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Abstract

This article is aimed at providing insights into the experiences of rural nurses’ and their perceptions in relation to disciplinary values, particularities of the cultural con-
text, institutional constraints in such settings, and the effects of other health systems on the day-to-day healthcare practices carried out in low-resource health centres.
This study is based on a framework of equity used to explain such differences in access to preventive and adequate care, which result in different rates of morbidity
and mortality among regions. Many researchers provide evidence to support the idea that persistent lack of accessible, affordable, and culturally relevant programs
for cancer prevention and health promotion among medically underserved and historically marginalised populations are strongly associated with cancer disparities.
Among underserved populations, rural communities are particular vulnerable in getting access to adequate cancer care. The daily work of nurses in rural settings can

provide clues to help understand what happens between the broader organisation of care system directives and the daily routines carried out in health centres.

Introduction

This article is aimed at providing insights into the experiences of
rural nurses’ and their perceptions in relation to disciplinary values,
particularities of the cultural context, institutional constraints in such
settings, and the effects of other health systems on the day-to-day
healthcare practices carried out in low-resource health centres and
anchored in long-term studies on cancer inequity in Argentina.

The importance of the study of cancer in low and middle resources
countries has been addressed by the World Health Organization which
warns that the majority of the global cancer burden is found in such
regions and calls for an initiative to tackle it by focusing priorities on
the examination of the pillars of cancer control: prevent, treat, and/or
cure cancers when possible, and provide palliative care when required
[1,2]. Some of the common reported problems are advanced stages of
diagnosis, the lack of early detection programs, the need to improve
access, the lack of availability of quality cancer treatment centres,
insufficient surveillance and cancer registry systems, health care
disparities, poor infrastructure, a dearth of cancer treatment facilities,
inadequate human resources and absence of resources for education
and training in oncology and palliative care, the lack of access to
preventive measures and treatments, which are scarce and inequitable
[3,4]. Even when the burden continues to rise there are many efforts
and initiatives to control cancer in these countries. One advance has
been prevention programs to rural populations and the promotion of
community based participatory research which engage not only local
people but also primary care providers in the process. The integration
of primary care providers into cancer control plans is crucial to avoid
over-burdening the care system with an over-presentation of late stage
disease, thus there are several incentives to work in rural locations [3].

This study is based on a framework of equity used to explain
differences in access to preventative and adequate care, which result in
different rates of morbidity and mortality among and within countries
[5,6]. After decades of study, there is a consensus on the existence of
social inequalities in health within many societies and links between
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social and health care inequalities have been examined [7,8]. Such
studies based on the determinants of health that is the social and
economic structures shaping health outcomes at the individual and
population levels lead to the “health gradient’, the inverse relationship
between social position and health, likely the most salient findings on
the social determinants of health [9-13].

As Angus, et al. (2013) sustain, even when most determinants of
health and illness are situated outside the health care sector, they are
deeply connected in the search for and subsequent access to care [14].
The importance of studying the health sector at different levels to address
cancer inequities has been extensively proved, and the mechanisms by
which disparities in cancer care are generated have been described in
the literature [15,16]. Cristopher, et al. (2013) note that cancer inequities
associated with cost, organisational, and transportation barriers are, at
least in part, responsible for racial and ethnic differences [17]. Many
researchers provide evidence to support the idea that persistent lack
of accessible, affordable, and culturally relevant programs for cancer
prevention and health promotion among medically underserved
and historically marginalised populations are strongly associated
with cancer disparities [18]. Among underserved populations, rural
communities are particular vulnerable in getting access to adequate
cancer care. Most of the services are provided in health centres located
in the largest cities. Fewer studies have investigated avoidable causes
of cancer, its impact in daily lives, how priorities employed to control
the disease are implemented, and other related features [14,19]. While
diagnosis and treatment are improving in urban settings, the rates of
morbidity and mortality are increasing in many rural areas, with scarce
or non-existent resources [20]. Sinding, et al (2005) found that a
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common problem was the lack of communication among primary care
physicians and the specialists of urban centres [21].

The investigation of Coughlin, et al. (2008) explores the relationship
between the persons’ race/ethnicity and the factors of the area in
connection to health access, one of the most significant variables being
the place of residence, rural or urban, with persons in rural areas
having less controls. Broom and Assa (2011) demonstrated that in
India biomedical cancer services are largely available to the wealthier
cohorts of urban populations, whereas in rural areas there are often no
treatment facilities or biomedical oncological expertise [19,22]. Gray
and colleagues (2004) show that rural women chose cancer treatments
that involved the shortest period of displacement from their homes, far
from home and supportive networks, to avoid spending weeks while
receiving radiation or chemotherapy [23]. Rural communities are more
likely to be medically underserved, requiring patients to travel farther
distances for care [24]. The consensus in the literature is that inequitable
conditions, such as poverty and unemployment, interact to create
health inequalities in rural populations that already face significantly
limited opportunities [12].

