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A B S T R A C T   

Background: Access to cancer medicines is a core component of comprehensive cancer care; as such, it is in-
cluded in Mexico's public health insurance: Seguro Popular de Salud (SPS). Learning about stakeholders' ex-
periences on processes and barriers influencing access to essential cancer medicines within healthcare facilities 
allows identifying needed policies to improve access to cancer care. 
Objective: The aim of this study was to obtain the insights of health professionals in public hospitals in Mexico on 
how SPS influences access to cancer medicines regarding medicine selection, financing, and procurement and 
supply systems. The purpose is to identify policy areas that need strengthening to improve access to cancer 
medicines. 
Methods: Semi-structured interviews were conducted with 67 health professionals from 21 public hospitals 
accredited by SPS across Mexico. A framework analysis was used with categories of analysis derived from the 
World Health Organization's Access framework. 
Results: Most stakeholders reported that the availability of listed cancer medicines was sufficient. However, 
cancer specialists reported that medicines coverage by SPS was restrictive covering only basic cancer care. Public 
hospitals followed SPS treatment protocols in selecting and prescribing cancer medicines but used different 
procurement procedures. When essential cancer medicines were unavailable (not listed or stocked-out), hospitals 
reported several strategies such as prescribing alternative therapies, resorting to direct purchases, and assisting 
patients in obtaining medicines elsewhere. Other reported barriers to access to treatment were: distance to 
health facilities, poor insurance coverage, and financial restrictions. 
Conclusions: Health professionals have encountered benefits and challenges from the implementation of SPS 
influencing access to cancer medicines and care in Mexico, pointing to areas in which action is necessary. 
Finding the right balance between expanding the range and cost of cancer treatments covered by insurance and 
making basic cancer care available to all is a challenge faced by Mexico and other middle-income countries.   

Introduction 

The burden of cancer is increasing around the globe, particularly in 
low- and middle-income countries (LMIC).1–3 To provide comprehen-
sive cancer care, health systems need to overcome several barriers to 
provide timely, equitable, and adequate access to treatment, including 
surgery, radiotherapy, and cancer medicines.4 

Cancer medicines are a core component of cancer care and control, 
but many LMIC face barriers to access cancer medicines such as bud-
getary constraints, poor insurance coverage, and unreliable procure-
ment procedures.5 To improve access to cancer medicines, several 

middle-income countries (MIC) in Asia and Latin America (LATAM) 
have included cancer care within their efforts to reach universal health 
coverage (UHC),1,6,7 providing financial protection to patients and 
improving health outcomes.7 This requires an increase in health ex-
penditure, the development of cost-effective intervention packages, and 
infrastructure, in addition to improved procedures at the healthcare 
delivery level (e.g. procurement and supply systems, treatment guide-
lines, etc.) to guarantee access to cancer care.1,8 Mexico, for example, 
has developed several policies to reach UHC that include access to 
healthcare for high-cost diseases such as cancer. Most cancer care, in-
cluding medicines, has been provided in the public sector through 
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different social health insurance (SHI) schemes providing comprehen-
sive healthcare to formal employees and their families, covering ap-
proximately 50% of the population. For people not eligible for SHI, the 
government has implemented, since 2004, the People's Health In-
surance (Seguro Popular de Salud – SPS),9 covering about 40% of the 
population. 

In Mexico, the design of SPS as an effective health insurance ad-
dresses the four components that determine access to essential medi-
cines, as described by the World Health Organization's (WHO) Access 
Framework (Fig. 1).10 Essential medicines are those that satisfy the 
health needs of the population and should be available at all times and 
without financial hardship.11,12 The WHO Access Framework outlines 
four major components that determine access to essential medicines10: 
rational selection, affordable prices, sustainable financing, and reliable 
health and supply systems. The SPS has a list of covered diseases and 
interventions with their respective treatment protocols and medi-
cines,13,14 based on the national formulary (Mexico's equivalent of a 
national essential medicines list). SPS has also set reference prices for 
all medicines it reimburses.15 The SPS coverage for primary and sec-
ondary healthcare is outlined in its Universal Catalogue (Catálogo 
Universal de Servicios de Salud (CAUSES)). SPS also provides coverage 
to a limited number of high-cost interventions, including all children 
cancers and the most prevalent cancers in adults, through its Fund 
against Catastrophic Expenditures (Fondo de Protección contra Gastos 
Catastróficos (FPGC)). To guarantee health financing for the diseases it 
covers, the SPS is financed by contributions from the federal govern-
ment, the state governments, and contributions from its affiliated 
members according to their level of income.16 SPS seeks to guarantee 
the quality of healthcare delivery6,7,17 through accreditation of health 
facilities.18,19 Accredited facilities should provide medicines listed by 
SPS and follow SPS treatment protocols.15,19 However, each institution 
can decide on the procurement procedure.20 Accredited health facilities 
(mostly public, and occasionally private19) can receive reimbursement 
by SPS for some specified types of cancers only.17,19 Only a limited 
number of facilities, mostly tertiary level and specialized hospitals, 
have been accredited by SPS to provide cancer care. These hospitals are 
the focus of the present study. 

