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Abstract

Background: Access to cancer medicines is a core component of comprehensive 

cancer care. Learning about stakeholders’ experiences on processes and barriers 

influencing access to essential cancer medicines within healthcare facilities is 

important to improve access to cancer care.

Objective: The aim of this study is to obtain insight on access to cancer medicines’ 

components regarding selection, financing, and healthcare, procurement and 

supply systems according to health professionals in public hospitals providing 

cancer care in Mexico.

Methods: Semi-structured interviews were conducted with 67 health professionals 

from 21 public hospitals accredited by the public health insurance Seguro Popular 

de Salud (SPS) across Mexico.

Results: Most stakeholders reported that the availability of listed cancer medicines 

was sufficient. However, cancer specialists reported that the list of medicines 

covered by SPS was too restrictive as it only regarded the first and second line 

of cancer care. Public hospitals followed SPS treatment protocols in selecting 

and prescribing cancer medicines, but they used many different procurement 

procedures. When essential cancer medicines were unavailable, hospitals reported 

several alternative strategies to assist patients in obtaining the necessary 

medicines, such as using alternative therapies and direct purchases. Other 

barriers to access to treatment regarded stock-outs, distance to health facilities, 

poor insurance coverage, and financial restrictions.

Conclusions: Mexico has implemented several policies and expanded coverage 

through SPS to improve access to cancer treatment. The barriers to accessing 

cancer medicines identified by stakeholders clearly show areas in which action is 

needed. A next challenge is finding the right balance between expanding the range 

and cost of cancer treatments covered by insurance and making basic cancer care 

available to all - a challenge that other middle-income countries will also face.

Keywords: cancer, stakeholders, access to medicines, barriers, Mexico
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Introduction

The burden of cancer is increasing around the globe, particularly in low- and 

middle-income countries (LMIC).1–3 To provide optimum quality of 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. 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),1,5,6 providing financial protection to patients 

and improving health outcomes.6 Providing cancer care requires an increase in 

health expenditure and the development of cost-effective intervention packages 

and infrastructure.1,7 Many LMIC face barriers to access cancer medicines such 

as budgetary constraints, poor insurance coverage, and unreliable procurement 

procedures.8

The interaction between access to medicines and healthcare delivery may help 

to better understand barriers in access to cancer medicines.9 The World Health 

Organization’s (WHO) Access Framework outlines four major components that 

determine access:10 rational selection, affordable prices, sustainable financing, and 

reliable health and supply systems. Previous quantitative studies1,11–14 and some 

qualitative studies8,15 have documented the accessibility of cancer medicines, 

reporting on geographical differences in access, and factors influencing access 

to cancer medicines, including among others market shortages, unreliable supply, 

high prices, lack of insurance coverage, and distance to health facilities.16–18 

However, little research has focused on the personal experiences of healthcare 

professionals in health facilities regarding the components influencing access 

to medicines.10 Stakeholders in health facilities can provide valuable additional 

information18,19 about the processes that enable and the barriers that hinder 

access to cancer medicines at the point of healthcare delivery.

Mexico has developed several policies to reach UHC that include access to 

healthcare for high-cost diseases such as cancer. Most cancer care, including 

medicines, is provided in the public sector through different social health insurance 
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(SHI) schemes, which provide comprehensive healthcare to formal employees 

and their families, covering approximately 50% of the population. For people not 

eligible for SHI, the government has implemented the People’s Health Insurance 

(Seguro Popular de Salud – SPS),20 which provides health coverage to about 40% 

of the population. The SPS comprises all four components that determine access 

to medicines, following the WHO framework (Figure 6.1).10 The SPS uses a list of 

covered diseases and interventions with their respective treatment protocols and 

medicines.21,22 The selection of medicines in the treatment protocols and to be 

reimbursed by SPS are based in the national formulary (Mexico’s equivalent of 

essential medicines list). The SPS has also set reference prices for all medicines 

it reimburses.23 The SPS pools resources from the federal and state governments 

to guarantee health financing for the diseases it covers. Through the Fund against 

Catastrophic Expenditure (Fondo de Protección contra Gastos Catastróficos, FPGC), 

the SPS provides comprehensive cancer care to all children and adolescents, 

and to adults with the most prevalent cancers. SPS seeks to guarantee the 

quality of healthcare delivery5,6,24 through accreditation of health facilities.25,26 

Accredited facilities should provide medicines listed by SPS and follow SPS 

treatment protocols.23,26 However, each institution can decide on the procurement 

procedure.27 Accredited health facilities (mostly public, and occasionally private26) 

can receive reimbursement by SPS for some specified types of cancers only.24,26 

Only a small 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.
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Figure 6.1. Key components of the WHO Access Framework addressed by SPS

*SPS – People’s Health Insurance (Seguro Popular de Salud); FPGC - Fund against Catastrophic Expenditure (Fondo 
de Protección contra Gastos Catastróficos)

There is a lack of evidence about the experiences of healthcare delivery 

stakeholders in Mexico regarding the four major components of access to cancer 

medicines. Therefore, the aim of the current study is to obtain insight into some 

of the factors and the processes that influence access to cancer medicines from 

the point of view of healthcare professionals and managers in public hospitals 

accredited by SPS providing cancer care in Mexico. Based on the WHO framework, 

this study focuses on the key components of access to cancer medicines: 

medicines selection and financing of essential cancer medicines, and aspects 

related to healthcare delivery, procurement, and supply systems. This study 

does not systematically report on the affordability of prices since this aspect 

would require a quantitative approach. Nonetheless, we noted some stakeholder 

observations on affordability as part of cancer care financing.
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Methods

A qualitative study was conducted by performing semi-structured interviews with 

67 key informants in 21 public hospitals, accredited by SPS and providing cancer 

medicines.