Therefore, one of the first steps toward cancer control is an
understanding of the nature of the cancer burden in traditionally ignored
regions, such as rural populations, especially with respect to cancer care
provision, human resources, overall impact, patients’ perceptions, and
cancer etiologies, for which social disciplines can provide standpoints
that shed light over less known areas. In that sense, there is a consensus
within academic literature about the role of nurses who work in the
public health sector, especially in community health, for supporting
healthy public policies even those oriented to socio-economical causes
of illness and health which include social and economic exclusion,
[15,25,26]. The daily work of nurses in rural settings can provide clues
to help understand what happens between the broader organisation
of care system directives and the daily routines carried out in health
centres.

Methods
Design

The results of this study are drawn from a larger body of research
conducted from 2015-2017 and supported by the University of Buenos
Aires (Strategic Development Project, PDE 2015). Aimed at identifying
symbolic and structural features of the sanitary system operating as
deterrents or facilitators at different phases during the continuum of
cancer control, the research, which is still undergoing analysis, focuses
on the role of health centres of vulnerable peri-urban and rural areasin a
province of Argentina (Entre Rios, Diamante Department). The design
was a collaborative study based on a wide array of mainly qualitative
methods, according to the specific goals of each phase. The flexibility of
this type of design was a requisite due to the uncertain contexts selected.
Although our aim was to investigate cancer-related issues, we needed to
be “open” to what was important for the communities analysed, such as
unemployment, youth addictions, and environmental problems.

Setting and population

The geographic areas and populations of interest were located in
a province of Argentina, Entre Rios. We included selected medically
underserved areas in peri-urban and rural areas. Only the analyses
of rural health centres were included in this article. Due to the small
communities, which may have easily identified the health centres
involved, we decided to include three of them.

Nurs Palliat Care, 2018 doi: 10.15761/NPC.1000190

This study included three partners: 1) health personnel; 2)
communities where the health centres are located; and 3) stakeholders
and policy makers. In this article, we analyse the first group, with a
focus only on nurses. They were four professional nurses: half of them
women, two of them with a postgraduate specialization in Social and
Communitarian Health. Three of them belong to the communities
where the Heath Center were settled and all of them had more than 10
years of being rural nurses, but not necessary in the same institutions

Interview recruitment and sample

Reliability was the primary goal of the research. Informants were
included through snowball sampling, whereby subjects themselves
suggest others for recruitment. We also purposively selected individuals
who would illuminate some questions that snowball sampling alone
would not have addressed. The key informants in the health centres
were nurses or social workers.

Data collection

As we aimed to investigate healthcare attention in rural areas
through the eyes of the informants (personnel), we needed an approach
suitable for such an emic perspective. In anthropology, an emic
approach means that the researcher investigates how local people think
and how they perceive the world in which they live. On the contrary,
the etic approach is developed by the observer studying a social reality.
Therefore, we mainly use a qualitative approach called ethnography,
which can be defined primarily as a face-to-face type of interaction
that implies an experiential immersion in our interlocutors’ lived
world. In this scenario, the ethnographer becomes his/her own and key
instrument of data collection [27]. These experiences are modelled by
the researcher’s theoretical framework, but they can sometimes reshape
the latter in unexpected ways, opening unexplored empirical as well
as theoretical topics. The ethnographic endeavour is constituted by
a bodily presence in the field, which supposes informal and formal
linguistic interchanges (casual talk, open, and/or semi-structured
interviews), participant observation, and the access of various kinds of
written sources and documents.

Of course, the ethnographic method is not new in the field of
healthcare [28]. However, in contrast with the sociology of health,
this method has not been extensively used to study the perspectives
of professionals, particularly nurses. Ethnographers try to find
informants who constitute a crucial link between the observer and the
observed society. The informant is much more than a person providing
information; he or she is a “translator” and the “medium” between the
observed society and the ethnographer. The informant can clarify the
meaning of various components under investigation. Field-workers
typically learn the local language and the rules of behaviour to be
unobtrusive, so that the informants will forget they are being observed
and act formally. Data are collected mainly through observation, day-
to-day conversations, and interviews. Anthropologists struggle between
the need to be neutral observers and the importance of being close to
those being observed through friendship and mutual trust. Given the
need for a broad collection of information, the interviews conducted
by ethnographers are ideally unstructured and follow the path of a
conversation and multiple techniques of inquiry are used to obtain
a clear view of the prevailing corruption practices [27]. Bureaucratic
itineraries involve analysis of real bureaucratic activities from various
angles. These include long periods of research, the use of participant
observation (with multiplication of social interactions between the
anthropologists and the observed), comparison, personal diaries, and
informal interviews with the purpose of developing a clear account of
nurses’ perceptions of standard practices.
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In-depth interviews with key informants were conducted, with
open respondent-led conversations where questions emerged from the
immediate context. We conducted repeated interviews with the same
respondent, with the purpose of allowing a deeper understanding
of their perspectives. These were combined with semi-structured
interviews, with topics focused on practices. The purpose of the
interviews with the nurses was to elicit an account of their daily work in
health care settings, especially during their professional activities at the
institution. Even when record-taped was what we most of the time do,
some felt constraint to talk freely and explicitly request: “To answer the
question you just asked me, I would rather my answer not be recorded”.
These off-record narratives were the richest in relation with the type of
information offered, the dimensions identified, and the problems and
responsibilities exposed.

