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ABSTRACT
In this article we approach socioeconomic inequities in cancer by
examining a particular dimension of health care: how health
services attending patients with cancer set priorities for their daily
activities. By using qualitative ethnographic data, we explore
logics underlying how practitioners make priority-setting decisions
regarding cancer prevention and care. We found four main types
of accounts: accounts based on macro social inequalities, accounts
based on patients’ social and cultural features, accounts based on
characteristics of health services, and accounts based on personal
voluntarism. These blurred logics shape the everyday decisions
which have an impact not only on the quality of health care in
general but on the increasing socioeconomic inequities in cancer
care attention.
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Introduction

Cancer is a leading cause of death and disability in low and middle income countries
(Farmer et al., 2010). Differences in the incidence, prevalence, mortality, as well as the
burden of cancer exist not only among developed and developing countries but also in
specific population groups within countries. People from low income strata are generally
diagnosed at later stages of the disease and tend to get less therapeutic care (World Health
Organization [WHO], 2008). Epidemiological studies show that these disparities occur as
a result of many different factors, such as unequal access to health care, socioeconomic
factors, hazardous labour and environmental conditions, nutrition and differences in
health behaviours (Marmot & Wilkinson, 2006; McMullin & Weiner, 2008). Moreover,
certain issues keep people from seeking prevention and care at early stages of the
disease, namely lack of awareness of the importance of screening and early detection,
the stigma associated with cancer, and economic barriers (WHO, 2008).

There is a broad literature on determinants of health, as well as the social structures that
generate them; although most determinants of health and illness are situated outside the
health care sector (Black, 1980; Bouchard, Albertini, & Batista, 2012; Marmot, 2004), some
are deeply implicated in the needs and access to health care (Angus et al., 2013; Broom &
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Doron, 2011; King, Chen, Dagher, Holt, & Thomas, 2014). For example, the gap between
the resources of health services and the needs and expectations of different population
groups, as well as significant variations in how physicians carry out diagnostic and thera-
peutic decisions depending on their patients’ gender, age, income -among other character-
istics- may contribute to inequalities in health care (King et al., 2014; Peck & Denney,
2012).

This study is anchored within literature of equity that examines the linkage between
socio-economic and health care inequalities, focusing on concrete mechanisms by
which specific cancer disparities are generated (Gould, 2004; Sinding & Wiernikowski,
2009). This is well documented across the continuum of cancer control – understood as
the strategy to ‘attack’ cancer globally that includes primary prevention, early diagnosis,
treatment and palliative care- for different populations (King et al., 2014; Sinding, 2010).

There is a broad spectrum of possible perspectives which can be used to analyze the inner
workings of the health care sector, one of them being connected to the process of decision-
making. Taking decisions and establishing priorities is a daily activity in every health care
system around the world and, consequently, there is a robust, interdisciplinary field of
knowledge on the issue. As Hunink et al. (2014, p. 1) mentioned ‘decisions in health care
can be particularly awkward, involving a complex web of diagnostic and therapeutic uncer-
tainties, patient preferences and values, and costs’. Decision makers are the ones who are
designated to make choices on different alternatives. They are responsible for aligning avail-
able resources with institutional priorities, for managing the day-to-day activities in health
services and, in some cases, for producing the official guidelines of how to proceed in differ-
ent scenarios. However, as previous research has found, a great deal of everyday decision-
making and priority-setting occurs on the front lines, carried out by bedside physicians,
administrative clerks, and other health care professionals (Baltussen & Niessen, 2006;
Martin, Abelson, & Singer, 2002). In addition to the medical and economic dimensions –
as well as patients’ preferences and values inscribed in diverse contexts- there is a far less
analyzed dimension which is that of the socio-cultural and organisational aspects which
may permeate important decisions and priority-setting by health system personnel.

In a previous ethnographic study which explored some relevant features of the social
treatment of cancer in Argentina’s health services (Luxardo &Manzelli, 2015) we observed
subtle, implicit and repeated narratives from health professionals on making decisions and
establishing priority-settings in oncology services which go far beyond the guidelines
included in their official programs and protocols. Routine activities in a health service
require taking decisions that are not deemed ‘important enough’ to be included in the offi-
cial guidelines or to merit seeking instructions from authorities. These were small, every-
day decisions. We observed that this kind of ad-hoc decision-making and priority-setting
would sometimes shape or reproduce some aspects of the social and economic inequities
among patients with cancer. In general, these actions had a more negative impact on
health interventions given to patients from a lower economic stratum, with a lower
level of education or from specific ethnic groups (e.g. indigenous peoples). These initial
findings drove us to explore in more depth the underlying logics of the daily establishment
of priorities or decision-making.