The interaction between access to essential medicines and health-
care delivery may help to understand barriers in access to cancer 
medicines.21 Previous quantitative studies1,22–25 and few qualitative 

studies5,26 have documented geographical differences in access, and 
factors influencing access to cancer medicines such as market shortages, 
unreliable supply, prices, lack of insurance coverage, distance to health 
facilities, among others.27–29 Little research has focused on the views 
and experiences of healthcare professionals in health facilities re-
garding the various factors influencing access to medicines in Mexico.10 

Healthcare professionals can provide additional information to under-
stand29,30 how processes enable or hinder access to cancer medicines at 
the point of healthcare delivery.31 Using qualitative research can, 
therefore, help to analyze and further understand the different phe-
nomena that influence access to medicines and healthcare.32 The aim of 
this study is to obtain additional information on how the SPS's im-
plementation processes and other aspects related to healthcare delivery 
influence access to cancer medicines, from the insights and experiences 
of healthcare professionals in public hospitals accredited by SPS to 
provide cancer care in Mexico. The purpose is to identify policy areas 
that need to be strengthened to improve access to cancer medicines in 
Mexico, which may be relevant as well for other MIC seeking UHC. 
Based on the WHO framework, we focused on the following processes 
or ‘components’: selection of essential cancer medicines, financing of 
essential cancer medicines, and aspects related to healthcare delivery, 
procurement and supply systems. We do not systematically report on 
affordability, as this aspect requires a quantitative approach, although 
we have noted some participants' observations on affordability as part 
of the discussion of financing. 

Methodology 

A qualitative study was conducted using the Framework Analysis as 
the methodological approach. This is a highly systematic approach 
commonly used for thematic analysis of semi-structured interview 
transcripts where a priori issues or themes of analysis have been pre- 
identified. This approach is not concerned with the generation of social 
theory, but allows to contrast data across and within identified themes 
to shed light on the phenomenon under investigation.31,33 Framework 
analysis was chosen as it is suited for applied policy research allowing 
the assessment of policies and procedures from the view of the people 
they affect; it has been widely used in healthcare settings.31,33,34 

Semi-structured interviews were conducted with 67 key informants 
in 21 public hospitals providing cancer medicines. 

Fig. 1. Key components of the WHO Access Framework addressed by SPS" is the title of the figure. 
SPS – People's Health Insurance (Seguro Popular de Salud); CAUSES – Universal Catalogue (Catálogo Universal de Servicios de Salud); FPGC - Fund against 
Catastrophic Expenditures (Fondo de Protección contra Gastos Catastróficos). 

D. Moye-Holz, et al.   Research in Social and Administrative Pharmacy 16 (2020) 1255–1263

1256



Sample 

We selected 8 out of a total of 32 states in Mexico, based on their 
level of marginalization, the number of hospitals for cancer care in the 
state, and the OECD's health well-being indicator, with the intention to 
create a heterogeneous sample of socioeconomic regions where hospi-
tals are located. Within these states, we studied 21 specialty hospitals of 
the Ministry of Health (MoH) accredited by SPS to provide cancer care 
(Table 1). In most states, all public hospitals providing cancer care were 
included in the sample. 

We interviewed 67 health professionals from these 21 hospitals, 
following a purposive sample; i.e. we sought a variety of informants 
that had direct experience in the processes that were under study: se-
lection, financing, and supply and procurement of medicines.35 We thus 
selected health professionals involved in prescription, supply, and 
procurement of cancer medicines. This included procurement officers, 
pharmacists, and oncologists. In some hospitals, other participants were 
also interviewed. In total, 23 oncologists, 21 pharmacists, 16 procure-
ment officers, and 7 SPS managers, social services personnel and/or 
hospital directors were interviewed (Table 2). 

Data collection 

The data used in this research was information gathered through 
interviews with participants at the health facilities. From March to June 
2017, the first author conducted face-to-face interviews with each 
participant in their workplace. Interviews were conducted in Spanish 

(the participants' native language), using open-ended questions and a 
semi-structured interview guide (See Supplemental Material 1). The 
interviews lasted 30–45 min; participants were allowed to provide as 
much detail as they wanted in their answers. The interview guide used 
was based on the WHO Access Framework10,36 covering the following 
topics: the selection of medicines to be procured, prescribed and sup-
plied at the hospital, the supply and procurement system, the partici-
pant's perceptions on availability of cancer medicines and various ac-
tions taken when medicines are unavailable, other barriers that the 
institution and patients may face to have access to cancer medicines, 
and their personal practical solutions to the problems they encountered. 
Interviews were audio-recorded and verbatim transcribed. 

Ethical approval was obtained from the Research Ethics Committee 
of the National Institute of Public Health (INSP) in Mexico (CI-1406). 
Before the interview, the purpose of the study was explained to parti-
cipants, who also read and signed an informed consent form. 

