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Purpose: This study aimed to understand the lived experiences of patients with cancer that facing inequities in oncological care in the
city of Medellín.
Patients and Methods: A qualitative study was conducted based on the theoretical and methodological elements of the grounded
theory, specifically the description and conceptual ordering of Corbin and Strauss. Sixteen patients with cancer, who belonged to low
(n=5), middle (n=4) and high (n=7) social classes, were included by theoretical sampling with category saturation. Data were collected
using semi-structured interviews and analyzed in a category system based on the three social classes.
Results: The patients were aged between 23 and 71 years old, and they were diagnosed with different types of cancer such as breast,
cervical, prostate, stomach, leukemia and lymphoma. Patients’ experiences showed that diagnosis, specialized care, treatment and
hospital discharge were different based on their social class.
Conclusion: Patients’ lived experiences associated with cancer reflect complex social situations, in which social determinants affect
the level of citizens’ empowerment and self-management against the risks of get disease and die. Being part of low and middle social
classes meant being subjected to a dehumanized, cold, impersonal and discontinuous treatment, in which healthcare was focused on
the disease instead of individuals’ preferences and values. In contrast, patients belonging to the high class had the resources necessary
to face risks, which ensured access to more humanized and individualized healthcare.
Keywords: cancer, health inequities, grounded theory

Introduction
Health inequities are systematic, unfair and avoidable differences among populations in terms of outcomes and health
resource distribution. These emerge from differences in opportunities and social conditions in which individuals are born,
grow, work and age, which may prevent them from attaining optimal health.1,2 The World Health Organization (WHO)
describes two key types of causes behind health inequities: the first group includes intrapersonal, interpersonal and
institutional mechanisms that result in differences based on race, gender, social class, sexual orientation and other aspects
of individual and collective identity, whereas the second group includes social, economic, and environmental conditions
that result in differences in terms of power, resources, goods and services distribution, which are referred to as social
determinants of health.2 WHO states that social determinants account for the structural inequities within a society, which
are reflected in health inequities.3
In oncology, seminal studies about health inequities have focused on inequities associated with racial and ethnic
factors, with subsequent evidence underscoring the importance that poverty and lack of social and medical infrastructure
have for the unequal provision of health-care services, and for the obstacles to equitable care among patients with
cancer.4 In this sense, a recent review on lung cancer reported that race and socioeconomic level are still two noteworthy
factors that account for the different outcomes observed in patients. While monitoring patients based on their disease
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stage, these differences are more evident because black patients of low socioeconomic level have worse outcomes.5
Moreover, a systematic review on racial and socioeconomic inequities in lung cancer screening tests in the US reported
that black and low-income subjects miss out on the potential benefits of screening, resulting in more severe disease
stages, and an increase in their mortality rates.6
The medical services network and healthcare quality have also been described as significant determinants of unequal
access to oncological services.4 Other authors have reported inequities in the outcomes of patients with cancer by
geographical region, but these are explained by the uneven distribution (or concentration in some areas) of radiotherapy
centers.7 A systematic review of Canadian evidence showed the persistence of multiple inequities associated with
oncological service access; the most relevant ones were the income, the age and the geography for accessing detection
tests and end-of-life treatment and care.8
Overall, the scientific literature on health inequities, particularly in oncology, has a statistical or quantitative approach,
applying different metrics to measure inequities in health outcomes. Qualitative or hermeneutic studies are scarce, they
are classified by the Medical Subject Headings tool as research using non-numerical data to explore a research topic, as
well as the art, theory and philosophy of interpreting the meaning of a text, a social action, other speaker’s statements or
other objects of the social research.
Regarding qualitative studies, a review of scientific literature on inequities in patients with endometrial cancer
highlighted the lack of qualitative works to understand the perspective of black women diagnosed with this type of
cancer.9 A qualitative study on advanced lung cancer reported that patients usually perceived late diagnosis as an
inequity; moreover, it highlighted the importance of learning about relatives’ perceptions because their care strategies are
more pragmatic in terms of daily management and end-of-life care.10 Despite these and other previous studies, qualitative
studies on the inequities in oncological care are rare in the world.
Specifically in Colombia, studies on health inequities in cancer patients have also been carried out from a quantitative
approach, highlighting inequities in the survival of cancer patients related to the socioeconomic level and the type of
health insurance.11–13 This last factor could be explained because the country has two main affiliation and service
provision types or regimes: i) the contributory regime, for citizens under formal working conditions who can afford
a monthly fee, and ii) the subsidized regime, for people in informal work conditions or unemployed, financed with
a subsidy from the state and a proportion of the money paid by those affiliated to the contributory regime. In both
regimes, private companies known as health promoting companies (EPS, for its Spanish acronym) act as administrators
of healthcare plans. Individuals can access to voluntary plans (in addition to healthcare plans) paying extra money to get
better health care, which include supplementary healthcare plans, prepaid medicine plans and policies. These character
istics of the different health regimens influence the experiences of patients in the treatment of their disease; however,
there are not qualitative investigations in the country that show it.
This allows the suggestion that worldwide: i) in the study of inequities in patients with cancer predominates the
quantitative approaches, ii) it has been focused on race, ethnics and socioeconomic level (mostly using economic
income), iii) other studies have highlighted the importance of timely screening, diagnostic and treatment access, and
iv) qualitative approaches are scarce. Little is known about the experiences of inequities in the healthcare of patients with
cancer in Colombia because this country does not have qualitative studies on this subject.
Lived experience is a concept of phenomenological research that focuses on the interpretation of meanings, including
the experiences that the subjects have gone through, but also interpretation, reinterpretation and communication into its
enduring form. In this sense, the lived experience is not only something that is experienced but also the special
impression that experience produces and that the subjects give it a lasting importance.14–17
Therefore, the objective of this study is to understand the lived experiences of patients with cancer that facing
inequities in oncological care services in the city of Medellín. This type of study is highly important because it helps to
understand the sociocultural complexity of the process studied and its effects on the daily life of patients. It supports
biomedical perspectives by providing studies that describe the importance of subjectivity and intersubjectivity as well as
health protection and promotion, among other benefits. Specifically, the grounded theory proposed by Barney Glaser,
Anselm Strauss and Juliet Corbin has some advantages as opposed to other qualitative methods, such as breaking with
functionalist or structuralist theoretical schemes, following a rational approach in which conceptual orderings are
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grounded by data collected during the research process, and articulating empirical research resources with conceptualiza
tion and theorization processes that stem from the experiences and lived experiences of social actors.14
Finally, this study also contributes to research areas that have been traditionally neglected in Colombia, such as
medical anthropology and bioethical studies. Analyzing the lived experiences of patients with cancer means deciphering
and interpreting subjectivity and its interaction with different social determinants, institutional rules and cultural beliefs,
a topic that has been highly recognized by medical humanities as an annex to medical education, but which still occupies
a marginal position in the professional practice of physicians.18 Moreover, focusing on the experiences of patients means
being one step closer to providing them with a higher autonomy to confront their diseases, and this also contributes to the
development of medicines that are more focused on the needs of patients.