What decisions were taken on a daily basis and how they were experienced by pro-
fessionals in oncology health services? How were these decisions taken? Which accounts
by health services’ staff explained them? Were decisions consensual or, on the contrary,
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were they a source of friction among staff? These new, inductively derived findings
directed our attention towards theoretical concepts such as decision-making and pri-
ority-setting, but as they actually take place in health services every day, rather than as
they are formally depicted in official documents and programs.

In this article we distance ourselves from the classical economic models of decision-
making theory usually developed in Administration, which deem decision-making to
mean the rational, deliberate and purposeful actions that occur in every organisation
(Tarter & Hoy, 1998). Furthermore, we avoid delving into conceptual discussions on
what decision-making, priority setting or resource allocation mean for various theories
and only briefly define them from the single perspective taken in this study, simply in
order to specify the terms’ theoretical implications.

We support a flexible, broad definition of decision-making which responds to research
interests. In other words, we need to understand what happens from the point of view of
our informants. The issue of how professionals participate in priority-setting is usually
presented in connection with micro-level priority-setting performed by physicians at
bedside, but we extend it to the rest of staff, given that they also make daily decisions
on cancer care and prevention (Martin et al., 2002).

In Argentina, cancer is the second leading cause of death (Abriata, Roques, Macías, &
Loria, 2012). The IARC Report (WHO, 2008) states that the region of Latin America is
experiencing the greatest cancer burden, and identifies the following as the main problems
in public health when dealing with cancer: having to diagnose at advanced stages of the
disease, poor access and quality of cancer treatments, limited access to affordable
cancer drugs, poorly trained health personnel, weak epidemiological surveillance and
low priority and resources for cancer in the public health agenda.

The country has a mixed health system with three sectors: public, social security and
private; they have different population coverage, services and funding. Penckaszadeh,
Leone, and Rovere (2010) state that it has been an increased fragmentation, inequity
and inefficacy, as health care is increasingly prey to economic interests of private corpor-
ations, trade union bureaucracies and the medical professional establishments. All pro-
vinces and the City of Buenos Aires are autonomous in implementing public health
policies. The public system is underfinanced and deteriorated, with access barriers and
low quality of care and one-third of the patients that receive care in the public sector
have some type of social security coverage (Penckaszadeh et al., 2010).

In this article, we aim to advance our understanding of the socioeconomic inequities in
cancer. A particular dimension of healthcare is examined: the process of decision-making
and priority setting in daily activities in health services. More specifically, the general aim
of this article is to explore and describe how health services’ staffs establish priority-setting
decisions on cancer prevention and cancer care interventions and the accountability or the
thinking behind the staffs’ decisions or priorities. To this end, we used qualitative perspec-
tives using data proceeding from ethnographic fieldwork conducted in oncology health
services in Argentina in 2012 and 2013.

Methods

This article presents the specific results of a larger project which was carried out in oncol-
ogy health services throughout Argentina during the years 2012 and 2013, and was
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supported by the National Cancer Institute (INC). The purpose of the study was to
describe the most relevant features in the social treatment of cancer, specifically in connec-
tion with the provision of health care to patients with this disease. Using an ethnographic
approach, we analyzed the views of stakeholders, staff members, patients as well as their
family caregivers on the different dimensions of health care provision.

The type of analysis that we follow in this article is embedded in a qualitative research
tradition known as reanalysis, which is still being defined and debated (Wasterfors, Aker-
strom, & Jacobson, 2014.)

Reanalysis can be described as a type of secondary analysis that relies on primary
sources. It includes any second look at previously collected data picked from any
source, such as archives or interviews. We also carried out a supplementary analysis
based on data generated by the same research team, exploring some aspects that had pre-
viously gone unnoticed and were unexplored in the theory.

Data was taken from interviews conducted during the Primary Study (PS) period
(2012–2013) with staffs of sixteen hospitals and fourteen health centres attending patients
with cancer. The facilities varied in size, region and type. At least two hospitals and two
health centres were included from each region of Argentina -Northwest, Northeast,
Cuyo, Center, Patagonia and the Buenos Aires metropolitan area.