Data analysis and reporting 

A framework analysis was used to describe, compare, and interpret 
aspects that influence access to cancer medicines in the hospital setting 
in order to generate policy-oriented findings.31,33,34 In data analysis and 
reporting, we also considered the Coreq-32 checklist guidelines (Sup-
plemental Material 2). 

First, each transcript was read independently until the content was 
fully understood to distinguish concepts and categories.33,35,36,37 This 
initial framework defined the following themes and sub-themes (codes): 
selection of medicines (including selection of medicines for procure-
ment, prescription practices, insurance coverage); financing of medi-
cines (resources and budget for medicines, sources of funding); and 
procurement and supply mechanisms (procurement planning and pro-
cedures; actions to guarantee supply of medicines). Coding and dis-
cussing a first set of 7 transcripts using these initial themes allowed 
refining codes and identifying emerging sub-themes, particularly those 
that were categorized as “other barriers” preventing effective access to 
cancer medicines, with which the final analytical framework was con-
structed and applied to all subsequent transcripts. Coding was carried 
out using a qualitative data management software (Atlas.ti®), to iden-
tify, compare, and analyze commonalities, differences, and patterns 
within the data.31,33,34 Next, we rearranged the data according to the 
themes and codes, and finally interpreted and reduced them into final 
results.33 Coding and data analysis were conducted in Spanish by the 
first and second authors (both Mexicans, and Spanish native speakers) 
to prevent translation biases or misinterpretation of the data. Final 
results were translated into English to be discussed with all authors and 
for reporting purposes. 

Results 

Selection of cancer medicines in public hospitals 

Informants reported that selection of medicines for procurement 
and prescription followed the SPS protocols. Most procurement officers 
and pharmacists considered the hospital list of selected cancer medi-
cines as appropriate and complete, as they are the “minimum” required 
by SPS protocols, involving mainly “first lines” of treatment.  

“Because those [medicines] are the ones described in the SPS pro-
tocols, those are the minimum required that we need to have to treat 
a patient who has any of the cancers…” (Participant 44_Pharmacist, 
Jalisco)  

However, most oncologists considered the SPS protocols to be too 
restrictive: because second or third lines of treatment are not covered 
and are, therefore, not available. Oncologists, mainly focusing on the 
individual patient's interest, felt that they do not have the appropriate 
medicines to prescribe, as some of their patients do not respond to SPS 

Table 1 
Characteristics of selected states for hospital sampling.      

State Level of 
Marginalization 

OECD Health well- 
being indicator 

Number of public 
hospitals  

Campeche High Low 1 
Oaxaca High Low 2 
Veracruz High Low 3 
Chihuahua Medium Low 2 
Guanajuato Medium Medium 3 
Yucatan Medium Medium 2 
Jalisco Low High 4 
Mexico City Low High 4 

OECD - Organization for Economic Co-operation and Development.  

Table 2 
Demographics and Characteristics of participants.    

Demographic Number of Participants (n = 67)  

Occupation 
Pharmacist 21 
Oncologist/Clinician 23 
Procurement and supply officer 16 
Hospital director/subdirector 1 
Social worker 1 
SPS officer 3 
Hospital manager 2  

Gender 
Male 38 
Female 29  

Location 
Campeche 3 
Oaxaca 7 
Veracruz 9 
Chihuahua 11 
Guanajuato 9 
Yucatan 7 
Jalisco 11 
Mexico City 10 

SPS – People's Health Insurance (Seguro Popular de Salud).  
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protocols and need other medicines.  

“No, it's not enough. Our hospital works with SPS, and for the 
cancers that are covered by the SPS we follow the SPS protocol. We 
have to adapt to these protocols and give medicines according to 
these protocols. But in more than half of the cases, at some point in 
their treatment, patients do not respond to the treatment in this 
protocol and need a treatment that is not covered by SPS…” 
(Participant 33_Oncologist, Guanajuato).  

“No. Because suddenly the protocols leave some medicines out … 
[… and some innovative medicines] are not covered by SPS. I do not 
know how often they update these protocols, because it is illogical 
that we have these medicines listed in the national formulary, and 
yet in the SPS protocols [these medicines] are not covered” 
(Participant 55_Pharmacist, Veracruz)  

Prescription of treatment regularly followed the SPS protocols and/ 
or the national clinical guidelines (NCG), particularly for diseases 
covered by SPS, as these regulate the coverage of medicines and pre-
scription of treatment. Physicians reported that they feel limited on 
clinical decisions, and feel obliged to prescribe following these proto-
cols, as SPS only covers and reimburses medicines listed in these.  

“We have to comply [with the SPS protocols]…because they in-
dicate the authorized medicines.” (Participant 3_Oncologist, 
Campeche)  

However, although clinicians must follow the SPS protocol, clin-
icians also regularly referred to international clinical guidelines (e.g. 
the US National Comprehensive Cancer Network (NCCN) and European 
clinical guidelines), for educational activities and to prescribe to pa-
tients or diseases without SPS coverage.  