Materials and Methods
Study Approach and Paradigm
A qualitative study was conducted based on the theoretical and methodological elements of Corbin and Strauss’s
grounded theory, specifically the description and conceptual ordering. The first one is defined as a narrative from the
point of view of the affected (in this case, patients with cancer) to describe an event or experience, as well as any feelings
and mental representations involved. The second one is the classification of narratives based on a selective and specified
group of properties (characteristics that provide meaning to a category) and dimensions (variation scale of the properties
that provide specificity and show variations of the study phenomenon). This study did not reach the third phase of the
grounded theory (theorization), which is a group of well-developed and related concepts that conform to a conceptual
framework used to explain or predict social phenomena,14 because the purpose of this study was to evidence inequities in
the healthcare of patients with cancer (based on their lived experiences and experiences) and not to develop a theory
about healthcare inequities in this group.

Context and Strategies to Ensure Reflexivity
During the second semester of 2020 and the first semester of 2021, the work field was approached in five phases: i) initial
contact with institutions specialized in the healthcare of patients with cancer; ii) selection of suitable health-care
professionals for the initial contact with patients and subsequent interviews (two psychologists were selected in this
case); iii) initial contact with potential participants by the medical team; iv) initial conversations between patients and the
psychologists in charge of field work to introduce the research project, answer patients’ questions and explain the
contents of informed consent; v) scheduling of dates and places so that participants are interviewed in a quiet,
comfortable, private and safe place. Psychologists with prior experience in oncological patients were considered the
best option to carry out the interviews because they ensure the correct application of the beneficence, justice, nonmaleficence and autonomy principles from an ethical perspective. Moreover, given their education and professional
experience, they would be better at managing different emotional or mental situations that could emerge during
interviews.

Study Subjects
Theoretical sampling by category saturation was conducted. Theoretical sampling is defined as the collection of data
guided by concepts emerging from participants’ narratives, based on constant and iterative comparison, and with the
purpose of identifying subjects or events that may maximize the possibilities of obtaining wider variations among those
concepts that will conform to the results and obtain a detailed description of the phenomenon in terms of categories,
properties and dimensions.14 The theoretical criteria that were taken into account to ensure variability in responses were:
type of cancer, socioeconomic status, monthly income, educational level and occupation. The saturation is defined as the
point in coding when no new codes occur in the data. There is a lot of information about the same codes, but no new
codes appear. Saturation was reached with 16 patients. Inclusion criteria were: individuals older than 18 years of age,
having received a confirmed diagnosis of cancer over the last 2 years and receiving treatment in Medellín. Exclusion
criteria were: patients in a terminal disease stage or severe health state (they could not answer the interview).
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Data Collection
Semi-structured interviews were conducted based on the following predetermined categories: lived experiences
associated with access to oncological care (specialists and diagnostic aids), the ways in which oncological treatment
took place, and conditions associated with hospital discharge (Appendix 1). It is important to clarify that the
interviewer asks only a few predefined questions while the rest of the questions are spontaneous, according to the
course of the conversation. All interviews were recorded in audio and/or video and written for their subsequent
codification.
Interviews were supported by interviewees’ sociodemographic and clinical data: gender, age, healthcare affiliation
regime, type of cancer, socioeconomic stratum, monthly income, educational level and occupation. Based on the last four
variables, subjects were grouped into three social classes: i) vulnerable or low-class population, consisting of subjects
from low socioeconomic strata (1 and 2), with no income or a monthly income below the minimum wage (around USD
260), incomplete basic education and unemployed; ii) middle-class population, formed by subjects from middle socio
economic strata (3 and 4), an income between one and three minimum monthly wages, having completed at least
technical education and working in technical and professional middle-level areas; iii) high-class population, formed by
individuals from high socioeconomic strata (5 and 6), with an income higher than three minimum monthly wages,
complete university studies and whose professions were directors, executives, scientists or scholars. In this study, lowclass participants were affiliated to the subsidized regime, middle-class participants were affiliated to the contributive
regime and high-class participants had voluntary health-care plans.

Methodological Rigor Criteria
Application of credibility criteria was ensured by prolonged contact with patients; auditing (among researchers and by
patients) of researchers’ interpretations; transferability by a detailed description of the study context, participants and
category system; and theory and research triangulation.19

Data Analysis
Transcribed interviews were codified independently by each researcher using codes previously determined for the central
categories of the study, as well as emergent codes for subcategories, properties and dimensions (which were based on
terms used by patients or obtained from the theoretical framework of the study). Subsequently, each codification was
compared, and the categorical system to be used for the study results was unified (by consensus). For each category, the
most significant narratives were selected to evidence health inequities, based on patients’ lived experiences. Finally, the
categorical system was plotted based on the three social classes, the three types of affiliation and the contents of each
inequity-tracing category.

Results
A total of 16 patients aged between 23 and 71 years were interviewed. Their diseases included breast, cervical, prostate
and stomach cancer, leukemia and lymphoma. Four patients were affiliated to the subsidized regime, six to the
contributive regime and six had prepaid medical plans, policies or supplementary plans (Table 1). Based on their income,
occupation and educational level, patients were classified into three social classes: low class, middle-class and high-class.
The lived experiences of patients in terms of health-care services were divided into three phases: access to the system,
treatment and hospital discharge.