We also conducted interviews in natural groups that spontaneously
emerged, which always occurred with a traditional kind of green tea that
is shared as a pipe, called mate, and is very common in South America
[29]. In a few situations, we had to decide in situ to implement joint
interviews because it was the only way to interview a specific person.
We noted that in cases when another staff member was present, topics
such as dishonest or negligent practices were much more explored and
accounted for, as they were encouraged by the feedback that arose in
such an informal setting.

Data analysis

In coherence with the chosen method, we analysed data inductively,
that is, without a firm hypothesis to prove but instead open to what arose
during the interviews, field notes, and participant observations. We had
afocus, but the themes arose later, following analysis. Most of the themes
were not included previously, including personal trajectories as nurses,
issues related to conflicts within small and endogamic communities,
and the history of the places and persons in the communities. These
were excluded in this analysis to adapt to the purpose of this article. In-
depth interviews and open-ended questions enabled us to understand
the social and cultural context in which daily decisions were made
and we relied upon coding according to the axis of the study but also
included “residuals” an important part of the analyses.

We systematically read, reviewed, and discussed each interview
and fieldwork notes several times, and searched for general trends and
patterns within the data collected. During this process, we continually
sought to retain the richness of the respondents’ experiences,
documenting atypical cases, and conflicts and contradictions within
the data. Interviews were coded to search for more refined concepts
that could explain dimensions not previously analysed. Grounded in
the heuristic, we searched for new empirical theoretical concepts that
could help explain the daily health care routines in patients with cancer.

Validity

To verify the validity, we used a method known as member
checked, which simply confronts key informants with interpretations
and analyses. Due to the relatively small sample and the fact that
some of the informants were included as internal researchers of the
study it was easy to share personally, by email, skype or phone calls,
the main results that arose from their participation. In many cases,
some aspects of a particular interpretation were reviewed and, in a few
cases, some verbatims were removed because interviewees believed
they did not clearly express what they intended to say. In most of the
cases, we used the data and interpretation as it was in the transcript.
Subsequent exchanges of views within the research team contributed to
our understanding of some of the narratives.
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The primary study was approved by the Central Bioethics
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Nurses in Argentina: A general framework

Even though this research is based on ethnography, to address the
particular perspective of nurses as a common matrix that involves all
informants regardless of the institution to which they belong a brief
historical review of this profession in Argentina is necessary for a better
understanding of the current situation. Thus, by emphasising their
academic training and their role within the health system we can derive
a common field with their problems and potentials, despite minor
differences.

Nursing is a profession that contributes to health and physical
safety and the development of cognitive, physical, and emotional skills.
Nurses take care of sick bodies: feed them, clean them, control them,
provide medicine, handle complaints, provide moral support, and
await the most possible dignified death. In spite of administrative tasks
and high technology treatments, the body work and the relation and
interaction with the community is still the personnel’s goal and, at the
same time, the patients’ requests [30,31]. It is a work activity embedded
in the complex structure of the health sector, characterised by the
existence of a sanitary structure with evident territorial inequalities and
based on three cornerstones: the public sector, health care providers,
and the private sector. The public sector focuses on direct provision
of the service by means of a hospital network and other peripheral
centres providing coverage, which attempts to be universal, free of
charge, and available for persons of all nationalities, both documented
or undocumented.

The source of funding is public. The national system of health care
providers benefits workers with employment contracts. The private
health system is made up of a group of companies whose funding is
based on their affiliates’ monthly fees. Within this heterogeneous
scheme, fragmented and unevenly distributed in terms of territory,
it is the public sector that covers half of the population’s health needs
and thus, it is also the sector that has created more nursing jobs [32].
The public hospital entry system for nursing personnel is subject to
a selection system based on merit. There are also appointments to
rapidly meet needs. The ideal of envisaging a system based on merit
and professionalism has its historical roots with Cecilia Grieson and the
creation of the first professional school. The first graduate of Medicine
from the University of Buenos Aires (1889) organised a series of
courses about first aid and caring for the sick. These classes were for the
personnel who worked in Buenos Aires hospitals and sought to improve
care and attention practices based on a model created by Florence
Nightingale. Nightingale’s proposal was founded on three pillars: the
management of the school would be run by a nurse and not a physician;
the selection of candidates would focus on physical, moral, intellectual,
and professional aspects, and the school would teach methodical and
constant education, both in theoretical and practical aspects [33].