“NCG, SPS and NCCN. Any of these serve as a guide for prescription 
or procurement...But regarding SPS, it is SPS, because that's what 
they pay you for and you're only going to use that type of medicines 
because that's what the SPS protocols say”. (Participant 
39_Oncologist, Jalisco)  

Reference to treatment guidelines other than SPS protocols usually 
led to the prescription of medicines without coverage and therefore not 
available at health facilities. All participants agreed that the SPS pro-
tocols are outdated as a basis for reimbursement, and must be fre-
quently updated to expand coverage and include some new medicines 
already listed in the national formulary. 

Financing of medicines 

Hospitals receive reimbursement from the SPS to finance a range of 
cancer care and medicines. All hospitals, except one hospital in 
Campeche, received additional financial resources from the MoH (state 
or federal). However, participants reported that this budget is limited 
and may not cover all patients’ needs.  

“[We] do not have the budget availability to the extent that we need 
it. The central MoH offices cannot buy the necessary and sufficient 
supply of medicines...There are the two factors: one, that they do not 
have the budget, and another, that with the income that we generate 
[in the hospital], [we] cannot buy [the medicines we need]. 
(Participant 61_Procurement officer, Veracruz)”  

Furthermore, delays on the SPS reimbursement were also reported, 
which can push hospitals into debt with suppliers, who in turn may stop 
supplying. Some participants also reported that the SPS budget per 
patient per disease is insufficient, thus requiring additional resources to 
cover the patient's treatment.  

“…From the government… [financial] resources do not arrive on 
time to make the payments. [Cancer] patients are usually covered by 
SPS. When [SPS] does not pay in time…, or the proper 

administrative procedure is not done or there are issues in the 
process, the money does not arrive, the supplier is not paid, and the 
supplier does not supply the medicines. In many cases, they have 
agreed to supply the medicine(s) but the hospital goes into debt. 
That has forced them to stop supplying”. (Participant 
36_Pharmacist, Jalisco)  

“Most of the patients we treat here, are “lucky” patients with SPS 
coverage…The problem is when there is a budget assigned by the 
SPS, and this budget is exhausted...the budget assigned to the pa-
tient is not enough to cover the whole treatment…The budget [al-
location] and diagnosis is made only once.” (Participant 
2_Pharmacist, Campeche)  

When medicines without SPS coverage are prescribed, many hos-
pitals try to absorb the costs of such treatments, totally or partially in 
order to serve the patient. When the hospitals cover these costs, they 
use resources from other areas or other programs. In some cases, pa-
tients would only pay an income-dependent co-payment, and the hos-
pital would cover the rest. However, when hospitals do not have the 
financial resources to cover all patients’ needs, patients are referred to 
charity organizations or to private pharmacies to get medicines at 
discounted prices. In practice, many patients lack the resources to pay 
for (high-cost) cancer medicines and other associated costs, and their 
treatment is often interrupted. 

Reliable healthcare and supply systems 

The views about the timely availability of cancer medicines differed 
between hospitals. The minimum required amount of medicines with 
SPS coverage was available, particularly for cancers for which the 
hospital was accredited for. However, many oncologists and procure-
ment officers reported on an irregular supply of medicines.  

“…within the annual pharmacy budget, a fixed budget is always 
considered for cancers where we have SPS accreditation. In this 
regard, we cannot have poor availability, therefore there is always 
[availability of medicines] for these [cancers]. But we do not have 
medicines available for those [cancers] where we are not accredited 
[by SPS].“(Participant 51_Direccion Medica, Oaxaca)  

Hospitals plan medicines procurement following annual and/or 
monthly statistical records on medicine utilization and projections of 
patient numbers. Hospitals consider diseases they are accredited for, 
prescription practices and SPS coverage. To ensure the timely supply of 
medicines and to prevent stock-outs, some hospitals request medicines 
one or two months in advance and request 10–20% additional amounts. 
Following the administrative requirements for SPS reimbursement has 
led to better procurement planning.  

“The supply and procurement projection considers all the medicines 
covered by SPS and included in the treatment protocols for the ac-
credited oncological pathologies. …The [procurement] projections 
[also] consider the number of patients that we are attending and… 
we increase the coverage ceiling up to 20% after observing the in-
crease in the demand through new cases every year, so that we do 
not fall below the demand for patient care.” (Participant 
54_Direccion Medica, Veracruz)  

Hospitals used a variety of procurement procedures to guarantee the 
timely supply of medicines, as summarized in Table 3. 

Overall, hospitals are satisfied with outsourced services (com-
pounding pharmacies and outsourced pharmacies) as these services 
have guaranteed the timely supply of medicines and have allowed for 
the transfer of pharmacy management responsibilities.  