Access to Health-Care Services
All patients were affiliated to the General Health Social Security System (SGSSS, for its Spanish acronym); however,
their lived experiences with health-care providers reflected wide gaps in the opportunities enabling them to access
a diagnosis along with specialized physicians. These gaps are reported by affiliation type and social class. Patients with
prepaid medicine plans report having a timely access to basic and specialized services, highlighting short periods among
procedures. They consider themselves privileged as opposed to other patients with a similar diagnosis or disease.
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Table 1 Description of Participants’ Characteristics
Code

Sex

Age (Years)

Type of Cancer

Social Class

M23LVS

Male

23

Lymphoma

Low

F33TMS

Female

33

Thyroid cancer

Low

F52SVS

Female

52

Breast cancer

Low

F53SVS

Female

53

Breast cancer

Low

F53CVC

Female

53

Cervical cancer

Low

M22EMC

Male

22

Stomach cancer

Middle

F51SMC

Female

51

Breast cancer

Middle

F55SMC

Female

55

Breast cancer

Middle

F71SMP

Female

71

Breast cancer

Middle

F26TAP

Female

26

Thyroid cancer

High

F27LAP

Female

27

Leukemia

High

F29LAC

Female

29

Lymphoma

High

F58TAP

Female

58

Thyroid cancer

High

F61LAP

Female

61

Leukemia

High

M61PAP

Male

61

Prostate cancer

High

M64PAC

Male

64

Prostate cancer

High

I consider myself as privileged not only because I’m a physician but also because I have access to healthcare by means of
a policy, which facilitates everything. As a physician, you can see that this is not the case for other patients. I got tested on
a Tuesday morning, and on Wednesday morning, I was already in the hospital doing all the other tests. On that same day,
I underwent bone marrow aspiration. [F27LAP]

Patients affiliated to the contributive system, without a supplementary healthcare plan, reported heterogeneous
narratives. However, the most common answer was associated with the ease of primary care and initial proceedings.
Waiting time, both for specialist consultations and specialized tests, was one of the barriers faced by participants. As
a strategy to overcome this barrier, patients pay the costs associated with tests and specialist consultations by themselves.
Once cancer has been diagnosed, they contact the EPS for a second time; in this case, waiting times are shorter and
healthcare is smoother.
I can’t complain; the thing is that my daughter decided that, for the sake of time, it would be best to do everything privately, so
as to reduce waiting times. My daughter asked for an appointment with the EPS, but the waiting times were extremely long, so
we got a private appointment with a breast specialist. He examined me and confirmed that I had cancer. When we got
everything, we contacted the EPS and continued with them. They scheduled my surgery and treatment in record time.
[F55SMC]

On the other hand, patients affiliated to the subsidized regime belonging to the vulnerable social class agreed that EPS
placed multiple barriers to health-care services, which included expiration dates in health service provider institution (IPS
for its Spanish acronym) contracts, excessive administrative proceedings (such as authorization management), service
fragmentation with different providers, limited availability of specialists and long waiting times between initial diagnosis
and defined clinical management, as a consequence. As a result, patients begin legal proceedings and eventually access
health-care services through a writ for the protection of their constitutional rights.
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Terrible. It was terrible because it took them a year, almost a year, to schedule a surgery since I was first diagnosed with cancer.
I had to request a right to petition. The EPS has been terrible; that’s my opinion […]. I even had to go to court and ask for a writ
of protection. [F33TMS]

Besides the type of affiliation, the influence of social capital on health-care service access was also noted. This was
particularly evident for the physicians included in this research because they knew people working in that field, and this
situation created empathy among treating physicians, which made the healthcare process smoother. One of them reported
the following:
Yes, since I am a physician the EPS acted quickly; everyone in the hospital did everything they could to ensure I was fine, that I was
feeling well, that tests could be done quickly. I remember that the hematologist would say: I won’t wait any longer to start chemo,
because that’s lost time and you’re very young. I’m going to start chemo even if the EPS does not authorize it. [F29LAC]

Treatment
Regarding treatment, inequities were also observed with affiliation and social class, especially in the continuity of the
patient–physician relationship and chemotherapy interruption. Patients with prepaid medicine can easily pick their
doctors from a list sent by the provider; thus, any patient–physician relationship is broken, mainly because of the
patient’s choice after taking into consideration factors such as consultation opportunity, the perception of the physician’s
scientific competence, and humanistic attributes associated with the profession. Once patients find a physician that they
like, treatment is continuous and uninterrupted.
I asked for an appointment with the physician who diagnosed me; as I had to wait 6 months because he was really busy,
I scanned the list for another physician’s policy. I found a physician who did the surgery and treated me. [M64PAC]

In patients affiliated to the contributive regime, physicians tend to change over treatment. However, this is not
because of the same reasons described above, because constant changes and the subsequent deterioration of the patient–
physician relationships are imposed by EPS. This instability and fragility of their relationship with the treating physicians
generates uncertainty among patients, as well as anxiety, displeasure, anger and fear, which magnify their feelings caused
by the disease, and worsen their mental-emotional health.
No, I haven’t had the chance; since we are in a pandemic, this is the second telephonic examination. First, I saw a doctor, then
I was told that I wouldn’t be able to make an appointment with him so I had to see another one. I kept seeing that one and I was
happy with him. Now I’m told that there’s no appointments available with him, and that it will be another doctor who I see […].
I was told that it would be her I would be seeing. Look at all these changes, there’s never one permanent doctor. [F55SMC]

Patients affiliated to the subsidized regime reported deterioration in the patient–physician relationship and interrup
tions in chemotherapy. Chemotherapy interruption is a critical event that causes a risk to their life and worsens their
physical and emotional health. The reasons for interruption were expiration of the EPS contract, lack of medications and
suspension caused by accumulated EPS debts.
They were like a barrier at first; my chemotherapy was suspended many times because the EPS had not paid because the
contract had expired. So I would start to cry and call everyone. Once, I saw the people of Teleantioquia [the main local TV
channel in the city] and thought: ‘I’ll stand in front of them behind a window and make such a scandal that the press will see
me, listen to me and pay attention to me.’ I was desperate. I would call the superintendency of health and cry so that my
treatment wouldn’t stop. [F52SVS]

Another essential issue during treatment is the accompaniment by relatives and/or friends. Patients affiliated to the
contributive regime, with or without policy, always attended medical consultations, surgical procedures and chemother
apy sessions with companions that helped them manage their feelings and travel from their homes to the hospital, and
assisted them in case of body weakness or secondary effects. On the other hand, those affiliated to the subsidized regime
and from the low social class could not be accompanied by economic reasons.
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I have never been alone, one of my children would always be there for me. My son used to be with me when he was here; if he
wasn’t able, my daughter was. My wife would be with me when preparing for surgeries and stuff. [M61PAP]
Can you imagine yourself traveling every day to get radiotherapy for a month? I had to pay four tickets so as to get to the center.
Every day, I paid four tickets. For this reason, I couldn’t afford to go with a companion. [family income is not enough to cover
the expenses associated with traveling from home to the hospital]. [F53SVS]

Hospital Discharge
During the period of hospital discharge and post-treatment care, considerable differences were also observed among the
three groups. High-class patients affiliated to a prepaid medicine appreciate hospital discharge because their home is
perceived as a place where the therapeutic effects are enhanced and is full of peace, quiet and distractions. In contrast,
they consider that the hospitalization aggravates their disease. Following discharge, health-care professionals continually
attend to these patients.
After 11 days in hospital, I asked all the physicians to let me go home since I’d get sicker locked in there … they let me go
home under the following conditions: I was to be locked in my room, everyone should wear a mask, and no-one could enter my
room unless they were delivering food. I was happier just thinking that I’d be in my room, looking out of my window … In my
room, I watched You Tube, wrote and painted. After a week at home, I had to see the physicians again, who were amazed to see
how well I felt and how boosted my defenses were. [F61LAP]

