014. It is important to highlight the advances made by
the SUS, established by the Federal Constitution of 1988,
regarding the better distribution of resources and greater
equity and access in the period studied [21–23].
Between the mid-19th and early 20th centuries,

health-related policy decisions were centralized at the
federal level, making it difficult to allocate resources be-
cause actual local epidemiological needs were not con-
sidered. However, with the National Health Policy/PNS-
Ordinance no. 2607/GM of December 10, 2004 [24], a
process of decentralization was initiated between
government spheres. This was related to the own and
specific demands of each geographical unit and encour-
aging agreement among them, which may have im-
proved the flow of care for breast cancer in both
administrative and federative regions [11, 25].
In the present study, it was observed that in 2004,

dominant flow was centralized in the Midwest and
Southeast regions, with the highest number of admis-
sions for breast cancer routed by other states. However,
as early as 2014, these admissions were centralized only
in the Southeast region. With the centralization of flow
in the Southeast region, there was a reduction in the
flow of referrals to other regions. This result demon-
strates the improvement in the assistance coverage of
residents (local flow) in Brazil. Generally, the lower the
population density, the greater the population access
obstacle to health care and, consequently, the higher the
per capita costs of health care [26].
In SUS health care networks, patients move from cen-

ters with less attention capacity to cities with greater
capacity and complexity of services [27]. The flow of pa-
tients is organized through the displacements between
reference networks (located) in large urban centers) that
receive a flow of admissions from smaller cities due to
their capacity and complexity of services [28, 29].
The displacement patterns of patients are modified ac-

cording to the level of complexity of the treatment.
Identify the poles of attraction and the fundamental rele-
vance to identify the intensity of the users’ displacements
[30, 31].
A DMP is closely correlated with accessibility to ser-

vices. In a study by OLIVEIRA et al., 2004, it was found

that, although the population of most municipalities
closer to hospitals (the national average of the DMP
index is 17.1 km), it was found that the same very small
distances provoking significant reductions in the likeli-
hood of service [28].
Therefore, the decrease in DMP can denote an im-

provement in the provision of health services in the
treatment of breast cancer in the regions closest to the
place of residence.
The increase in the number of hospitalizations of resi-

dents in the North region (local flow) between the pe-
riods studied may be related to the increase in health
care coverage. In addition, all regions have routed less,
with the exception of the Midwest region, which may be
justified in part by the decrease in health care coverage
in this region.
The Midwest Region, in 1980, presented standardized

breast cancer mortality rates similar to those in the
North and Northeast, but, over the years, it is ap-
proaching the magnitude of rates in the South and
Southeast Regions [3]. It is noteworthy that mortality
rates are strongly related to access to health services and
the quality of care that is offered to women with breast
cancer [5], which justifies the need to move these pa-
tients for treatment of breast cancer in other regions.
The expansion of the coverage of cancer patients care

and access to cancer care is a proposal of Administrative
Rule 2439/GM of December 8, 2005, which established
the National Cancer Care Policy and hierarchical onco-
logical care networks that act with reference and
counter-reference flows and allowing access to health
services, integral care to patients [32].
These results also corroborate the Operational Guide-

lines of the Referred Pact for Health of February 22,
2006, which aim to reduce social and territorial inequal-
ities and increase access to health, as well as im prove
diagnosis and local decisions to promote equity and the
right to health [33].
Public policies that guarantee equal access and that re-

duce socioeconomic differences in different regions can
overcome regional disparities in access to breast cancer
diagnosis and treatment services in Brazil.
Ordinance N. 874, of May 16, 2013, institutes the Na-

tional Policy for the Prevention and Control of Cancer in
the Health Care Network of People with Chronic Diseases
within the scope of the Unified Health System (SUS) in
order to reduce the mortality; the incidence through early
detection, timely treatment and palliative care.
In addition, the policy establishes that care networks are

organized in a regionalized and decentralized manner,
with respect to criteria of access, scale and scope [34].
In 2004, the most centralized federal units in terms of

external admissions were São Paulo, Federal District,
and Piauí, and in 2014 the intensity of these admissions
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was higher in São Paulo. In a study conducted in Brazil,
from July 2005 to June 2006, more than half of the care
was local, that is, performed in the municipality of resi-
dence. In terms of the volume of hospitalizations, the
networks of São Paulo and Rio de Janeiro accounted for
19.4% of the total. In this same study, it was observed
that, although the network for breast cancer care reaches
most of the national territory, there is a lack of service
provision, especially in the north of the country [29].
The North and Northeast regions had the largest dis-