“What is given to the patient is the only thing that is paid. With this, 
we avoid having an inventory that could fall into slow or null 
movement or that can expire, which would be detrimental to the 

D. Moye-Holz, et al.   Research in Social and Administrative Pharmacy 16 (2020) 1255–1263

1258



budget of the institute…A risk transfer was made to the awarded 
[outsourced] suppliers…and the responsibility for surveillance, ex-
piration, storage, and delivery of the product is in their hands”. 
(Participant 22_Procurement Officer, Mexico City)  

Hospitals supplied centrally by the MoH reported more supply de-
lays and stock-outs. These delays were caused by poor procurement 
planning at the MoH level without considering the hospital's demand; 
participants were not able to provide more in-depth reasons. 
Additionally, some hospitals resort to direct purchases to meet demand 
and complement their procurement procedures. However, the high 
costs of medicines and the bureaucracy related to administrative pro-
cedures may limit the capacity of the institution to get treatments in a 
timely manner, particularly for medicines without SPS coverage.  

“With change of [state] government, there have been administrative 
issues and then we started with shortages [in the supply]. Right 
now, we have many medicines shortages…“(Participant 8_SPS of-
ficer, Chihuahua)  

A common reason explaining the unavailability of medicines was 
that suppliers failed to supply due to shortages related to a lack of 
production or importation problems, thus showing the vulnerability of 
the supply system.  

“[Shortages in the market] means that no supplier can provide [the 
medicine], normally it happens when…imported medicines going 
through customs are quarantined to verify that the lots are correct. 
However, during that period [the quarantine] there is no medica-
tion. Then we are in trouble…nobody can sell [the medicine] and 
we cannot buy it [elsewhere].” (Participant 9_Admin, Chihuahua)  

“I have seen bad habits of the companies…When there is a cheap 
medicine available and an innovative medicines is going to be 
launched…companies take off the market the cheap medicine to 
force you to buy the expensive one.” (Participant 16_Pharmacist, 
Mexico City)  

Hospitals resort to several mechanisms to guarantee access to 
treatment for individual patients when urgently needed medicines are 
unavailable (out of stock, not supplied, not in the contract/tender, 
market shortages, procurement issues or not covered by SPS). Initially, 
the hospital looks for alternatives: other product presentations or gen-
eric alternatives, and in some cases therapeutic alternatives. If an al-
ternative is not possible, then the hospital will try to get the medicine(s) 
through other means and requests the patients to wait and come back 
when the medicine(s) is available. The following practical solutions 
were also mentioned: threatening with administrative sanctions to 
suppliers to enforce medicine delivery; borrowing medicines from other 
institutions; direct purchase; referring patients to social services of the 

hospital where their socio-economic status is assessed and patients can 
be supplied at (special) lower prices; or referring patients to the hospital 
board, charity organizations, or governmental institutions for medicine 
donations.  

“If [the medicine] is not available in another health institution [for a 
loan] or at [the MoH] warehouse, the doctor is consulted to see if he 
can prescribe an alternative that may be in existence. If it is defi-
nitely the only medication that can be used, donations are sought 
through other institutions, such as civil associations, to obtain the 
medication… We ask the patient to wait.” (Participant 
15_Pharmacist, Chihuahua)  

At the healthcare delivery level, another main condition limiting 
access to cancer care and medicines is the lack of SPS accreditation. 
Healthcare providers are restricted in providing cancer care when the 
hospital has no SPS accreditation for some diseases. In this case, pa-
tients are referred to other accredited facilities or patients pay out of 
pocket for treatment at a minimum cost. Receiving patients from other 
facilities, or even from other states, can cause an unforeseen increase of 
demand at accredited healthcare facilities, which may exceed the hos-
pital's projections on medicines' supply.  

“…since SPS has a portability character, patients with SPS can come 
here to receive healthcare. That unforeseen flow of patients affects 
the medicine supply”. (Participant 1_Direccion, Campeche)  

“There are no medicines for other [non-accredited] pathologies. We 
need accreditations to have access to the federal resources and be 
able to supply [medicines for other pathologies]”. (Participant 
45_Admin, Oaxaca)  

“If we are not accredited for certain pathologies, we refer the pa-
tients to other [accredited] facilities, to which the patient may not 
go” (Participant 55_Pharmacist, Veracruz).  

Furthermore, there are additional barriers influencing access to 
cancer care and medicines at the healthcare delivery level, as presented 
in Table 4.  

“The State is large and the population we serve is of very low social, 
cultural, and economic level. The problem is the proximity to their 
treatment, as these patients need to pay out of pocket for trans-
portation to get from remote places to the hospital…it sets a pattern 
in treatment compliance and ultimately it considerably impacts the 
success of the treatment.” (Participant 64_Oncologist, Yucatan)  

“Many [patients] do not know how to read and…there is mis-
information, as sometimes they think that they will have to pay [for 
healthcare]….They do not know that the SPS is an insurance….and 
ignore that [medicines] are [cost] free and that they are entitled to 

Table 3 
Medicines procurement procedures.    