Some patients affiliated to the contributive regime felt deprivation and abandonment after hospital discharge. They
attributed this situation to the cost-effective rationale that exists in medicine, the need to reduce hospital costs by some
administrators, and a lack of compassion by health-care professionals. All this resulted in the ratification of misled ideas about
the severity of their disease, whose relevance increased because of lack of communication and poor or no medical support.
After discharge, I felt deprived, I felt as if I had been abandoned. I had a total breakdown, because I’d say: ‘mum how can I go home
if here, with all the physicians and specialists around me, my pain won’t stop. What am I going to do at home? I’ll die in pain.
Hospital discharge was sudden, it happened overnight, I was highly surprised. We panicked […]. I think they say [at the hospital]:
‘you’re wasting money, occupying a bed that someone who can actually be saved can use, so let’s discharge you.’ In my case, as
nothing could be done, hospital discharge was really like: ‘go home until you die.’ Support was really limited. [M22EMC]

Lastly, low-class patients affiliated to the subsidized regime reported the presence of stressing factors in their homes,
interfering with sleep, calm and recovery. In their opinion, hospital is an appropriate place for their recovery, whereas
they perceived their homes as a place that worsens the disease and impedes therapy success. As with patients affiliated to
the contributive regime, post-treatment support was limited.
When I finished my fourth chemotherapy cycle, I left the clinic because I always had to stay in hospital for a week. I remember
leaving the clinic and finding it really hard because that day there was a party next door. When you leave hospital in such a bad
state, you need to rest. It was hard getting home and finding a party next door, since when you undergo chemo all you want to
do is rest. The party lasted almost 2 days. [M23LVS]

All narratives were summarized in a category matrix showing how the differences in the healthcare of the study
patients (specifically those related to access to healthcare and oncological diagnosis, treatment and hospital discharge)
configure the health inequities perceived and experienced by patients, according to the type of healthcare affiliation,
which is determined by the subjects’ social class (Figure 1).

Discussion
Health inequities, particularly in patients with cancer, have been traditionally studied with quantitative methods,
demonstrating differences in health outcomes (morbidity, mortality, disability, etc.) among different groups. Such groups
are generally formed based on one or several health determinants such as race, ethnics, socioeconomic level, income or
residency area.4–7 In spite of the relevance of this type of approach, there are several methodological challenges, which
include: the risk of incorrect conceptualization or operativization of the construct that acts as a social determinant;
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Figure 1 Category system about the lived experiences of patients with cancer in Medellín, which show health inequities during the treatment of their disease.

implementation of epidemiological studies with a high risk of inferential fallacies such as ecological, atomistic,
sociological or psychological fallacies; lack of articulation of individual, community or social measurements, etc.
Moreover, inequities are a complex construct which can be difficult to describe by the means of reducing variables or
statistical and epidemiological measurements.20 For this reason, these classical epidemiology metrics should be
transferred to qualitative studies, in order to move from statistical relations toward topics showing sociological,
historical, economic, political or cultural determination of inequities in the healthcare of patients with cancer.
Moreover, it is important to support quantitative-epidemiological findings with qualitative evidence, since the latter
reflects experiences, perceptions and behavior patterns that define the acceptance or rejection of clinical acts; consolidate
public policies requiring affected parties’ opinion; improve social response toward health protection and care; and
identify lines of action in health that are consistent with key actors’ perspectives and lived experiences during the morbid
process, among other benefits.21
Furthermore, traditional metrics do not always show intersectionalities associated with race, ethnics, gender, socio
economic level or other determinants of health inequity, which is somewhat relevant since the most affected groups
generally show intersectionality. For example, black poor women living far from oncological centers are the most
affected party when it comes to healthcare inequities.4–7 This highlights the importance of applying strategies that show
the intersectionalities of these inequity determinants, since they account for inter- and intragroup differences, and show
interactions and interrelations within inequity structures.22 In this sense, this study grouped subjects based on their social
class, as a construct in which several inequity determinants converge, such as the socioeconomic status of the housing,
monthly income, educational level and occupation, which, at the same time, converge into three types of health regime in
Colombia. As a result, the intersectionality of these characteristics was evidenced, seeing low-stratum subjects with low
income, low educational level, those who are unemployed and affiliated with the subsidized regime, experiencing the
most inequitable situations (oncological care that does not meet their basic needs), which is the result of the multiple
barriers to timely diagnosis and dignified specialized care, treatment, and discharge. This confirms the vicious circle
formed by poverty, higher disease risks, barriers to timely healthcare, high chances of developing severe stages of the
disease, increased risk of getting poorer because of the disease, among other feedback mechanisms (the perpetuation of
poverty and disease) that evidence the importance of acting against cancer inequities and their socioeconomic
determinants.23,24
The Colombian government measures vulnerability with a score system based on which access to social welfare
programs is determined.25 In order to be part of the subsidized regime, subjects have to be within levels 1 and 2, that is,
they have to be identified as part of a poor, vulnerable population. In this sense, some experts26 have stated that values
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supporting the Colombian public health system are consistent with “neoliberal governing styles”. Given the overcost
issues experienced by welfare institutions all over the world during the 1970s,27 especially in terms of medical care
management, governments have applied formulas in which health is regarded as a tradable market good. The division
between a contributive and a subsidized regime reflects a specific form of risk government in which individual safety and
the inclusion of focalization programs are promoted.28 This is a form of governing over uncertainty, based on an
individualistic understanding of society in which subjects have to “take care of themselves”.
Focalization policies proposed by the neoliberal development model, seeking to compensate individuals and human groups left
aside by market competition, are part of this utilitarian theory of justice which aims to maximize welfare at the expense of these
relegated individuals and human groups.29

This highlights the complexity of WHO’s concept of health inequity and some limitations of quantitative approaches.
At the same time, it shows the importance of giving back to the patients’ voices, since their experiences and lived
experiences can help compensate for the complexities and limitations mentioned above. This is done by evidencing that
their diagnostic, specialized care, treatment and hospital discharge processes are inequitable from the affected parties’
point of view, who are at the center of clinical-epidemiological actions and public management. This study shows that
social inequities create three extremely different pictures in terms of patients’ interactions and lived experiences with the
SGSSS: for low-class patients, healthcare is experienced as a limited, precarious process, subject to multiple adminis
trative uncertainties. Middle-class participants experience medical care in a dehumanized and impersonal way, an
additional burden for patients and their family. Finally, high-class participants reap the benefits of a patient-centered
medicine.