The study subjects totalled 40 health professionals (physicians, nurses, social workers
and psychologists). This sample was selected purposively: professionals who (1) were cur-
rently working in any area of cancer prevention and/or cancer care; (2) belonged to differ-
ent positions within the broad umbrella of roles and disciplines that are in charge of cancer
control. Only professionals from the public sector were included. Thirty were interviewed
by NL: seventeen physicians (specialising in Oncology, Gynecology and Clinical Medi-
cine), eight nurses, three psychologists and two social workers. In order to obtain the
same type of data from all of Argentina, we included interviews conducted by other
members of the research team that also carried out the PS (Fernández, Bengochea,
Durand, & Hong, 2015).

It is noticed that the main criterion for selecting the interviews for this article was the
presence of the codes under our new analysis. The structure of the final theoretical sample,
with 40 cases is balanced in terms of the characteristics of the interviewees (gender, pos-
ition, region). The potential bias in the limitations of the study refers to those interviewees
that do not accept to answer the questions, the response bias, this is a common bias for this
type of study.

We utilised a semi-structured questionnaire with open questions which discussed
different phases in cancer control specifically geared towards interviewees’ different pos-
itions and disciplines. Most interviews were audio taped but for certain topics some
respondents felt uneasy and chose not to be taped.

Different strategies for conducting interviews were implemented in vivo according to
the context. The characteristics of the settings where we developed our fieldwork
demanded being alert and sensitive to institutional contingencies that occurred during
the information-gathering process.

The PS was approved by local Ethics Committees and approved by the INC. All inter-
views were confidential. Also, in order to prevent the possibility of interviewees being
identified we did not identify provinces but rather the country’s six main regions.
Consent was obtained by explaining to the participating subjects our main objective
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and scope of the research project. We made clear that the use of collected data would not
be restricted to a final report but would be shared and discussed with health services’ teams
and policy makers. The main goal of obtaining this data was to become better acquainted
with current conditions, guiding an informed transformation of everyday activities in
health services treating patients with cancer. Considering that the purpose of this reana-
lysis of primary data is closely related to the aims and the scope of the PS, it is understood
that this query is covered by the terms under which consent was originally obtained.

In order to process and analyze the qualitative data, we followed an interpretative tra-
dition which seeks to understand in detail the multiple, diverse positions to which social
actors adhere, and locates these positions within a broader range of underlying beliefs, per-
spectives and/or agendas (Charmaz, 2005). This perspective takes an in-depth exploratory
approach to data collection, aimed at documenting the subjective and complex experi-
ences of the respondents.

Findings

Frontline practitioners accounts for establishing priorities

The process of setting priorities in giving care to patients with cancer is shaped mostly by
the day-to-day activities at the health services frontlines. Official guidelines and program
protocols play an important role in taking such decisions, but restricting these processes to
written documents obscures a great part of what is going on at health services. There is an
indispensable, interpretative action behind the understanding of those guidelines.

This interpretive action of understanding and implementing program guidelines and
protocols is permeated by skepticism that some health workers feel about these tools
(Luxardo & Manzelli, 2015). A critical distance from these tools generates a window of
opportunity for individual considerations on priority-setting processes in daily activities
in health services. In a heuristic effort to analyze some of the accounts on establishing pri-
orities, we found reasoning that may have resulted in decisions that shaped some aspects
of the social and economic inequities among patients with cancer.

‘Better something than nothing’ versus ‘Better nothing than fabrications’: accounts
based on macro social inequalities
A key reasoning that guides health personnel when having to establish priorities is consid-
ering the structural vulnerability prevalent in the communities where each health service is
located. Specifically, their target population finds itself in a vulnerable situation within
society and this is something with which health services have to deal. Thus, priority-
setting at the frontline is rooted in one of two logics: either a pragmatic logic that deals
with what is possible given limited resources; or the gold standard logic, closer to what
is clinically recommended. This is a position of context versus content: both include
making decisions about types and spaces for treatment, ways of disclosing diagnoses,
and referrals.