placements for out-of-home treatment in this study, pos-
sibly owing to the greater territorial distances of the
country’s major reference centers (located in the South-
east). The same happened with the federative units of
Amapá and Rio Grande do Sul which, located in

extreme regions of the country, also presented greater
average distance traveled.
As can be seen, most regions and federative units

showed an increase in average distance traveled, and
there was no decrease in the distance traveled to the
treatment site between the studied periods.
Despite the fact that the North region presented a

greater displacement for breast cancer care, the Acre
and Roraima federative units were the main highlights of
this study, as they demonstrated decreased average dis-
tance traveled, which characterizes a reduction of the
residents’ movement to access treatment.
The delay in access to health services can influence

the staging of cancer and, as a consequence, decrease
the benefit of treatment, quality of life, and survival of

Fig. 2 Total and dominant flow of hospital admissions for breast cancer according to the federative unit of care in 2004 and 2014. Source: Spatial
representation generated using Tab Tab for Windows version 3.6 TabWin - Hospital Information System (SIH / SUS) [TabWin: www.datasus.gov.br/tabwin]
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women with breast cancer, which reflects in the mortal-
ity rates [10, 35, 36].
In regions where the delay in accessing the diagnosis

and treatment of breast cancer is greater, it is more evi-
dent as high mortality rates [8, 37]. Between 2004 and
2014, there were 135,432 deaths and 475,339 hospitaliza-
tions for breast cancer in Brazilian women.
In 2014 or breast cancer was the most frequent in

women in the Southeast (71.18 / 100 thousand), South
(70.98 / 100 thousand) regions, Midwest (51.30 / 100
thousand) and Northeast (36.74 / 100 thousand). In the
North, it was the second most incident tumor (21.29 /
100 thousand) [8, 14, 17, 18].
The trend of increasing breast cancer mortality rates,

standardized by age, between 1980 and 2016, is observed
in all regions of the country [1, 3]. In a study by Gon-
zaga et al., 2015 it shows that trends in age-adjusted
breast cancer mortality rates have declined or stabilized
in regions with higher socioeconomic levels and in-
creased in places with lower socioeconomic levels [35].
The distribution of incidence by geographic region

shows that the South and Southeast Regions concentrate
70% of the incidence, and the pattern of cancers is simi-
lar to that of developed countries. In the Northeast Re-
gion, even though breast cancer is more prevalent, the
adjusted rates exceed the world average and are similar
to the least developed regions [29, 38–41].
Thus, we can conclude that although breast cancer is

more incident in the economically rich regions (South
and Southeast), the highest mortality rates are in the re-
gions with the greatest difficulty in access [6, 7, 42].

One of the limitations of this study is that hospitaliza-
tions referred only to clinical and surgical procedures
and did not include high complexity procedures (chemo-
therapy and radiotherapy). Another limitation is that
each AIH referred to the number of hospitalizations and
not the number of patients.
This study highlights the importance of knowledge of

the flow of access to health services. Planning for a dis-
tribution of resources should consider demographic,
geographic, social, and economic aspects with a view to
minimizing regional disparities in breast cancer care.

Conclusion
Despite changes in Brazilian public health between
2004 and 2014, patients still travel long distances
when they need to be treated for breast cancer. How-
ever, there has been an improvement in the
hospitalization of the residents (local flow), in most
regions and federative units, which represents a vari-
ation in the configuration of the care networks for
hospitalization for breast cancer.
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Gerais (MG), Pará (PA), Paraíba (PB), Paraná (PR); Pernambuco (PE), Piauí (PI), Rio de Janeiro (RJ), Rio Grande do Norte (RN), Rio Grande do Sul (RS),
Rondônia (RO), Roraima (RR), Santa Catarina (SC), São Paulo (SP), Sergipe (SE), Tocantins (TO)

Souza et al. BMC Women's Health          (2020) 20:137 Page 7 of 9

https://doi.org/10.1186/s12905-020-00995-7
https://doi.org/10.1186/s12905-020-00995-7