Inequities Associated with Access to Specialized Medical Care and Diagnosis
In this study, vulnerable-class participants affiliated to the subsidized health system reported the worst conditions in terms
of access to an oncologist and different diagnostic aids, highlighting untimely, segmented care, with long waiting times.
On the other hand, those belonging to the middle-class (and affiliated to the contributive regime) received timely care but
had to pay high costs and experience longer waiting times. This was not reported for high-class patients who were
affiliated to supplementary health-care plans and additional policies. This is consistent with other quantitative studies that
have described poverty or low income,4,6,8 the lack of medical infrastructure,4 unequal distribution of treatment centers
(which would be the equivalent to the concentration of certain services for patients with health policies),7 poor quality of
care,4 costs associated with diagnostic aids, additional therapies, transport, palliative care services,30 type of health
insurance and socioeconomic status as the main inequity determinants in patients with cancer.11
On the other hand, our results differ from what is reported by Colombian health authorities, which state that the
average waiting time for specialized care is 4.9, 9.8 and 3.1 for patients affiliated to the subsidized regime, the
contributive regime and a prepaid plan, respectively, although no oncological data is reported. In this sense, studies
suggest that the median waiting time for diagnosis and treatment initiation in breast patients with cancer is 91 days from
the first consultation to the actual diagnosis and 137 days before treatment initiation. Diagnostic and treatment initiation
times are shorter for women with higher educational levels and those affiliated to special social security regimes and in
a better socioeconomic situation.31 Furthermore, health authorities state that coverage has increased from 29.2% in 1995
to 97.8% in 2020,32 which basically would mean universal coverage. However, the WHO commission of social
determinants described coverage as:
when every inhabitant of a country can access the same service offer (of good quality) based on their needs and preferences,
regardless of their income level, social stratum, residency or capacity.

For this reason, based on participants’ narratives, it can be said that there is no universal health coverage in Colombia
and, for the time being, we are far from achieving it.33
Consistently with the afore mentioned, there has been clear and significant advances in terms of the legal config
uration of the Colombian health system. However, these legal securities are not transferred to the population entitled to
those rights, as evidenced by the narratives included in this study, particularly the ones by low- and middle-class
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subjects. In this sense, it is worth mentioning that the right to healthcare in Colombia has gone through several phases:
firstly it was considered to be a mere labor benefit right; secondly, as both a constitutional and aid right; thirdly, as
a constitutional right on the basis of connection, a constitutional right connected with certain populations (elderly,
disabled and displaced individuals), a constitutional right connected with the contents of the Mandatory Health Plan and,
finally, as a constitutional right per se, although aside from these legal considerations, users still consider it to be a labor
benefit right or a right connected with other fundamental rights.34 This is consistent with the reports of this research, in
which the administrative perspective prevails in healthcare, increasing patients’ burdens, who have to treat their disease
and face a complex system, mainly by writ for the protection of their constitutional rights and other resources, in order to
receive timely care. In this sense, oncological care should be the right to healthcare applied as a constitutional right
per se,
since it is universal, non-waivable, inherent to the human person, integral and integrative, essential for the materialization of
a dignified and good quality life, and crucial to ensure that the material equity principle is actually efficient.34

Inequities Experienced During Oncological Treatment
Among low-class patients affiliated to the subsidized regime, treatment was characterized by high physician turnover,
chemotherapy interruption and lack of family support. Middle-class patients affiliated to the contributive regime
experience physician replacement, although their treatments are not interrupted, and they are accompanied by their
relatives. Finally, high-class patients can choose their physicians, their preferences are taken into consideration, treatment
is uninterrupted, and they are highly supported by their families. Initially, it is worth mentioning that these findings are
hard to compare with prior scientific literature, since qualitative studies in this field are scarce, and quantitative studies
have mainly pointed at access to screening tests, detection tests, and initial care as main inequity issues,4–8 but have not
studied the course of treatment in depth.
It is also difficult to compare our findings with Colombian scientific literature, since the available data describes
inequities associated with access by means of quantitative approaches, that are focused on serious patient outcomes such
as survival, and not on treatment course. In this sense, statistically significant differences in the survival of patients with
breast, lung, prostate and stomach cancer have been documented, based on their health affiliation regime as being worse
among those insured individuals or individuals affiliated to the subsidized system. Differences in the survival of patients
with lung and prostate cancer have also been reported based on the housing’s socioeconomic stratum. In the case of the
affiliation regime and socioeconomic stratum, authors suggest that the inequities found may be explained by greater
underlying comorbidities, late diagnosis or barriers to timely and effective treatment.11 Moreover, regarding cervical
cancer, women affiliated to the contributive and special regime report lower mortality rates than those affiliated to the
subsidized system or those who are uninsured. A higher risk of death is also observed among young women with low
educational level.35
This evidences that inequities during the course of treatment, such as chemotherapy interruption, changes in treating
and follow-up physicians, family support and accompaniment during oncological treatment and being able to involve
patients’ preferences during this stage of their disease are unprecedented lines for the study of oncology inequities. The
lack of studies analyzing these and other inequity determinants during treatment may suggest the following important
issues:
(i) Researchers and institutions interested in this field assume that, once the patient has been diagnosed and
treatment has started, the process is consistent and the patient ends treatment with no setbacks, which is not
the case for Colombia, in which the insurance model (except for voluntary plans) leads to healthcare segmenta
tion and incoordination, where market rationale prevails and cost reduction is emphasized, also a lack of interest
on therapeutic success and the patients’ wellbeing is observed by the administrators of these benefit plans.
(ii) The health social security system does not have adequate information systems for the surveillance and assess
ment of the treatment phase, since patient records are not entered into a centralized system, but are part of each
healthcare institution. This segmentation of data may challenge the study of inequities in the treatment phase.
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(iii) The health system has perverse and lawless incentives for benefit plan administrators, so the latter have to apply
economic strategies such as reducing costs to maximize profit and permanently changing health service providers
and medicinal product suppliers, which affect patients who cannot access voluntary plans.
(iv) Clinical history is not usually conducted in a comprehensive manner because among other reasons consultation
times are short, which would account for the absence of relevant variables over the course of treatment described
in the few studies available in Colombia.
Finally, the fact that the low-class subjects included in this study needed a legal mechanism to protect their rights,
such as the writ for the protection of their constitutional rights, is consistent with the report by the Colombian office of
public defense, which stated, for the fifth time in a row, that patients with cancer filed the highest requests for these writs.
Pharmacy claims accounted for 12.6% of cases, which is a 37.7% increase between 2018 and 2019. Although the report
reflects that the amount of writs filed by subjects affiliated to the contributive and subsidized system is similar,11 the
impact on low-class subjects is higher because of the following reasons: i) their economic capital is smaller, so their
chances of accessing these services with their own resources, traveling from one IPS to another and traveling to and from
different judiciary and health institutions are smaller; ii) their social capital is smaller, so their chances of socializing with
people within the health system (physicians, administrators, managers) and/or the legal system (lawyers, judges,
representatives) who can help them are smaller; and iii) their cultural capital is smaller, so they are not familiar with
the constitutional mechanisms and control organisms (such as the national superintendency of health) that can help them
protect their rights.36