Often, the task of setting priorities is based on what resources are available, without
taking into consideration other issues that fall outside the scope of the intervention.
Oncologists have to decide on treatments whose supply is restricted or rather rely on obso-
lete therapies which are no longer recommended. This may lead them to decide to refer
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patients to private practices, where they can get the right kind of treatment. As one phys-
ician explained:

We have good oncologists, good centres, professionals with excellent training, our team is
first rate… yet we are failing at specific treatments. Oncology drugs are usually covered in
the Province’s programs -and delivered on time- but we lack high complexity equipment
for specific treatments. Radiotherapy (…) we had a cobalt bomb which is not working
right now. Thus, all those type of treatments have to be paid out of pocket. (Male doctor,
hospital from Central Region in Fernández et al., 2015, pp. 122–123.)

This perspective relies on an external objective reality that health services are unable to
change, and this social impossibility of change is extended to health care activities, leading
to a cycle of decline in already poor interventions. In this regard, the quality of practices
for cancer prevention may be questionable, given the oft-repeated axiom: ‘What are you
going to do? At least this is better than nothing.’ They suggest that, as doctors working for
the public service and vulnerable populations, they must take decisions that help people
gain access to ‘at least’ some type of care, affected by factors that constrains the quality
of treatment in those settings: labour strikes, shortage of professionals, equipment for
tests, treatments that do not work, waiting times for appointments running up to
months, having to stand in line for hours, among others. Some professionals take into con-
sideration contextual factors in their daily practices.

In extreme situations, and in the worst settings, cancer is just the tip of the iceberg for
an entire situation of exclusion. If this tip emerges by blowing up to the surface, all other
problems, whether associated or not with the disease, would require support and responses
that an already frail institution could not afford. Like Pandora’s Box, it is best kept closed.
As one clinical doctor put it:

Being diagnosed with cancer is the least serious thing they could have in their life. Alcohol-
ism, unemployment, drugs, malnutrition, domestic violence, sexual abuse…what can our
institution do with all of that? (…) We choose just to leave things as they are now; let the
person go back to his hovel with the problem that brought them here solved. Is this the
best practice? No. It’s the practice that we can afford. (Female clinical doctor from hospital
in Northwest region)

In contrast, there is another perspective which sustains that health workers cannot
reduce the thresholds of medical attention in the name of benefiting the poor. Thus
among professionals conflicts arise that are rooted in these two confronted visions of
how to make proper decisions: to consider what is clinically recommended or to consider
the context and what is possible for that particular reality (the lesser of two evils).

An interesting example provided by our interviewees is about a specific program for
genital and breast cancer. Gynecologists resisted the proposal, supported by many clinic
and generalist practitioners at the first level (where people in rural areas go for first atten-
tion), of ‘opening’ certain practices, typically considered as belonging to their own speci-
alty (e.g. taking PAP samples) to the scope of other specialists, such as clinicians or
generalists. This proposal is defended by the latter as a strategy to give women the oppor-
tunity of early detection as soon as they contact the institution, considering that this may
turn out to be the only chance that they have at early detection. These professionals main-
tain that even when certain diagnoses practices (e.g. colposcopy) should not be trans-
ferred, others -also useful for cancer prevention- very well can be.
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Some professionals resist becoming an accomplice to the subtle ‘vacating’ of the health
system, instead of demanding what are considered the best practices in clinical care. Two
gynecologists referred to this situation as the proposal of ‘poor medicine for the poor’ and
mentioned the pressures they face in this regard, considering that epidemiological surveil-
lance relies on numbers rather than quality, so what is important is that procedures be
done (no matter how). One weighty argument for this side is the huge number of mistaken
diagnoses oncologists have found in the disease trajectories of people at advanced stages of
cancer.

What is at stake here is to what extent quality standards must be followed -or sacrificed-
in order to have, at the very least, something realistic to implement. Oncologists have their
international clinical practices for treatments, however, due to the lack of resources and
other factors, they sometimes decide to lower thresholds depending on what is possible.
Another example of how these two perspectives influence priority-settings processes
appears in the case of breast cancer. Most surgeons believe that plastic surgery should
be practiced on the same day as the mastectomy. However, this is often unfeasible
because of difficulties in raising the money for breast prostheses.