Abbreviations
TDF: The out-of-home treatment; SUS: Unified Health System;
DATASUS: Department of Informatics of the SUS; AIH: Authorization of
Hospitalization; TabWin: Tab for Windows version 3.6; Km: kilometers;
PNS: National Health Policy; AC: Acre; AL: Alagoas; AP: Amapá;
AM: Amazonas; BA: Bahia; CE: Ceará; DF: Distrito Federal; ES: Espírito Santo;
GO: Goiás; MA: Maranhão; MT: Mato Grosso; MS: Mato Grosso do Sul;
MG: Minas Gerais; PA: Pará; PB: Paraíba; PR: Paraná; PE: Pernambuco;; PI: Piauí;
RJ: Rio de Janeiro; RN: Rio Grande do Norte; RS: Rio Grande do Sul;
RO: Rondônia; RR: Roraima; SC: Santa Catarina; SP: São Paulo; SE: Sergipe;
TO: Tocantins

Acknowledgements
We gratefully acknowledge support from Laércio da Silva Paiva and Jennifer
Yohanna Ferreira de Lima Antão.

Authors’ contributions
BCS, FWSF, LVAS– Made substantial contributions to conception and design,
and/or acquisition of data, and/or analysis and interpretation of data; BCS;
FWSF; LVAS; ESM; FA– Been involved in drafting the manuscript or revising it
critically for important intellectual content; BCS; FWSF; LVAS; ESM; FA – Given
final approval of the version to be published. Each author should have
participated sufficiently in the work to take public responsibility for appropriate
portions of the content; and BCS; FWSF; LVAS; ESM; FA – Agreed to be
accountable for all aspects of the work in ensuring that questions related to the
accuracy or integrity of any part of the work are appropriately investigated and
resolved.

Funding
This research did not receive any specific grant from funding agencies in the
public, commercial, or not-for-profit sectors.

Availability of data and materials
This study was analysis Secondary data extracted from DATASUS through the
Hospital Information System of the SUS and are openly available to data
collect. The authorization of Hospitalization (AIH) from the study population
with diagnoses of breast cancer (C50) was tabulated through the
information integrator software Tab for Windows version 3.6 [TabWin: www.
datasus.gov.br/tabwin] developed and available in this platform.

Ethics approval and consent to participate
Ethics approval and consent to participate is not applicable. This is a
secondary analysis and not require ethical appreciation. No human data
involved.

Consent for publication
Consent for publication is not applicable. The manuscript contains no
individual person’s data.

Competing interests
The authors declare that they have no competing interests.

Author details
1Laboratório de Epidemiologia e Análise de Dados, Faculdade de Medicina
do ABC – FMABC, Av. Lauro Gomes, 2000. Santo André, São Paulo 09060-870,
Brazil. 2Universidade Federal do Tocantins, Campus Miracema. Avenida
Lourdes Solino s/n°, Setor Universitário, Miracema, Tocantins, Brazil.

Received: 17 October 2019 Accepted: 18 June 2020

References
1. Saúde Md. Instituto Nacional de Câncer José Alencar Gomes da Silva.

Estimativa 2018: Incidência de Câncer no Brasil. Rio de Janeiro: INCA RJ;
2017.

2. Boyle P, Levin B. World cancer report 2008. Lyon, France: IARC Press,
International Agency for Research on Cancer; 2008.

3. Silva INdCJAGd. A situação do câncer de mama no Brasil: síntese de dados
dos sistemas de informação. Rio de Janeiro: Instituto Nacional de Câncer
José Alencar Gomes da Silva: INCA; 2019.

4. Gonzaga CM, Freitas-Junior R, Souza MR, Curado MP, Freitas NM. Disparities
in female breast cancer mortality rates between urban centers and rural
areas of Brazil: ecological time-series study. Breast. 2014;23(2):180–7.

5. Azevedo e Silva G, Bustamante-Teixeira MT, Aquino EM, Tomazelli JG, dos
Santos Silva I. Acesso à detecção precoce do câncer de mama no Sistema
Único de Saúde: uma análise a partir dos dados do Sistema de Informações
em Saúde. Cad Saude Publica. 2014;30:1537–50.

6. Girianelli VR, Gamarra CJ, Azevedo e Silva G. Disparities in cervical and
breast cancer mortality in Brazil. Rev Saude Publica. 2014;48:459–67.

7. Chatenoud L, Bertuccio P, Bosetti C, Levi F, Curado MP, Malvezzi M, Negri E,
La Vecchia C. Trends in cancer mortality in Brazil, 1980–2004. Eur J Cancer
Prev. 2010;19(2):79–86.