Health Inequities Experienced at the Time of Hospital Discharge
After hospital discharge, low-class patients feel deprived and abandoned by health-care providers and they perceived their homes
to be an additional burden for their disease and the hospital a quiet place in which they would get better. Middle-class patients also
felt deprivation and abandonment, since they felt that administrators did not care about their wellbeing but about reducing costs.
Finally, high-class patients experience hospital discharge with satisfaction, since their homes are suitable for recovery. As is the
case for the treatment phase, our findings cannot be compared with other reports since the available Colombian studies do not
address aspects related to the discharge phase.11,31,35,37 Moreover, in international studies, the privileges resulting from these
inequities are associated with survival or other serious outcomes.5,6,8,11
However, the results of this study are consistent with the findings of a mixed study about the degrees of satisfaction
by patients with cancer, in which affected subjects note the importance that their physical and emotional needs are met,
respectful treatment is given, and the daily requirements secondary to cancer and its treatment associated with pain,
fatigue and depression38 are met. In cervical cancer, health system and social factors have proven more relevant than
biological-individual factors when compensating health inequities.32 Overall, access to good quality healthcare and
a satisfactory discharge after treatment reflect the overlying of social, historical and environmental factors that affect
patients’ environment and life experiences.39
It was observed that family represented an additional burden for low-class patients, since these subjects do not live in
supporting and quiet places. For this reason, hospital is considered a quiet place in which they can recover. It is important
to highlight that the family aspect has generally been studied based on psychological theories of social support, and there
exists hardly any research developed explaining the sociological or economic aspects of this situation. In this sense,
a study about the importance of home for patients with advanced cancer and economic difficulties reported that their
caregivers usually have limited resources and opportunities to look after themselves and their patient, which would
increase the severity of patients’ situation.40
It is important to remember that WHO defines health as “a state of complete physical, mental and social wellbeing,
and not just the lack of affections or diseases”.41 For this reason, the healthcare of oncological patients should go beyond
hospital and expand into the family and social context in which patients live. This expansion cannot depend, either
operatively or financially, on the health system alone; other administrative government departments should also inter
vene, since health is not the result but the reflection of inequities, and no health system in the world would be able to fight
on its own against the structural inequities of a population.
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On the other hand, structural inequities, their reproduction into health inequities and their reflection onto housing such as the
ones described by the participants of this study show that inequities are not only reflected in the health outcomes traditionally
studied within the clinical-epidemiological field (morbidity, mortality, etc.); they exacerbate other traditionally non-studied
effects, such as the feeling of abandonment and deprivation. Based on this, we can suggest that inequities associated with care,
treatment and hospital discharge need to be considered so as to increase patients’ survival and reduce the psychic and social
burdens associated with such inequities. Although the categories “abandonment” and “deprivation” are not included in the health
inequities field, scientific literature about cancer does include dehumanization, which can be interpreted in different ways, such as
a malaise aside from the burden of the disease, “cold” interactions with institutions and care staff, objectification of the body by the
medical staff, a sort of elimination of a person’s dignity, a medicalization of a patient’s identity, and being treated like an object,
among other factors contributing to the deprivation and abandonment narratives of this study. These topics should be prioritized
when studying oncological care inequities.42–45
To summarize, this third axis of oncological care inequities becomes relevant since it shows unusual situations
associated with hospital discharge, which reflect the convergence of healthcare and structural problems such as the ones
mentioned by low-class patients, who do not live in a place that fosters their recovery and who consider the hospital as
the best place for this, which is why they refer to hospital discharge as a process that does not value their dignity or
identity, since their health and wellbeing seem to be ignored.

Limitations
The main limitations of this study are the fact that the population is institutionalized, so results cannot be extrapolated to
oncological patients that have not been admitted by healthcare institutions. Moreover, it is worth mentioning that
language does not fully reflect experience, since narratives are the result of experience, reflection and interpretation,
and they depend on the subjects’ background culture. In other words, language always has individual and group
elements, and is the narration of one’s own experience articulated along with others’ experience.15–17 As
a consequence, even though the lived experiences of this study reflect patients’ individual constructions of healthcare,
we should bear in mind that any lived experience reported can be influenced by the subject’s structural or social aspects,
so patients’ characteristics should be emphasized when transferring the findings of this study.

Conclusion
In this study, patients with cancer’ lived experiences reflect inconsistencies and disagreements between both legal and
constitutional apparatus and the development of effective mechanisms allowing low-class populations to manage all the
adverse situations that are limiting their daily lives.
The experiences narrated by our study participants show a series of obstacles and problematic events that determine
the way in which they manage a complex disease situation. This reflects the considerable obstacles posed by the
Colombian government structures, which should provide citizens with the necessary means to solve any difficulty
affecting their wellbeing and interests. Despite the presence of several constitutional provisions the neoliberal govern
ment styles of risk that govern the Colombian social security system do not seem to be effective enough, and they do not
allow low-class citizens to overcome a series of social determinants that condemn them to precarious situations in which
they feel abandoned. In other words, patients’ lived experiences and experiences associated with cancer reflect complex
social situations, in which social determinants affect the level of citizens’ empowerment and self-management against the
risks of disease and death. Being part of low and middle social classes means being subject to a dehumanized, cold,
impersonal and discontinuous context, in which patients are regarded as sick entities and healthcare is obviously focused
on the disease instead of individuals’ preferences and values. On the other hand, patients belonging to the high-class have
the necessary resources to face risks, which ensures access to more humanized and individualized healthcare.

Data Sharing Statement
Data has not been deposited in a public repository. Anonymised data is available on reasonable request to Luis Felipe
Higuita Gutiérrez e-mail: luis.higuita@campusucc.edu.co.