I’d like to implant the breast prosthesis at the same time as the mastectomy, even when there
are indications against doing so. I talked to several people and they asked ‘where will you get
the money for the breast prosthesis?’ and so on… they only throw a spanner in the works…
it’s a general deterioration of the hospital… The less we do, the better.. (Male doctor, hospital
from City of Buenos Aires in Fernández et al., 2015, p. 108)

As a consequence, priority-setting in treatments lays out minimum and maximum
quality standards. As this oncologist doctor points out:

First, access to brachytherapy…Do we have it? It’s a good start. Second, we need to optimize
the time between treatments, and try to avoid delays. If we have no brachytherapy, external
beam plus boost is better than nothing. And if there is no boost, we’ll only do external beam..
(Medical doctor, peri-urban Buenos Aires in Bengochea, 2015, p. 168)

The opposite situation is mentioned by oncologists who believe that the quality in
medical service will determine the patient’s chances to live or die. Thus, for radiotherapy,
they prioritise quality over comfort so, whenever possible, they choose to refer patients to
radiotherapy centres that are further from their residences but which they know to be
appropriate.

These dilemmas were also mentioned with rural patients. Travel to treatment cancer
services -available in urban areas- was pointed out as a subtle pressure when deciding
referrals and types of treatment. Patients diagnosed with cancer living in rural areas
many times insist on the need to rush to be out of home in the shortest period possible,
even when they could not find neither treatment facilities nor biomedical oncological
expertise at home. So, medical doctors have to deal with this when deciding.

‘Taking care of themselves is just not in them’: accounts based on social and cultural
characteristics of the patients
Another important line of reasoning when establishing priorities is related with the social
and cultural characteristics of the target population. Health service staffs have vast experi-
ence and knowledge about the population they are working with. The fact that guidelines
and program protocols generally ignore this knowledge was one of the sources of the
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skepticism that health workers have about them. This lack of attention to cultural specifi-
cities in the guidelines leaves room for individual and personal decisions.

In interviews held in the countryside, doctors expressed that they lack interlocutors to
implement preventive programs so it is nearly impossible to get one off the ground. Com-
munity referents such as nurses, teachers, administrative staff, are also immersed in very
unfavourable contexts.

This reasoning acquires tangible complexity in fundamental decisions such as the diag-
nostic disclosure. Some medical doctors expressed that they often doubt whether to dis-
close cancer to their patients. They stated that all the problems associated with this
disclosure would generate a worse reality, because, at any rate, patients would be unable
to take action in initiating their care.

During the fieldwork we found that prejudices and stereotypes on the target
population have influence on the inequality of care. These stereotypes may possibly acti-
vate a self-fulfilling prophecy, such as shorter time for consultation because they ‘wońt
follow any medical prescription anyway’; untrustworthy relationship in the clinical
encounter since ‘they [patients] only come for emergencies’, condescendence ‘I dońt
lose my time giving explanations. Medical language it´s hard to understand for them’
and others.

Health workers will insist on and dedicate efforts to proposals that they consider fruitful
in advance or, on the contrary, they will rapidly give up on projects they consider pointless.
For example, in the countryside, the staff stated that the lack of education of rural workers
is liable to render proper measures for cancer control futile.

The Province’s Health Ministry wanted a strategy of primary care attention that would enable
rural workers to do their job while being protected against chemicals which are responsible
for many types of cancer. You know, such as wearing masks when fumigating crops, the
appropriate boots, so that all their clothes wouldn’t be full of chemicals… but we gave up.
Taking care of themselves is just not in them. They wear the boots one day and the next
day… barefoot again. (Male nurse, hospital from Northeast region)

‘The health services that we have’: accounts based on characteristics of the health
services
Four main aspects emerged in the intrinsic limitations of the health system: bureaucratic
rules, negligence, labour conditions and political influence.

Bureaucratic mechanisms in social insurance for the poor were named as responsible
for reducing physicians’ potential to choose between treatments. As stated by an oncolo-
gist: ‘our hands are tied’ with regards to best practices, since following international guide-
lines is almost impossible due to insurance requisites. Access to medication or medical
tests is denied. The lack of drugs in countryside institutions has been noted: ‘Not even
basic drugs, not to mention monoclonal antibody therapy’.

Another example of these bureaucratic obstacles is related with radiology services.
Doctors said that they must complete a radiotherapy treatment in order to be authorised
to schedule new appointments for the second phase of treatment. But this requisite causes
delays that work against optimal timing:

I’m not allowed to schedule a brachytherapy appointment until the patient has completed
radiotherapy, which is insane… if there are any administrative obstacles, as there usually
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are, the patient might have to wait for two months… the quality of that kind of radiotherapy is
the worst because the timing is wrong. (Male doctor from Central region, Bengochea, 2015,
p. 169.)