The classes taught by Grierson constituted the kickoff for the
creation of Escuela de Enfermeros, Enfermeras y Masajistas (School of
Nurses and Masseurs) in 1912, which was in the city of Buenos Aires.
Even though this school was initially for men, after a couple of years
the occupation become more feminine based on the reasoning that it
was the feminine condition and the allegedly natural instinct to look
after women that benefitted this profession. In addition to this first
undertaking boosted by Grierson, the creation of the Nursing Schools
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depended on ethnic hospitals, the schools promoted by the Red Cross
and the schools created during Peron’s government. Since the 1950s,
training spaces at various universities have been launched in an
attempt to increase enrolment and improve teaching quality to face
the demands posed by the creation of hospital centres, the challenges
of modern technology, the caretaking so-called “modern” diseases
demanded, such as cancer, cardiovascular disorders, diabetes, and
mental diseases, and the tasks resulting from endemic and epidemic
disease prevention campaigns. The addition of nursing to the university
system represented a qualitative leap as it implied a way of mobility, of
social promotion, and aimed to prioritise the profession.

Throughout history, the feminisation of nursing in Argentina has
only strengthened. The greater acceptance of women in areas connected
with caretaking has been linked to the fact that these interventions are
associated with an extension of the quality’s nature has gifted women
and thus, women were tied to these activities, and not to the job itself.
The conception of nursing as a vocation, related to the care of someone
else as a “natural role” is contradictory with nursing as a profession,
a qualified job that can be conducted by any qualified person
regardless of gender. Therefore, while the service vocation demands
social recognition as retribution for the tasks performed, professional
labour training implies an economic retribution in accordance
with professional status. It is known that caretaking demands time,
knowledge, complex social relations, as well as loss of energy (both
emotional and personal). Its specificity is based in its character and
relations, at the same time obligatory and selfless, and gives a moral and
emotional dimension evidenced by the assistance and service provided
[33]. This characteristic, as Nancy Folbre (2001) points out, limits the
nurses’ job demands, as they have a limited capacity to be on strike
since labour actions might threat the wellbeing of their patients, and
therefore, they are “love prisoners” who look attentively at labour rights
behind the bars as they are in this dichotomy, which are not always easy
to solve [30].

The tasks connected to caretaking are related to ideas of sacrifice,
in the common sense, and that idea is functional to keep salaries low
or ad honorem. In fact, when considering these interventions as part
of their natural conditions, there has been a devaluation of tasks, and
as a result, a disregard of their training and labour rights. The nursing
staff, even those with additional qualifications, have been recognised
and valued, both socially and economically, in comparison with
other professional fields and must prove at all times, consciously and
unconsciously, that they are qualified to fill the position and face the
stigmas and stereotypes. Throughout history, training programs have
added more technical content and class hours for professional practice.
This training seeks to improve the teaching quality, so trained nurses
can face the complexities of prevention, diagnosis, and treatment.
However, in reality, practice situations emerge in which nursing
personnel are given increasingly specific technical tasks, as well as a
variety of administrative and cleaning activities that result in work
overload, stress, and overall unhappiness as their salaries do not match
their increasing responsibilities. Likewise, even though they conduct
various tasks on a daily basis and have a wide margin for decision-
making, in many cases, as a consequence of physicians absences in the
hospital hierarchical structure, it is the health personnel the one having
more social prestige, higher salaries, and better work benefits [34].

Results

We will break down the investigation results in three aspects:
Firstly, the characteristics rural contexts have. Secondly, the role of
nurses in the institutions as well as their relationship with the rest of
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the health personnel and management. Finally, aspects concerning the
health services” organizational forms.

Rural contexts: Away from the world

As the first significant point of the inquiry, we can find the
problem related to the place access as it has no paved roads, some
houses are placed downhill, some are flood-prone areas next to the
river, professionals are absent when it rains, and ambulances cannot
reach the place. When transporting in adverse weather conditions,
theyre completely without resources. As regards schedule, nursing
staff are sent just to be in the centres for six hours. Even when formally
there are other people with similar hours of job, we notice during the
ethnography constant absences of other professionals except nurses.
In times of natural disasters (such as floods), people are told that in
case of emergency to seek care in urban centres they have go through
the river, or using horses and carts, since there is no ambulance or
transport to access those places. The expertise in Community Medicine
postgraduates enables some nurses to cope with these situations, for
example, by putting nylon stockings and bags on their boots in such
a way that prevent water or mud from passing, just as they learned to
manage in boats.

“We have no radio. I use my small phone. The municipality brings
me here. Because as you imagine I will not come on foot. I am 50 years
already ... I come at 7:30 to be here at 8.

“The access part people have is very complicated, because it has no
access to care on rainy days, it is impossible here. It is the people who say
it. For entire weeks people cannot leave their house; we are away from the
world”

“When there is an emergency and is flooded, those who need medical
attention are transferred on that same river. If not, they are ridden on
horseback, until the road. Here we are away from the world. It is a swamp”.

“Nobody [authorities] comes here, not even when we had the storm
they promised they were going to come to see what had happened.
Everything is done through enormous effort. The truth is that with a
small population density, 300 people do not make a difference, they are
not worthy in terms of politics.”

In the most disadvantaged rural centres there were moments
in which they did not even have basic things, such as water to wash
their hands. In the interviews conducted, when we investigate with the
nurses on this matter, we detected that responsibility, although subtle
and with euphemisms, was given to the health personnel of the center,
mainly by the managers who were in charge, instead of attributing the
lack of interest to the municipalities which claimed “they cannot guess
what happens here” when no one told them. This lack of commitment
for other health care workers who are in rural centres “merely for the
salary” is permanently noticed by those who are there, who fulfill the
job and who give their profession a social value of relevance that is
unfairly ignored, a concept we will cover later.