8. Ferreira NAS, de Carvalho SMF, Valenti VE, Bezerra IMP, Batista HMT, de
Abreu LC, Matos LL, Adami F. Treatment delays among women with breast
cancer in a low socio-economic status region in Brazil. BMC Womens
Health. 2017;17(1):13.

9. Bray F, Jemal A, Grey N, Ferlay J, Forman D. Global cancer transitions
according to the human development index (2008–2030): a population-
based study. Lancet Oncol. 2012;13(8):790–801.

10. Cabral ALLV, Giatti L, Casale C, Cherchiglia ML. Social vulnerability and
breast cancer: differentials in the interval between diagnosis and treatment
of women with different sociodemographic profiles. Cien Saude Colet.
2019;24:613–22.

11. Brasil: Decreto n° 7.508, de 28 de junho de 2011. Regulamenta a Lei no 8.
080, de 19 de setembro de 1990, para dispor sobre a organização do
Sistema Único de Saúde-SUS, o planejamento da saúde, a assistência à
saúde ea articulação interfederativa, e dá outras providências. Diário Oficial
da União 2011, 1.

12. Figueiredo F, Almeida T, Cardial DT, Maciel EDS, Fonseca FLA, Adami F. The
role of health policy in the burden of breast cancer in Brazil. BMC Womens
Health. 2017;17(1):121.

13. Brasil. Ministério da Saúde/ Secretaria de Atenção à Saúde/ Departamento
de Regulação AeCCGdSdI: SIH – Sistema de Informação Hospitalar do SUS:
Manual Técnico Operacional do Sistema. 2017: 103.

14. Brasil. Departamento de Informática do Sistema Único de Saúde: Sistema de
Internação Hospitalar (SIH). Brazil: Ministério da Saúde Brasília; 2014.

15. de Alcantara Sousa LV, da Silva PL, dos Santos Figueiredo FW, do Carmo
Almeida TC, Oliveira FR, Adami F. Trends in stroke-related mortality in the
ABC region, São Paulo, Brazil: an ecological study between 1997 and 2012.
Open Cardiovasc Med J. 2017;11:111.

16. da Silva PL, Schoueri JHM, de Alcantara Sousa LV, Raimundo RD, da Silva
ME, Correa JA, Adami F. Regional differences in the temporal evolution of
stroke: a population-based study of Brazil according to sex in individuals
aged 15–49 years between 1997 and 2012. BMC Res Notes. 2018;11(1):326.

17. dos Santos Figueiredo FW, Adami F. A new perspective about how the
changes in income are associated with breast cancer mortality. Ann Med
Health Sci Res. 2017.

18. dos Santos Figueiredo FW, Adami F. Income inequality and mortality owing
to breast cancer: evidence from Brazil. Clin Breast Cancer. 2018;18(4):e651–8.

19. BRASIL: Tabulador Genérico - TABWIN: versão3.6 para windows.
Departamento de Informática do Sistema Único de Saúde. 2017.

20. WHO. Basic documents. 46th ed. Geneva: WHO; 2007.
21. Guimarães L, Giovanella L. From cooperation to competition: different roads

to health sector decentralization in Brazil. Rev Panam Salud Publica. 2004;
16(4):283–8.

22. Pinheiro MC, Westphal MF, Akerman M. Equity in health according to
reports by the Brazilian National Health Conferences since enactment of the
1988 Federal Constitution. Cad Saude Publica. 2005;21(2):449–58.

23. Câncer BMdSINd. Controle do câncer de mama: documento de consenso.
Rev Bras Cancerol. 2004;50(2):77–90.

24. Brasil. Portaria n°. 2.607/GM de 10 de dezembro de 2004. Aprova o Plano
Nacional de Saúde/PNS: um pacto pela saúde no Brasil. Brazil: Diário Oficial
da União; 2004.

25. BRASIL: Sistema de Planejamento do SUS: Uma construção coletiva: Plano
Nacional de Saúde (PNS) 2008/2009–2011. Ministério da Saúde Brasília, DF;
2010.

26. Brasil. Controle do câncer de Mama: Histórico de Ações. Rio de Janeiro:
Instituto Nacional do Câncer; 2016.

27. Saldanha RF, Xavier DR, Carnavalli KM, Lerner K, Barcellos C. Estudo de
análise de rede do fluxo de pacientes de câncer de mama no Brasil entre
2014 e 2016. Cad Saude Publica. 2019;35:e00090918.