Procurement and Supply Procedure Characteristics  

Centralized Procurement by MoH (n = 6)  - Planning, procurement and distribution of medicines to facilities carried out by the MoH  
- Hospitals send medicines requirements and the MoH routinely supplies and distributes medicines according to 

requirements 
Tender (n = 4)  - Public tenders according to law and contracting with several suppliers  

- Routine supply according to contract (e.g. monthly or every 2–3 months) 
Outsourced Pharmacy (n = 5 (+2 with a compounding 

pharmacya))  
- Contract with a private company that provides comprehensive pharmacy services and medicines according 

to list in the contract  
- Risk transfer of stock management that guarantees supply and availability in a timely manner  
- One single contract and payment of only medicines used 

Compounding Pharmacy (+outsourced pharmacy or tenders) 
(n = 6)  

- Contract with a private company with the infrastructure and personnel to carry out medicines compounding 
procedures  

- Provides chemotherapy mix according to patient's prescription and requirements. Supplied max. every 24 h 
according to patient's appointments 

a 2 hospitals reported having an outsourced pharmacy for all non-intravenous medications supplied in the hospitals in addition to a compounding pharmacy 
providing intravenous medicines and chemotherapy bags. n – number of hospitals surveyed out of 21; MoH – Ministry of Health; max. = maximum.  
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their medicines…There are several (indigenous) people that are 
afraid to ask [for information and about the SPS]. [The hospital] 
they do not guide them well…“. (Participant 63_Pharmacist, 
Yucatan)  

Discussion 

Mexico has developed several policies to increase access to cancer 
care. SPS was introduced in 2004 aiming to expand health coverage and 
access to medicines, influencing the selection, prices, procurement, and 
financing of medicines as well as healthcare provision for cancer pa-
tients. However, little is known about the actual accessibility of cancer 
care and medicines at the healthcare delivery level, and how health 
facilities deal with processes to guarantee access to cancer medicines in 
Mexico. The results report on the insights of participants on how the 
SPS policies and processes impact on access to cancer medicines at 
health facilities. The selection of medicines by SPS has contributed to 
the better availability of these, although this selection has also been 
considered as limiting. Due to untimely reimbursement, health facilities 
have faced challenges to finance medicines. Most hospitals have re-
sorted to outsourced procurement procedures, which have contributed 
to the availability of medicines and the efficient use of resources. Other 
barriers were identified hindering equitable access to cancer treatment. 
The following sections detail how the SPS has influenced the selection 
and availability of medicines, their financing, and the procurement 
procedures within accredited cancer hospitals. 

How the SPS coverage influences the selection and availability of cancer 
medicines in health facilities 

The availability of listed medicines is generally regarded as suffi-
cient in hospitals providing cancer care, particularly for medicines with 
SPS coverage. However, the list of medicines and SPS protocols de-
termining coverage and used for the selection and prescription of 
medicines was regarded as too restrictive and thus insufficient for 
providing appropriate cancer care, particularly for the treatment for 
advanced stages of cancer or for patients not responding to standard 
treatment. This is worrisome, as many patients in Mexico are diagnosed 
at advanced stages and thus require treatment accordingly.38 

Although the SPS protocols are based on international and national 
clinical guidelines, they were frequently regarded as outdated30,38 

making clinicians refer to other clinical guidelines (e.g. NCCN) and, 
thereby, pushing patients towards getting treatments without insurance 
coverage. On the government's website, treatment protocols dated 
2011–2012 were updated only until 2017–2018.14 The regular revision 
and update of SPS protocols is necessary to guarantee that the covered 
treatment provides adequate cancer care. This update to expand cov-
erage with the most cost-effective interventions should consider scien-
tific and health-economic evidence, clinicians' and experts' opinions 
and experiences to avoid clinical disagreement, and budgetary space. 
Previous research has reported on the challenges on the implementa-
tion of clinical guidelines in Mexico.39 These challenges include the lack 

of training of health professionals, the lack of incentives to use such 
guidelines, and the lack of resources for an implementation process. 
Therefore, investments are necessary to regularly update and properly 
implement the SPS protocols across the country to harmonize cancer 
treatment.30,38,40,41 

How SPS influences the financing of cancer medicines in health facilities 

Because of the limited budget for cancer treatment and late re-
imbursement by SPS, hospitals have failed to cover all patient's treat-
ment needs. When medicines are not covered by SPS and/or hospitals 
are not timely reimbursed by the SPS,42,43 some hospitals cover (some 
of) these costs or patients are pushed to pay out-of-pocket.43,44 Re-
imbursement delays by SPS have been reported by previous studies,17 

which have underlined the need to simplify and support administrative 
procedures both in hospitals and SPS offices. Hospitals paying for 
medicines without SPS coverage may jeopardize their budgets, and the 
costs of cancer medicines can impoverish patients, which can lead to 
treatment cessation.45 Considering that many patients are only diag-
nosed at advanced stages of disease and not all prevalent cancers are 
covered yet (e.g. lung cancer, stomach cancer),38,46 SPS needs to con-
sider expanding coverage to other treatable cancers, and consider 
policy options for those patients that do not respond to covered treat-
ment. These actions will require measures to guarantee the timely 
availability of resources to health facilities without compromising the 
financial sustainability of the system. European countries, the US, 
Russia, Turkey, and other LATAM countries5,26,47,48 have also reported 
that poor coverage, lack of resources and high costs of medicines can 
push physicians to decide not to treat or prescribe less-effective treat-
ments. Mexico and other countries need to address coverage, as well as 
administrative and budget constraints in order to guarantee access to 
cost-effective interventions and promote the best level of cancer care to 
the largest possible number of patients. 