“I think the need has always been here, but probably out of fear those
who were in charge of this didn’t speak, they just said everything was
ok and it is not ok. There is no water, I came and there was no water
here. I cannot work in nursing without water, I told them [authorities].
The first and second day I came, I went to the street and people had no
water either. Authorities didn 't know the issues we had here, there were
some broken pipes. Why didn "t they come to fix it? Because there was no
communication, there was no interest from those who were working in
the center”.
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These contexts have health realities of extreme vulnerability, in
which there are people who live from hunting and fishing, and only
have some subsidy as a means of life (by disability, social security,
among others), with malnourished children, going through poverty
diseases (such as brushwood). At the same time, residents’ housing
conditions are extremely precarious, bathrooms are outdoors and the
roof —-made of material - might be missing, with awning flown away by
storms. In this sense, nurses who know and have walked these places,
recommend retrieving local knowledge, people used to have before,
such as adding lime to the constructions to combat the spread of the
vinchuca (the triatoma infestans, a bug which transmits “Chagas”, an
incurable neurological disease that can result in death).

“Lime is the best. With the other chemical you kill the vinchuca, but
the poison also goes straight to the people. I mean, we must do the natural
thing that was made before. Retrieve folk knowledge from communities”.

Other issues that are gaining ground in the health personnel
speeches are the environmental factors, especially in these areas where
the toxic agrochemicals in the fields and plantations surround the
health centres.

“They were drawing water from a slope of "natural water’. It might be
from the slope, but it washed all the neighboring fields, full of chemicals’...

We observe that nurses have “the pulse” of what happens locally,
what people do not dare to tell doctors. They take care not to reproduce
expelling practices of medicine, such as to use inexplicable technical
jargon, unequal positions in the relation which only separates. Nurses
spend a lot of extra-time to re-translate into simple and clear terms the
medical explanations about health care people receive in the center.
They also develop strategies that are practical to bring people to the
health center, as can be noticed in the stories below:

“People tell you everything here. You cannot be completely honest...
it would make a barrier, they might think: "This one wants to change
everything’. So, you must work with them very carefully and humbly,
step by step, assessing their problems but putting yourself at the same
level, not above. The way you are dressed and the way you speak have a

«

lot of influence in these interaction

“I’ll talk about these things, but it’s going to be Greek for the person
who probably thinks: “What is this fool telling me? She is an arrogant’.
You can talk to them about problems on the skin, the breath for the
brushwood, the cardiac diseases related to the style of life, the lack of
information and education and cases of the Chagas disease, but it has to
be in a simple way”.

The role of nurses in rural institutions: “We deal with all kind
of problems”

One of the most notorious aspects is the number and variety of tasks
nurses must perform. This exceed widely the functions for which they
are paid and their areas of professional competence. These tasks include
administrative activities (such as answering calls, giving appointments,
etc.), cleaning activities when the cleaning staff are absent, or even
to diagnose and take care of patients when the appropriate human
resources are not present.

“Doctors don’t always go. People come to the institution looking for
answers, sometimes there are extremely basic issues unresolved, so I have
to do something. Of course, I know I am not authorized to diagnose or
prescribe medicines, but it’s that or nothing. Here is a chaos. People don’t
even have means of transport, that’s why I have to help in any way, even
cleaning”.
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Of all the tasks they carry out, there is one of utmost importance
and that is to keep medical registries. There is no doubt regarding the
importance given by nurses both discursively and rationally as to why
keeping registers on time and in order in vital. For example, having
accurate diagnoses of what is going on, keeping track of patients,
knowing the population and its problems, being able to foresee and
plan based on the database are some of the advantages mentioned.

“I couldn’t find data, there weren’t any information when I get here.
So, I am making a kind of informal frame to get access to basic information
about patients. I'm not talking about medical records, the physicians’
sheets... a luxury for this place. But I learn to deal health problems with
evidence, so I want to have statistics... to know the number of children we
have, how many are under their weight, when they are at risk and so on”.

However, on an institutional daily basis, this time to keep registries
does not generally exist. With not personnel, the data uploading tasks, as
well as other tasks, fall on them almost entirely. When the doctors have
to fill them in, they delegate this task; that is why they do them from
time to time, sometimes they start but do not finish. It is a completely
heterogeneous situation according to the health center. We spotted
disbelief regarding the importance data has for a health system which
does not use them, wondering why having data that “never returns
anything given” or at least they are not used to improve the situation of
the centres. At the same time, they distrust the records since they know
that when in a hurry, things can be made up. That is why data is basically
an exchange good. They generate data whenever they have to request
something from the Ministry of Health, as they know that if there is not
data, it is hence invisible, with all that entails (not complying strictly
to the reality but being “enlarged” or “diminished” depending on the
impact needed to show to get a specific supply).