Souza et al. BMC Women's Health          (2020) 20:137 Page 8 of 9

http://www.datasus.gov.br/tabwin
http://www.datasus.gov.br/tabwin


28. de Oliveira EX, Travassos C, Carvalho MS. Acesso à internação hospitalar nos
municípios brasileiros em 2000: territórios do Sistema Único de Saúde. Cad
Saude Publica. 2004;20:S298–309.

29. Oliveira EXG, Melo ECP, Pinheiro RS, Noronha CP, Carvalho MS. Access to
cancer care: mapping hospital admissions and high-complexity outpatient
care flows. The case of breast cancer. Cad Saude Publica. 2011;27(2):317–26.

30. Cruz FO. Abordagens espaciais em saúde pública. Brasília: Ministério da
Saúde; 2006.

31. Cruz FO. Sistemas de informações geográficas e análises espaciais em saúde
pública. Brasília: Ministério da Saúde; 2007.

32. Saúde BMd. Portaria n. ° 2.439/GM de 8 de dezembro de 2005. Institui a
Política Nacional de Atenção Oncológica: Promoção, Prevenção,
Diagnóstico, Reabilitação e Cuidados Paliativos, a ser implantada em todas
as unidades federadas, respeitadas as competências das três esferas de
gestão, vol. 2005. Brazil: Diário Oficial da República Federativa do Brasil.

33. Brasil. Portaria n° 399/GM, de 22 de fevereiro de 2006. Divulga o Pacto pela
Saúde 2006–Consolidação do SUS e aprova as Diretrizes Operacionais do
Referido Pacto. Brazil: Diário Oficial da República Federativa do Brasil; 2006.

34. Saúde Md. Portaria n° 874, de 16 de maio de 2013. Institui a Política
Nacional para a Prevenção e Controle do Câncer na Rede de Atenção à
Saúde das Pessoas com Doenças Crônicas no âmbito do Sistema Único de
Saúde (SUS). Brazil: Diário Oficial da União; 2013.

35. Gonzaga CMR, Freitas-Junior R, Curado M-P, Sousa A-LL, Souza-Neto J-A,
Souza MR. Temporal trends in female breast cancer mortality in Brazil and
correlations with social inequalities: ecological time-series study. BMC Public
Health. 2015;15(1):96.

36. Victora CG, Barreto ML, do Carmo Leal M, Monteiro CA, Schmidt MI, Paim J,
Bastos FI, Almeida C, Bahia L, Travassos C. Health conditions and health-policy
innovations in Brazil: the way forward. Lancet. 2011;377(9782):2042–53.

37. Oliveira N, Santos SC, Lima K, de Camargo CM, Souza D. Association of
cervical and breast cancer mortality with socioeconomic indicators and
availability of health services. Cancer Epidemiol. 2019;64:101660.

38. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer
statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide
for 36 cancers in 185 countries. CA Cancer J Clin. 2018;68(6):394–424.

39. Carvalho JB, Paes NA. Desigualdades socioeconômicas na mortalidade por
câncer de mama em microrregiões do Nordeste brasileiro. Rev Bras Saude
Materno Infantil. 2019;19(2):391–400.

40. Cecilio AP, Takakura ET, Jumes JJ, Dos Santos JW, Herrera AC, Victorino VJ,
Panis C. Breast cancer in Brazil: epidemiology and treatment challenges.
Breast Cancer. 2015;7:43–9.

41. Rocha-Brischiliari SC, de Oliveira RR, Andrade L, Brischiliari A, Gravena AAF,
de Barros Carvalho MD, Pelloso SM. The rise in mortality from breast cancer
in young women: trend analysis in Brazil. PLoS One. 2017;12(1).

42. Silva GA, Gamarra CJ, Girianelli VR, Valente JG. Cancer mortality trends in
Brazilian state capitals and other municipalities between 1980 and 2006. Rev
Saude Publica. 2011;45(6):1009–18.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Souza et al. BMC Women's Health          (2020) 20:137 Page 9 of 9


	Abstract
	Background
	Method
	Results
	Conclusion

	Background
	Methods
	Study design
	Data source
	Studied variables
	Spatial representation
	Descriptive analysis

	Results
	Discussion
	Conclusion
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