How procurement and supply procedures influence access to cancer 
medicines in health facilities 

Results report on different procurement and supply procedures, and 
other related aspects that have influenced the availability of cancer 
medicines in public hospitals in Mexico. The most common procure-
ment procedure was outsourcing the pharmacy service to private 
companies and/or compounding pharmacies. It was regarded that 
handing over the full responsibilities of pharmacy management and 
services to private providers has resulted in an efficient use of re-
sources, timely supply and availability of essential cancer medicines, 
and stable medicine prices.20,49 However, facilities could face problems 
related to inadequate procurement planning and provider non-com-
pliance.20,42 The UK, the US, Kenya, and South Africa have also out-
sourced pharmaceutical service delivery.50–53 In these countries, out-
sourcing pharmacy services has provided savings by reducing pharmacy 
staffing costs and the prices of medicines; it has allowed maintenance of 
stocks and efficiency in the use of available medicines preventing 

Table 4 
Additional barriers influencing access to cancer medicines at the healthcare delivery level.    

Barriers Characteristics  

Hospital's infrastructure and capacity - Not enough space and beds to provide timely ambulatory treatment to meet demand 
Delayed diagnosis and provision of information - Lack of awareness on cancer early detection, prevention, and timely diagnosis; patients are diagnosed at late stages of cancer 

where treatment is more complex 
- Lack of proper guidance and information provision to patients about SPS entitlements and access to healthcare 

Distance to healthcare facility - Patients living in remote rural areas or in places far away from cities where hospital(s) is located; or patients referred to an 
accredited hospital in other city or state 
- Associated traveling and accommodation costs may prevent patients from seeking care or accessing medicines. These costs 
are not covered 

SPS – People's Health Insurance (Seguro Popular de Salud).  
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damages caused by market shortages. These experiences show that 
contracting pharmacy services can drive efficiency in healthcare de-
livery.50,53,54 

It was regarded that hospitals using tender processes or supplied by 
the MoH through centralized procurement faced more problems with 
timely supply of medicines. Facilities encountered problems related to 
administrative changes, corruption at the governmental level, poor 
planning, procurement, storage, and supply by the MoH20,42 resulting 
in unavailability and unreliable supply of medicines. In other countries, 
a centralized procurement has had mixed outcomes. In India and China, 
some provinces have guaranteed availability of medicines, lower pro-
curement prices and a satisfactory inventory management, while other 
provinces have reported unreliable supply, frequent stock-outs, and 
inefficient distribution mechanisms.55,56 Health facilities should iden-
tify and tackle, at the MoH and institutional level, those aspects that 
influence and prevent efficient procurement and supply procedures of 
medicines to health facilities. 

When medicines were unavailable, hospitals have made strong ef-
forts to guarantee access to treatment to avoid disruptions in care. The 
most common solution was to look for therapeutic alternatives that 
might be available at the time. However, some experts believe that 
using alternative therapies can interfere with procurement planning 
projections, increase the cost of care, provoke medication errors, and 
lead to disease progression when clinicians substitute originally pre-
scribed treatment for another less effective that is available at that 
moment to avoid disruption of care.57–60 Furthermore, direct purchases 
were used to complement medicines procurement for unavailable and 
urgently needed medicines, and more frequently for medicines without 
SPS coverage.42 Particularly, the prescription and use of medicines 
without SPS coverage should be discouraged; direct purchases should 
only be allowed for medicines with SPS coverage. However, the 
WHO61,62 discourages direct purchases, as these may interfere with 
procurement projections,20 medicines could be overpriced,42 and in-
stitutions may inefficiently use resources from other programs63 to 
cover these medicines. The practical application of the concept of es-
sential medicines demands that the originally prescribed treatment 
should always be available to prevent treatment delays, treatment 
failure and disease progression.47 The use of direct purchases points to 
procurement inefficiencies and calls for action to improve such pro-
cesses. 