“Here you need full time administrative personnel. You need someone
to fill in data because if you don’t have a reference data, data collection,
they [authorities] will ignore your requests for any resource. They would
say: ‘I believe you, but I need your request written”.

“It’s strange that children with measles do not appear in statistics,
because you see them. Well, maybe statistics are.... let’s say, invented in
away”.

“That’s the reason why I send the forms inventing low weight, but kids
are vulnerable, and I need to give those mothers the milk we have. To tell
you the truth, I do not analyze the milk regulations strictly because these
people must have at least one kilogram of milk powder in their house. As

’»

a mom told me: “I can’t give my son only black tea for breakfast .

“That’s another of the things that happens. The authorities give
you lots of things to fill in, but there is no time to fill them in. I ask the
gynecologist to fill them in, and probably he has ten patients, one after
the other during the entire day of attention, so he throws the form at me.
We eventually end up doing them, because when we have to go and get
speculum..”

With regards to the nurses” specific training, we found during the
fieldwork ideal specializations for rural contexts, as there are several
with postgraduate programs in Community Health. However, many
times they are confined to institutions and cannot develop the activities
for which they were trained since the basic conditions to do so are not
given. For example, they cannot go out to perform home care visits
because they do not have administrative staff that “replace” them when
opening the health center. Nurses neither have record systems to upload
this type of activities nor data related to the patients and home-made
forms are completed, many times lost. Health promoters and agents
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are continuously transferred due to management changes and thus the
human resources that would complement these activities are lost. At
the same time, they consider these activities are just one link in a long
chain of health care. Therefore, when the staff identify that the tasks
needed to conduct the following steps are not planned or foreseen, such
as the referrals of specific cases detected, the importance of the activity
of home-care visits become blurred and meaningless, because there is
nothing they can do, but to feel empathy with what is really going on in
those contexts. The examples that follows describes this outlook:

“In community nursing, going to the field is essential. I like it, but I
don't like walking alone, you must walk with someone. Then, you return
to the institution, and you show the people the problems of the families,
what is happening on the ground. I bring the patient up here, but then
I need someone to transfer him/her where needed. I take the data, but
then I send it to you [to institutional directors] to do something with that,
because they know where you to go and who to talk to. I am the visible
face for the families. We must walk the streets, we are not going to find
things out, unless we walk the streets”.

“If they don 't come, we look for them according to the medical history
we have here. We go out and look for them. That’s why I believe we need
another person to stay here or who goes with me while someone stays here,
so I can walk the streets more. I don’t want to close. That’s another barrier,
especially because I don’t want to close here since people are just becoming
used to coming here”.

“The authorities should have more sensitivity. What you see as
important it is in the field, you don’t see it behind a desk waiting for
people to come”.

Organizational types of the rural health centres: “I do what I
can, and what I cannot... I invent it”

Rural health centres cannot be treated as a homogeneous block
since they vary in aspects such as the size, the type of institutional
dependence, the real opening hours and the ones who truly follow
them, the specialists they have, the institutional values and of course,
the communities. On this point, what is expected of the role of the
primary care level is clearly identified by the nursing staff. A person
sarcastically mentions that someone has to have it clear because the new
director of primary care does not, he not only just come directly from
the private sector but is also a kidney specialist (nephrologist).

“We have to encourage the promotion and prevention and not let the
disease settle. We must pay more attention to promotion and prevention.
This is a vulnerable area.”

The type of unit (municipal or provincial) evidences notorious
differences between the centres in terms of the available resources
they have. During the fieldwork, we identified continuous threats
regarding the units” changes according to the changes of management,
with opposing views. For some people, being transferred from a
provincial unit to another municipal is clearly a step behind because
the municipalities have fewer resources, whereas for some others it
represents an opportunity since they will have more autonomy to act.
At this point, the lack of resources or the volatility in their provision
that can result in stopping the provision of certain supplies fuels the
nurses to conduct all kinds of creative initiatives to cope with those
deficiencies that would affect the sick. Among these faults, for example,
we can include the need for human resources, such as psychologists
or social workers. We found nurses who take listening to people’s
problems seriously, not just those related to the medical intervention
only but also in relation to emotional and social problems, considered
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to be another of their tasks and in which they provide guidance and
counseling, often for the understanding and rapport that belonging
to the same area or being closer to the population in the social level
brings about. Management to specific socio-economic problems (such
as those relating to subsidies, universal child allowance, unemployment
benefit, housing problems, disability) which are daily thanks to the
lack of psychologists, is strengthened by the fact that many people are
form the same place and social class as nurses, and hence they see them
closer, trustworthy and more available than the medical staff.

Not all rural health centres have the same specialists among medical
professionals, but they have different specialties, such as clinical
medicine, pediatrics, cardiology, gynecology and obstetrics, mainly. It
is common that when women go for their children” health problems
or age controls, nurses “get” them with reminders (such as matching
the appointment for the same day) for the control and care of their
own health, usually in connection to sexual and reproductive health
and prevention of cervical cancer, etc. The smear tests are conducted
in many centres by professionals in obstetrics. This specialty had been
considered “inadequate” by gynecologists, according to the interviews,
but in this type of context it is okay. In the case of males, medical
personnel highlights that you cannot delay the attention because they
do not return, so you must summon them straight away, from one week
to another, so as not to lose them.