1994

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.2147/PPA.S369628

DovePress

Patient Preference and Adherence 2022:16

Dovepress

Higuita-Gutiérrez et al

Ethics Approval and Consent to Participate
This study was conducted in accordance with the Declaration of Helsinki, resolution no. 8430 by the Colombian Ministry
of Health, and the ethics, bioethics and scientific integrity policy for Colombia promoted by Colciencias (currently the
Ministry of Science, Technology and Innovation). Informed consent was obtained and recorded in audio and/or video for
all participants. The participants informed consent included publication of anonymized responses. Procedures were
authorized by the bioethics subcommittee of Universidad Cooperativa de Colombia, under record no. 027-2020.

Acknowledgments
We gratefully acknowledge the contributions of all our participants who took the time to share their stories with us.

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design,
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article
has been submitted; and agree to be accountable for all aspects of the work.

Funding
This study was supported by the Universidad Cooperativa de Colombia.

Disclosure
The authors declared no potential conflicts of interest with respect to the research and publication of this article.

References
1. Braveman P. Health disparities and health equity: concepts and measurement. Annu Rev Public Health. 2006;27(1):167–194. doi:10.1146/annurev.
publhealth.27.021405.102103
2. World Health Organization. 10 facts on health inequities and their causes; 2011. Available from: https://www.who.int/news-room/facts-in-pictures/
detail/health-inequities-and-their-causes. Accessed August 3, 2022.
3. National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Population Health and Public Health Practice;
Committee on Community-Based Solutions to Promote Health Equity in the United States. The root causes of health inequity. In: Baciu A, Negussie Y,
Geller A, editors. Communities in Action: Pathways to Health Equity. Washington (DC): National Academies Press (US); 2017.
4. Steinberg ML. Inequity in cancer care: explanations and solutions for disparity. Semin Radiat Oncol. 2008;18(3):161–167. doi:10.1016/j.
semradonc.2008.01.003
5. Evans N 3rd, Grenda T, Alvarez NH, Okusanya OT. Narrative review of socioeconomic and racial disparities in the treatment of early stage lung
cancer. J Thorac Dis. 2021;13(6):3758–3763. doi:10.21037/jtd-20-3181
6. Sosa E, D’Souza G, Akhtar A, et al. Racial and socioeconomic disparities in lung cancer screening in the United States: a systematic review. CA
Cancer J Clin. 2021;71(4):299–314. doi:10.3322/caac.21671
7. Chan J, Polo A, Zubizarreta E, et al. Access to radiotherapy and its association with cancer outcomes in a high-income country: addressing the
inequity in Canada. Radiother Oncol. 2019;141:48–55. doi:10.1016/j.radonc.2019.09.009
8. Maddison AR, Asada Y, Urquhart R. Inequity in access to cancer care: a review of the Canadian literature. Cancer Causes Control. 2011;22
(3):359–366. doi:10.1007/s10552-010-9722-3
9. Doll KM, Snyder CR, Ford CL. Endometrial cancer disparities: a race-conscious critique of the literature. Am J Obstet Gynecol. 2018;218(5):474–
482.e2. doi:10.1016/j.ajog.2017.09.016
10. Sparla A, Flach-Vorgang S, Villalobos M, et al. Reflection of illness and strategies for handling advanced lung cancer - A qualitative analysis in
patients and their relatives. BMC Health Serv Res. 2017;17(1):173. doi:10.1186/s12913-017-2110-x
11. Arias-Ortiz NE, de Vries E. Health inequities and cancer survival in Manizales, Colombia: a population-based study. Colomb Med. 2018;49
(1):63–72. doi:10.25100/cm.v49i1.3629
12. de Vries E, Uribe C, Pardo C, Lemmens V, van de Poel E, Forman D. Gastric cancer survival and affiliation to health insurance in a middle-income
setting. Cancer Epidemiol. 2015;39(1):91–96. doi:10.1016/j.canep.2014.10.012
13. Arroyave I, Cardona D, Burdorf A, Avendano M. The impact of increasing health insurance coverage on disparities in mortality: health care reform
in Colombia, 1998-2007. Am J Public Health. 2013;103(3):e100–6. doi:10.2105/AJPH.2012.301143
14. Strauss A, Corbin J. Basics of Qualitative Research Techniques and Procedures for Developing Grounded Theory [Bases de investigación
cualitativa. Técnicas y procedimientos para desarrollar la teoría fundamentada]. 2da ed. Medellín: Universidad de Antioquia; 2012.
15. Souza Minayo M. The structuring concepts of qualitative research [Los conceptos estructurantes de la investigación cualitativa]. Salud Colect.
2010;6(3):251–261. doi:10.18294/sc.2010.283
16. Gadamer H-G. Truth and Method. Continuum Publishing Group; 2004.

Patient Preference and Adherence 2022:16

https://doi.org/10.2147/PPA.S369628

DovePress

Powered by TCPDF (www.tcpdf.org)