The geographic location of patients is considered a central issue for therapeutic success
because many treatments fail due to the times between radiology sessions. ‘We ask the
patient to lie and leave some information blank when filling forms on health insurance’.
Having certain types of health insurance or living in certain locations may mean that
patients are denied treatments, medications, or practices. In the treatment of cervical
cancer, each day of delay between external radiotherapy and localised therapy reduces
the chances of five-year survival. As a result, referring to a specific specialist is frequently
a medical option, not a protocol to be followed.

The way health systems organise their logistics is also considered an obstacle. Taking
the prevention of cervical cancer again as an example, doctors mentioned complications
brought about by delays in obtaining biopsies. Extractions are taken in one place, analyzed
in another and later must return to the first place of attention. The problem is with the
most vulnerable population: if people never return to pick up results of their biopsies,
there are no institutional mechanisms to follow up on these unclaimed tests. Patients’ cir-
cumstances are outside of the scope of the institution.

Priority-setting for cancer control also includes ‘partial’ or even the ‘absence of’making
decisions. Negligence in different areas of the health system has become naturalised by
some health workers. Several interviewees mentioned that issues of logistics are underes-
timated, which sometimes causes a loss of previous efforts made by prevention programs.
For instance, staff involved in cervical cancer programs talked about the problems of bio-
logical samples obtained with PAP tests. These professionals stated that quite often
samples become useless because after extraction, they were never delivered to the
proper place in time to be analyzed. These interviewees recalled not uncommon episodes
in which half of the glassware containing cervix samples were broken in transport. They
also discussed samples that were not in proper conditions: no spray, in bad hygienic con-
ditions and later contaminated, among others.

One important decision that frontline oncologists must take is whether to disclose to
patients that have been wrongly diagnosed that their disease is at advanced stages
because of inefficient attention. Blaming colleagues is not an option: most of the time
these errors are obscured by blurred explanations to patients and family about why
they are now in such advanced situation. Many examples were mentioned: gynecologists
who do not do medical transfers on time, dentists that dismiss sore spots in the mouth,
throat specialists that keep patients on antibiotic treatment after long-lasting sore throats.

Physicians dealing with high complexity believe that their colleagues of the first level of
attention should not be blamed for erring diagnoses and/or treatments. As one specialist
interviewed stated:

I think professionals do their best, everything they can do, but they don’t have enough train-
ing. It’s a matter of expertise, of specific training. Everything now is within a protocol; there
are norms, guides of clinical practices. (Male oncologist from city of Buenos Aires, Fernández
et al., 2015, p. 127.)

Some interviewees listed labour conditions in the public health system among the
factors that affect the priority-setting process. Low salaries and poor working conditions
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(e.g. part-time or temporary work) result in health workers taking on multiple jobs, double
shifts, private practices, outpatient care. With the pretext of their low salaries, some health
centre professionals work fewer hours than scheduled, which in turn causes the health
service to be particularly saturated because of the reduced consultation hours.

They [staff] complain about labor conditions and make an ‘ad hoc’ act of justice for them-
selves by working fewer hours… but in the end, when you check the overall picture, well
… it’s not a bad salary for just two hours of work! (Male doctor from a health centre in
the Central region.)

There is no political decision to demand that these professionals do what they are
expected to do because it would mean a discussion on raising salaries. At the same
time, nor is there the political will to improve job conditions. In this way, the reduction
of working hours becomes naturalised as a way of maximising low salaries.

Another element influencing priority-setting processes is that of political influence.
Economic and human resources are distributed among programs according to local pol-
itical mileage. In this sense, cancer is a political matter. For example, some interviewees
expressed that cancers affecting the blood system are disdained by hospital managers.
They cannot capitalise success in these treatments because they require high investment
combined with poor visibility or social recognition. Hematologists reported that at local
health care practices, patients with cancer in the blood system tend to be rejected due
to the complexity of these cases. Dismissing patients with this type of cancer is an unspo-
ken policy among hospital administrators: ‘[this type of patient] is a problem that no one
wants to deal with’.