Unlike what generally happens on urban centres, here nurses “go
out to find” those women who miss an appointment for the smear test,
for example, since as most respondents agree, they “almost never” miss
their children’s controls. This activity is continually stressed as vital in
these contexts. However, it is limited since they cannot close the center
to go to the “ground” as that would prevent the rest of the community
from having access to health or because they are sent alone to do so
and there are places where they need to go with someone, especially
if a problem arises in uninhabited areas. Going to the ground, being
there is essential to understand what happens in those places, “it gives
you sensitivity”.

The opening hours can be a highly contentious issue for the staff,
because whenever they extend them, nurses know they are the only
ones who will comply with that strictly. In impoverished rural areas,
hours are more limited (8 to 13) and the staff must have their own
vehicle - since no public transport can get there- or the municipality
puts vehicles at their disposal to pick them up, such as for the nurse
who opens and closes. All the rural centres in which we carry out
the fieldwork have in common the nurses’ continuous complaints in
connection to the non-compliance schedule of doctors. In extreme
areas, we observed that it boils down to a quarter of what is stipulated.
So much so that some nurses have a kind of agreement with the people
who have appointments and warn them- through a neighbor - if it is
not the time yet to avoid unnecessary transfers. Leaves and sudden
absences are common. With this outlook of “erratic” resources, nurses
perform small tricks so that people are not left without attention, such
as providing more appointments than those physicians established in
their agenda and then call it spontaneous demand. This practice is also
common among the population that “spread the word” when they know
the professional is working. Sometimes in a paternalistic way, they
advocate for people they know their difficulties, “I begged the doctor
to give him attention”, but this is clearly a point that causes frustration
since they see what actually happens and what could be solved in the
center. We have to add those cases in which physicians are absent due
to personal problems, unexpectedly, which brings about chaos for the
nurses who are there and must deal with this, which in extreme cases
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has led to violent situations with the population that is suddenly left
unattended (insults, complaints).

“You need a doctor, at least 4 hours every day, you saw the amount
of people that came in a while. The physicians” appointments are already
full, what shall I do with the other people?”

“We fell short of it, that is why 12:30-12:45 we have to stop because
we have to go there to comply with the other schedule too. Otherwise, you
keep providing service and people keep arriving. You can see to magnitude
of the need. Everybody comes, and more show up. When the first person
assisted leaves, he tells the neighborhood...

“We have to comply with our work load, we are here from 7 to 13 on
a daily basis whereas managers work 16 hours...a month!”.

“The doctor comes at 9 maybe, and even if there are loads of patients,
she just sees the ones she says are her share, and then goes away and leaves
them unattended. She comes at 9 and by 10.30 she has already left. On top
of that, they are absent every now and then”.

“Today the doctor could not come for a personal problem, so she told
me to change her appointments for Friday. Then, today’s appointments
were changed to Friday, the ones I could... we always fall short. I have to
stop at some point, because otherwise you keep on working and people
keep coming”.

“If it rains it’s a lost appointment. Adrift. Or it is suspended, or you
promote coming another day if there is time, if not well..”

In better positioned rural areas, we have seen changes in opening
hours, e.g. 12 hours, to facilitate access to everyone, but the personnel see
it as a way to break them, since they can never meet other professionals,
debate cases, etc., because to cover this time range, all the agendas have
to be adjusted so as not to leave attention potholes. This compression
between the population medical care supply and demand results in
nurses taking over a thorough “implementation” of the process. They
precede the physician in the service and pave the way to make the
medical intervention as accurate specific and rapid as possible, so that
they are discharged and more can be assisted. They prepare patients and
leave them ready.

“There are a lot of things to do with the patient before sending patient
to the doctor. I want to give him with the least number of nursing things
possible, which is my task, and I will elaborate on a piece of the medical
history. Then, the physician sees that and focuses more quickly on the
patient. As the physician has high demand I don’t want him to waste
time”.

One of the recurrent features we observed during fieldwork in all
the health centres involved was the priority personnel placed on the
protection of their positions at the organisation, which were considered
extremely fragile. Only after several months of returning for interviews
and observations where they were “open” to genuine perspectives,
which included frustration, anger with the authorities, lack of belief in
the fairness of the health system, and resignation. In this sense, intra-
organisational friction among hierarchies and functions of personnel
was apparent, in which an inversely proportional equation was
apparent with nurses at the bottom of the organization chart of the
health team but at the top of responsibilities when compared with other
professionals, not only medical doctors. These frictions were related
to time of service, competences, and setting health priorities. For
example, despite provincial and national directives, what is addressed
when setting health priorities within the organisation is influenced by
the directors’ own interests, which concentrates efforts on problems
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more related to director specialisation than what may be relevant for
the community. Hours of health services are set for the convenience of
directors or medical doctors, not nurses or patients. They feel part of
the community in many aspects.