How other barriers influence access to cancer medicines in health facilities 

Additionally, there were several barriers affecting access to treat-
ment by patients at the healthcare delivery level. Travel costs from 
rural areas to the few accredited cancer centers were regarded as a 
substantial barrier to access cancer treatment.64 SPS and health in-
stitutions should invest resources to increase the number of accredited 
facilities in strategic regions to reduce the distance to health facilities 
for rural populations30,64,65 and relieve the current load of patients in 
third level hospitals. Other LATAM countries and the USA5,7,19 have 
also reported distance to health facilities and the inability to pay 
transportation costs to impede access to cancer treatment. In addition to 
improving road infrastructure and transportation by the government, it 
is necessary to expand accreditation and cancer care into a wider range 
of health facilities to bring healthcare closer to patients. 

Strengths and limitations 

This study provides additional information based on stakeholder 
views on processes and barriers that health facilities face to provide 
access to cancer medicines to patients with SPS coverage. To our 
knowledge, this is the first large-scale qualitative study using stake-
holder interviews to explore key components of access to essential 
cancer medicines in Mexico from the point of view of health profes-
sionals at public health institutions. Using the WHO Access Framework 

on access to medicines has allowed for the identification of key areas in 
which action is necessary. Using this framework also allows interna-
tional comparisons with countries exploring these components of access 
to medicines in their healthcare delivery settings. 

This study has some limitations. Healthcare is decentralized in 
Mexico, which has resulted in heterogeneous healthcare management 
and delivery across states.66,67 Therefore, although we gathered in-
formation from a vast amount of participants from many regions of the 
country, our results might not capture some specific issues faced by 
regions not included in the study. Furthermore, data and information 
reporting on aspects and processes influencing access to cancer medi-
cines and actual access to cancer medicines in other SHI is not avail-
able. This limits the possibility to compare access to cancer medicines in 
health facilities accredited by SPS against SHI health facilities. Further 
research should explore access to cancer medicines in SHI and compare 
it against SPS. Additionaly, although we strived to analyze and compare 
our results with the literature, evidence lacked on the views of other 
relevant stakeholders, such as policymakers and particularly patients. 
The policymakers17 and patients’ experiences on availability, afford-
ability, and accessibility to cancer medicines and care were not con-
sidered. Future research can explore the views and experiences of other 
stakeholders and consider these to improve the quality of cancer care 
and effective access to medicines. 

Implications 

This study shows that SPS, a policy aiming towards UHC, includes 
relevant components directed to improve access to essential cancer 
medicines. However, within procedures pertaining to each of these 
components, challenges remain. Using other financial resources was 
considered as a hindering aspect on better access to cancer medicines. 
Thus, improving the efficiency of SPS's reimbursement procedures can 
promote timely reimbursement and guarantee the timely availability of 
financial resources. Insurance coverage was also regarded as a chal-
lenge for patients with advanced stages of cancer or with cancers not 
covered by SPS. Since geographical access is still unequal and the 
overall cancer burden continues to grow in Mexico,64,65 expanding 
coverage geographically, by a wider number of facilities, and in the 
range of diseases and medicines could address barriers to access to 
cancer care and medicines. Accreditation of facilities could include 
secondary level and private healthcare facilities,19 based on SPS's de-
fined package of services at defined costs.68 Care and treatment for 
other prevalent treatable cancers could be considered to expand SPS 
coverage (e.g. lung and stomach cancer).69 The regular update of 
treatment protocols was regarded as a key aspect to be addressed in 
order to respond to the needs of patients. Therefore, the regular revision 
and update of treatment protocols can ensure that the most cost-ef-
fective treatments for cancer are covered. The latter would reduce the 
need for ad-hoc treatment decisions by clinicians, and work towards 
equity and harmonization of cancer care throughout the country. All 
these actions could be considered in the National Cancer Control 
Plan.38,70 

The differences in the procurement procedures were also considered 
as one of the aspects influencing the availability of medicines. Hence, 
monitoring and, where necessary, revising procurement procedures can 
benefit hospitals and cancer institutions by ensuring that the most cost- 
effective and efficient procurement mechanisms and procedures are in 
place. Hospitals need to guarantee the availability of necessary re-
sources to meet the full and justified health requirements of patients, 
rather than referring patients to charity.71 Reliance on charity indicates 
a lack of resources to meet the full and justified health requirements of 
patients, which is a basic responsibility of the government. 

Furthermore, the current government (entering office since late 
2018) has proposed the substitution of the SPS with a new system for 
universal access to health services and medicines. Although details of 
this new system are unknown, the findings of this research could 
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provide relevant lessons to be considered for the new system's func-
tioning.72 

Conclusions 

The implementation of the SPS in Mexico has addressed key com-
ponents to favor equitable access to cancer medicines, which, however, 
face several barriers in health facilities. Health professionals have en-
countered benefits and challenges from the implementation of SPS in-
fluencing access to cancer medicines and care. SPS's coverage and 
timely availability of resources need to improve and expand to address 
patient's needs and the availability of cancer medicines in health fa-
cilities. The procurement processes in place need to guarantee timely 
and efficient access to covered cancer medicines. The right balance 
needs to be found between expanding the range and cost of cancer 
treatments covered by insurance, and making basic cancer care avail-
able to all - a challenge that other middle-income countries will also 
face. 
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