At the other extreme, certain practices with great visibility and good reputations drain
the scarce resources, mostly guided by the logic of ‘showing off’. Oncologists at high com-
plexity hospitals in the North-East region complained to us about their institutional web-
sites sometimes offering certain medical residencies which exceed their real capacity,
posted without checking with the hospital first. Programs focused on children and
women receive more funding. Moreover, funds spent on visible investments and building
infrastructure are lacking in other less obvious areas, such as chemotherapy chairs.

Political influence is also an important factor determining who can really take
decisions. Priority setting does not always depend on a hospital’s formal organisation
chart. As one director mentioned, a mayor’s influence may be decisive in priority-
setting, depending on what happens to be on the political agenda and consequently
more politically profitable. In some hospitals, the decisive pressure is exercised by
labour unions, which have the power of discarding or fomenting specific proposals.

‘Just with your own effort’: accounts based on personal voluntarism
The last identified logic underlying the processes of establishing priorities is a special one
because it shows health workers’ individual efforts to improve the quality of care for
patients with cancer. Many doctors try to resolve problems with their own resources
that are usually insufficient to meet the many needs.

During fieldwork we registered that some health services staff take great pains to help
patients, and take an active role in obtaining what is needed. They turn to personal con-
tacts that are key to getting attention, drugs, certain type of tests, and referrals. However,
the patient’s case depends on the diligence of the staff member, and ultimately, on the
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empathy between the patient and the health service staff member. What is underlying here
is a logic of doing a patient a favour which falls beyond the actual responsibilities of the
job. They may, for example, help get a difficult to obtain appointment for a lab test, the
proper medication for completing treatment or an authorisation from the health insurance
for a referral.

Throughout all the focused ethnographies and interviews we held, we identified traits of
personal logic behind institutions that impinge particular characteristics which depend on
human factors, in addition to structural conditions. There are staffs that counterbalance
the tight constraints in cancer care through their good will and extra efforts, as one
male nurse said sarcastically: ‘Whenever it works, it’s because you put your heart – and
I would add your blood, sweat and tears also- into it’. Reversely, as was already mentioned,
there are also those who only make things worse through their negligence and lack of com-
mitment but also their resignation, an attribute we noted in more than a few health pro-
viders’ narratives, justified in the adverse context where they belong:

You learn to be in automatic pilot… You choose to be a clinical doctor in a rural health
center because your ideals to change reality are strong. But when month after month, the
only answers you get to your requests are excuses made by corrupt politicians… and you
see all your efforts go to waste, hierarchies based on political contacts and no training,
well… let me put it this way: you just throw in the towel. (Male doctor, health centre
from Northwest Region)

Thus, we observed that many times referrals to specialists are made outside of protocol,
based on associations between the personnel of different services, and on the level of com-
mitment and the initiative of the staff. One social worker remarked:

When nobody can find a way to make an appointment for a certain test in time, we go to Ana,
the administrator, and beg her to change the doctor’s schedule. She always finds a spot.
(Female social worker, hospital from the city of Buenos Aires)

Many social workers, nurses and psychologists we interviewed mentioned that some
doctors make referrals to specialists ‘hanging in the air’, in other words without taking
into consideration the context and the feasibility of the orders requested. This omission
may lead to the intervention eventually failing. This was illustrated by one nurse:

‘The oncologist sent a patient to have radiation therapy in one place that, due to cost-cutting
measures, had few professionals to do the sessions’.

Often, the desire to help patients also goes beyond their expertise. It may lead to incor-
rect diagnoses, and subsequently, futile treatments that only delay proper care. Clinicians
at the first level try to solve health problems with what they have at their disposal. The
ability to care for patients along a continuum of response or clinical outcome includes clin-
icians’ deciding when to refer patients to other health care professionals. Doctors say their
colleagues are reluctant to refer patients because it may look as if they lack the resources or
technical competence to provide a response. Some doctors also indicated that health insur-
ance institutions pressure them into not making medical referrals or requesting complex
lab tests.

Finally, two main issues were found as positive within this context. One, the rewards of
doing their job with dignity despite circumstances, the sense of feeling good by helping
others and receiving gratitude from them and their families. The other positive side
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staff mentioned was the teamwork, the feeling of ‘belonging’ and cooperation among them
was also found rewarding.