Nurses feel constraints to intervene in health emergencies since they
are not legally allowed to do so, but they addressed the impotence felt
when these needs are not addressed due to the frequent unavailability of
medical doctors at stipulated times. According to fieldwork registries,
doctor availability is even less than half of what it should be according to
the administrative structure of the organisations. There is a stand with
the lack of titles that would allow them to legally protect for intervening
that has a paralysing effect on services: those who are available cannot
intervene. In many cases this ad hoc time reduction decided on by
professionals and directors made is informally established and they
organise turns with this consideration. But frequently sudden absences
made professionals not available according to the stipulated schedule,
resulting in a patients’ trip made in vain, which, depending on the
geography can be more or less difficult. For instance, one health centre
is at the top of a hill, so patients on the riverside have a short but difficult
“climbed trip” for getting assistance. Considering that patients are often
pregnant women or have small children who must be carried, the anger
of nurses when dealing with situations such as these is not surprising.

Conclusion

In this article, we aimed to contribute to emergent understandings
of healthcare attention in rural settings through an in-depth analysis
of the perspectives of nurses. By focusing on the ‘ongoing activities of
actual individuals’ as Smith (2005), McCoy (2008) and Sinding (2010)
with institutional ethnography, we can conclude that nurses serve
as a buffer against health inequity in rural settings [35-37]. There is
evidence that poor rural nurses are more likely than urban nurses to
be isolated without resources in settings of multiple constraints, and
research on health personnel has already shown a linkage between
various characteristics of practice settings and the stress, fatigue, and
emotional exhaustion of healthcare providers affecting a required
well-being for proper conditions to do their job, in settings where
urgent making decisions and a blurred priority-setting from directives
lead to a constant pressure within the health personnel [38,39]. Falk-
Rafael and Betker (2012) report that short-sighted planning, continual
restructuring and changing priorities of the public health system
affect nurses’ efforts, and increased workloads, lack of resources,
administrative constraints leave nurses feeling powerless, and a sense of
apathy that undermines their attempt to achieve change as well as their
sense of purpose regarding their profession [26].

This research shows that despite such constraints nurses” strategies
during day-to-day interventions are usually the main nexus between
health centers and community implementing informally an effective
process of enhancement of basic health system in rural areas. The
practice of nursing, although throughout history a notorious interest
in improving the quality of education in the curricular formation and
modernization of their practices is noticed, in practice, situations
are still characterized by a multiplicity of tasks, work overload and a
hierarchical and unequal relationship with the medical staff. An interest
in approaching the popular knowledge and looking for mediators in the
local community who facilitate communication with the communities
can be perceived.

These results show that most of the first level of attention effort
is located upon nurses” responsibilities, either assumed by a strong
commitment with their discipline values or assigned by default due
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to the sanitary system gaps at that invisible level: they are the visible
and permanent face of the sanitary system in rural areas. They spend
a much greater amount of time at the institutions compared with any
other professional and have comprehension of both social worlds
(biomedical and folk world) and the rules, expectations and possibilities
of each, as well as adaptive and creative strategies to deal with restrictive
settings, and the sensitivity to get the “pulse” of the mood of the local
community.

This study presents important issues for further analysis. The
institutional limitations detected in primary health care initiatives
demand an urgent call to review healthcare settings in rural areas that
are by far much less studied compared with urban health settings.
Cancer policies need to be driven by equity. These findings also illustrate
some possible directions for future policy making. The emphasis on
desk official guidelines and programs’ protocols conducts to a lack of
knowledge or blindness for deeply considering the role of contexts and
how these programs can be “adapted” to real conditions, which needs
more focus including some of the personnel in a symmetric relation
as co-researchers when is possible. Another interesting topic for future
analysis is the way that these small daily decisions made by nurses’
impact other sanitary personnel.

The characteristics of this research also present some limitations.
The most notable is that some “eclectic” theoretical and methodological
approaches have been used, which were considered suitable for
accounting for the different dimensions of the phenomenon. A brief
history of the nursing profession to explain them as a group within a
bigger system, symbolic anthropology to provide insights to understand
the not-explicit, “obscure” sides of health attention, approach taken
previously and sociological and public health approaches, which
might be fruitful to explore but not measure. Thus, future studies
could concentrate on fewer dimensions within a single approach to
obtain more structured data. Another limitation is the unknown bias
in the purposive sample because of health workers that refused to be
interviewed or participate because of subtle pressure they may have
felt, considering a perceived and objective socio-professional hierarchy
in the structure of health personnel teams. Moreover, the relatively
small number of staffs selected could limit the scope of the results, but
“open” dimensions and a deeper understanding of the phenomenon
was. A study with a larger sample would provide more evidence on the
ways in which nurses interact with team members and patients in such
contexts. Finally, this research sheds light only on a small aspect of the
healthcare inequity, although if combined with other perspectives that
include proximal and distal determinants outside the health sector (e.g.,
environmental factors, macroeconomic factors, socio-demographic
factors), a better understanding of the whole picture could be obtained.
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