1995

Higuita-Gutiérrez et al

Dovepress

17. Frechette J, Bitzas V, Aubry M, Kilpatrick K, Lavoie-Tremblay M. Capturing lived experience: methodological considerations for interpretive
phenomenological inquiry. Int J Qual Methods. 2020;19:1–12. doi:10.1177/1609406920907254
18. Estrada Mesa DA, Cardona Arias JA. Medical humanities from the perspective of medical students[Las humanidades médicas desde la perspectiva
de estudiantes de medicina]. Bogota: Ediciones Universidad Cooperativa de Colombia; 2020. doi:10.16925/9789587602647
19. Castillo E. Vásquez, Martha Lucía. methodological rigor in cualitative research [El rigor metodológico en la investigación cualitativa]. Colombia
Médica. 2003;34(3):164–167.
20. Cardona-Arias J, Salas-Zapata W, Carmona-Fonseca J. Challenges for the incorporation of metrics in social determinants of health approaches
[Retos para la incorporación de métricas en los enfoques de la determinación social de la salud]. Med Soc. 2020;13:33.
21. Curry LA, Nembhard IM, Bradley EH. Qualitative and mixed methods provide unique contributions to outcomes research. Circulation. 2009;119
(10):1442–1452. doi:10.1161/CIRCULATIONAHA.107.742775
22. Bauer GR. Incorporating intersectionality theory into population health research methodology: challenges and the potential to advance health
equity. Soc Sci Med. 2014;110:10–17. doi:10.1016/j.socscimed.2014.03.022
23. Wolfson JA. Poverty and survival in childhood cancer: a framework to move toward systemic change. J Natl Cancer Inst. 2021;113(3):227–230.
doi:10.1093/jnci/djaa108
24. Kollman J, Sobotka HL. Poverty and cancer disparities in Ohio. Prev Chronic Dis. 2018;15:E152. doi:10.5888/pcd15.180332
25. Departamento Nacional de planeación. What is SISBEN? [¿Qué es el sisbén?] ; 2021. Available from: https://www.sisben.gov.co/Paginas/que-essisben.aspx. Accessed August 3, 2021.
26. Peñaranda F. Public health, social justice and qualitative research: towards a research founded in values [Salud pública, justicia social
e investigación cualitativa: hacia una investigación por principios]. Rev Fac Nac Salud Pública. 2015;33(supl 1):S106–S114. doi:10.17533/udea.
rfnsp.v33s1a19
27. Wildes K. More questions than answers: the commodification of healthcare. J Med Philo. 1999;24(3):307–311. doi:10.1076/jmep.24.3.307.2526
28. Hernández M. Ethical problems: inequality, inequity and injustice. [Problemas éticos: desigualdad, inequidad e injusticia]. En el Taller
Latinoamericano de Determinantes Sociales de la Salud. México DF, México: organizado por la Asociación Latinoamericana de Medicina
Social (ALAMES); 2018. Available from: http://www.saludcapital.gov.co/Artculos%20Observatorio/Desigualdad,%20inequidad%20e%20injusti
cia_Mario_Hern%C3%A1ndez.pdf. Accessed August 3, 2022.
29. Peñaranda F. The individual, social justice and public health [Sujeto, justicia social y salud pública]. Ciênc saúde coletiva. 2015;20(4). doi:10.1590/
1413-81232015204.00552014
30. Tapera O, Dreyer G, Kadzatsa W, Nyakabau AM, Stray-Pedersen B, Hendricks SJH. Determinants of access and utilization of cervical cancer
treatment and palliative care services in Harare, Zimbabwe. BMC Public Health. 2019;19(1):1018. doi:10.1186/s12889-019-7355-3
31. Piñeros M, Sánchez R, Perry F, García OA, Ocampo R, Cendales R. Demoras en el diagnóstico y tratamiento de mujeres con cáncer de mama en
Bogotá, Colombia [Delay for diagnosis and treatment of breast cancer in Bogotá, Colombia]. Salud Publica Mex. 2011;53(6):478–485.
32. Ministerio de salud y protección social de Colombia. Actions of health insurance [Comportamiento del aseguramiento]; 2021. Available from:
https://www.minsalud.gov.co/proteccionsocial/Regimensubsidiado/Paginas/coberturas-del-regimen-subsidiado.aspx. Accessed August 8, 2022.
33. Commission on Social Determinants of Health. Closing the gap in a generation : health equity through action on the social determinants of health :
final report : executive summary [Subsanar las desigualdades en una generación: alcanzar la equidad sanitaria actuando sobre los determinantes
sociales de la salud: resumen analítico del informe final]; 2008. World Health Organization. Available from: https://apps.who.int/iris/handle/10665/
69830. Accessed August 3, 2022.
34. Gañán-Echavarría J. Legal nature of the right to health in Colombia [De la naturaleza jurídica del derecho a la salud en Colombia]; 2021. Available from:
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/IA/SSA/naturaleza-juridica-derecho-salud-colombia.pdf. Accessed August 8, 2022.
35. Bermedo-Carrasco S, Waldner CL. The role of socio-demographic factors in premature cervical cancer mortality in Colombia. BMC Public Health.
2016;16(1):981. doi:10.1186/s12889-016-3645-1
36. Defensoría del pueblo de Colombia. Tutelage and rights to health and social insurance in colombia [La tutela y los derechos a la salud y a la
seguridad social]; 2019. Available from: https://www.defensoria.gov.co/public/pdf/Estudio-La-Tutela-Derechos-Salud-Seguridad-Social-2019.pdf.
Accessed August 3, 2022.
37. Uribe Parra D, Pulido Martínez DC, De Vries E. Access to diagnostic facilities in children with cancer in Colombia: spotting opportunity and
distance from a sample. Cancer Epidemiol. 2020;64:101645. doi:10.1016/j.canep.2019.101645
38. Somayaji D, Melendez M, Kwon M, Lathan C. Access to cancer care resources in a federally qualified health center: a mixed methods study to
increase the understanding of met and unmet needs of cancer survivors. J Cancer Educ. 2021;36(3):591–602. doi:10.1007/s13187-019-01669-1
39. Zhou Y, Bemanian A, Beyer KM. Housing discrimination, residential racial segregation, and colorectal cancer survival in Southeastern Wisconsin.
Cancer Epidemiol Biomarkers Prev. 2017;26(4):561–568. PMID: 28196847. doi:10.1158/1055-9965.EPI-16-0929
40. Ferrell BR, Kravitz K. Cancer care: supporting underserved and financially burdened family caregivers. J Adv Pract Oncol. 2017;8(5):494–500.
41. Organización Mundial de la Salud. How WHO define health? [¿Cómo define la OMS la salud?]; 2021. Available from: https://www.who.int/es/
about/frequently-asked-questions. Accessed August 3, 2022.
42. Grisales-Naranjo LV, Arias-Valencia MM. Humanized care; the case of patients subjected to chemotherapy. Invest Educ Enferm. 2013;31
(3):364–376.
43. McIlfatrick S, Sullivan K, McKenna H, Parahoo K. Patients’ experiences of having chemotherapy in a day hospital setting. J Adv Nurs. 2007;59
(3):264–273. doi:10.1111/j.1365-2648.2007.04324.x
44. Canguilhem G. Writings on Medicine. New York: Fordham University Press; 2012.
45. Rose N. The Politics of Life Itself: Biomedicine, Power, and Subjectivity in the Twenty-First Century [Políticas de la vida: Biomedicina, poder
y subjetividad en el siglo XXI]. La Plata: UNIPE Editorial Universitaria; 2012.

1996

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.2147/PPA.S369628

DovePress

Patient Preference and Adherence 2022:16

Dovepress

Patient Preference and Adherence

Higuita-Gutiérrez et al

Dovepress

Publish your work in this journal
Patient Preference and Adherence is an international, peer-reviewed, open access journal that focusing on the growing importance of patient
preference and adherence throughout the therapeutic continuum. Patient satisfaction, acceptability, quality of life, compliance, persistence and
their role in developing new therapeutic modalities and compounds to optimize clinical outcomes for existing disease states are major areas of
interest for the journal. This journal has been accepted for indexing on PubMed Central. The manuscript management system is completely
online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read
real quotes from published authors.
Submit your manuscript here: https://www.dovepress.com/patient-preference-and-adherence-journal

Patient Preference and Adherence 2022:16

Powered by TCPDF (www.tcpdf.org)

DovePress

1997