Discussion

In this article we explored the logics of health service staffs which shape priority-setting
processes. We were particularly interested in narratives that would result in small, daily
actions of social inequality in the attention of patients with cancer. The accounts for
priority-setting were not only rationales but also contingencies for applying them, prag-
matic decisions staff must make on a daily basis, and finally, the absence or uncertain
decisions made or not made with no more reasons than emotional and intuitive
excuses.

We identified some logics underlying the priority-setting process by describing four
main types of accounts: accounts based on macro social inequalities, accounts based on
the social and cultural characteristics of the patients, accounts based on the characteristics
of health services, and accounts based on personal voluntarism. The findings of this article
illustrate how health workers’ priority-setting processes have an impact not only on the
quality of health care in general but on the increasing socioeconomic inequities in
health care of patients with cancer in particular by practices adopted to fit in such
adverse context/population. The impact of this sort of adaptive intervention, according
to the context, many times implies a deterioration of the quality of the medicine, which
means in the end, getting poor medicine for the poor. Broom and Doron (2011) have
studied in India how this sort of bad quality intervention reproduces inequity in cancer
care. Also McMullin and Weiner (2008) speak out against these types of ‘discarded
care’. In the study of Sinding and Wiernikowski (2009), they quoted an oncologist who
speaks about offering more conservative treatment to older people with fewer social
supports.

We share the arguments of Angus et al. (2013), supporting the idea that health services
and procedures can reinforce and complicate patients’ economic vulnerabilities, consider-
ing that barriers, constraints, deterrents were systemic features of the health care and
delivery system. For example, through obstacles for doing referrals, making appointments
on time, lack of agreement with the considered unfair eligibility for coverage, constant
service cutbacks, hospitals directorś reduction of the budget for not ‘political profitable’
interventions, the arbitrary use of public resources according to what can be much
more visible, among others.

As other authors state, inequitable conditions of life, such as poverty, unemployment,
class’ relations, insurance status among others interact to form health inequalities at the
individual-level chronic disease like cancer (Angus et al., 2013). This article shed a tiny
light on how health workers’ priority-setting processes have an impact not only in the
quality of health care in general but in increasing the socioeconomic inequities in
cancer care attention.

These findings also reveal some possible directions for policy making. Excessive
reliance on official guidelines and program protocols conducts to a comfort zone for
everybody involved except the patients: policy makers are doing their job by elaborating
guidelines and health workers are doing their job by applying the guidelines but
‘adapted’ to real conditions. As Jones and colleagues remarked
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The dynamics of change -generated by resource scarcity and community demands – are
faster than can be accommodated by traditional strategic planning processes, which are
seldom sufficiently responsive to rapidly changing environmental and operating conditions.
Long-term plans are routinely pre-empted by immediate pressures and contingencies (Jones
et al., 2002, p. 2).

Even when it is clear that official guidelines and program protocols are fundamental for
taking decisions and establishing priorities, they need to be complemented by other mech-
anisms which leave room for health workers to actively participate in adapting these
guidelines to real everyday situations in health services. Disregarding these interpretative
actions that tend to take place when applying official guidelines leaves the door open for
personal and arbitrary interpretations of the guidelines which, as we have observed,
impact on socioeconomic inequities in health care for patients with cancer.

Although there have been attempts to increase the quality of care in oncology services
across the country in Argentina -for example through the creation of the National Cancer
Institute in 2010 and the development of specific programs for cervix, breast and colon
cancer- most are still in their early stages. We think that it is a good opportunity for creat-
ing mechanisms that intensify and guide the involvement of frontline health workers
through active participation and that would include the perspectives of patients and
their families.

Conclusions

This research also presents some limitations. The most salient is the possible presence of a
bias in the sample because some health workers refused to be interviewed. Moreover, the
relatively small number of staff selected for a study at the national level may limit the scope
of the results. A study with a larger sample would provide more evidence on the ways that
health workers interact with patients with cancer. Another limitation is the lack of a theor-
etical background with which to discuss and propose models of priority-setting on the
day-to-day basis. It presents issues that should be analyzed in greater depth in future
research. The concept of priority-setting at health services’ frontlines allow to rethink
some of the daily decisions taken by health workers more critically. Another interesting
topic for future analysis is go deeper in explaining how these small, daily decisions perpe-
tuate greater socioeconomic inequality in patients with cancer.

We aim to contribute with concrete insights, operative indicators and evidence that
might lead to better understanding of how decisions are taken in health services attending
patients with cancer in a middle income country.
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