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 hospitals are located. The selected states 

were Campeche, Oaxaca, Veracruz, Chihuahua, Guanajuato, Yucatan, Jalisco, and 

Mexico City. Within these states, the 21 hospitals selected for the study were 

specialty hospitals of the Ministry of Health (MoH) accredited by SPS to provide 

cancer care (Table 6.1). In most states, all public hospitals providing cancer care 

were included in the sample.

Table 6.1. 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

We interviewed 67 health professionals from these 21 hospitals, following a purposive 

sample of health professionals involved in prescription, supply, and procurement of 

medicines, which included procurement officers, the chief pharmacist, and the chief 

oncologist. In some hospitals, other informants were also interviewed, such as SPS 

managers, social services personnel and hospital directors. In total, 23 oncologists, 

21 pharmacists, 16 procurement officers, and 7 SPS managers, social services 

personnel and/or hospital directors were interviewed.
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Data collection
From March to June 2017, 30-45 minute interviews were held with each informant 

using a semi-structured interview guide with open questions. This guide covered: 

the selection of medicines to be procured and supplied at the hospital, the supply 

and procurement system, the perceptions on the availability of cancer medicines 

and various actions taken when medicines are unavailable, and other barriers 

that the institution and patients may face to have access to cancer medicines. 

Interviewees were allowed to go into detail as much as they wanted in their 

answers.

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 informants. Furthermore, informants were 

asked to read and sign an informed consent form. All interviews were audio 

recorded.

Data analysis and reporting
The interviews were transcribed and imported into a qualitative data management 

software (Atlas.ti®). A first coding was performed following a thematic analysis with 

a deductive approach, using the interview guide following categories of analysis 

derived from the WHO framework.10 In a second coding, an inductive approach was 

used, following emerging themes from transcripts and comparing the perspectives 

of different informants.

Results

Selection of cancer medicines in public hospitals
Informants reported that medicines selected for procurement and used for 

prescription follow the SPS protocols. Most procurement officers and pharmacists 

(55% of informants) considered the hospital list of selected cancer medicines 

as appropriate and complete, while 45% of the informants, mostly oncologists, 

considered the SPS protocols to be insufficient and too restrictive. They agree that 

the medicines cover 1st and 2nd line treatments, but mention that 3rd and 4th line 

treatments are not covered bay SPS and therefore neither available in the hospital 

nor to patients. Oncologists, who mainly focus on the individual patient’s interest, 
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felt that they do not have the appropriate medicines to prescribe, as some of their 

patients do not respond to those in the SPS protocols and need other medicines.

Informants also reported that the oncologists regularly follow the SPS protocols 

and/or the national clinical guidelines (NCG) for the prescription of treatment, 

mostly for diseases covered by SPS. However, oncologists also regularly referred 

to international clinical guidelines (e.g. the US National Comprehensive Cancer 

Network (NCCN) and European clinical guidelines), particularly for patients or 

diseases without SPS coverage. Referencing treatment guidelines other than SPS 

protocols usually led to the prescription of medicines that were neither covered 

by SPS nor available at accredited health facilities. All informants agreed that 

the SPS protocols are outdated and must be updated more frequently in order 

to expand coverage and include some innovative essential medicines already 

listed in the national formulary. As noted by one pharmacist: “…it is illogic that 

we have medicines included in the national formulary that are not included in the 

SPS protocols”.

Financing of medicines
Informants reported that the surveyed hospitals receive reimbursements from 

the SPS to finance cancer care and medicines. All hospitals, except one, received 

additional financial resources from the MoH (state or federal). Informants reported 

that this budget is limited and may not cover all patients’ needs. Some informants 

reported delays on the SPS reimbursement, which can push hospitals into debt 

with suppliers, who in turn may stop supplying. Furthermore, some informants 

reported that the SPS budget per patient per disease is insufficient, thus requiring 

additional resources to cover the patient’s treatment.

When medicines without SPS coverage (mainly high-cost innovative medicines) 

are prescribed, many hospitals try to absorb the costs of such treatments, totally 

or partially. In some cases, patients would only pay an income-dependent co-

payment, and the hospital would cover the rest. However, when hospitals do not 

have the financial resources to cover all patients’ needs, patients may be referred 

to charity organizations or to private pharmacies to get medicines at discounted 

prices. In practice, according to interviewees, many patients lack the resources to 

pay for (high-cost) medicines and other associated costs, and their treatment is 

often interrupted. As one oncologist reported: “There is no person, family, institution 

or national budget that can afford the costs of cancer medicines in this country…”.
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Reliable healthcare and supply systems
Informants reported on different opinions regarding the availability of medicines 

at the health facilities. Of the informants, 58% (mostly pharmacists) considered 

that the minimum required amount of medicines to treat patients was available, 

mainly for cancers for which the hospital was accredited by SPS. However, 42% 

of the informants (mostly oncologists and procurement officers) reported on an 

irregular supply of medicines. Stakeholders reported that hospitals plan medicines 

procurement following annual and/or monthly statistical records on medicine 

utilization and projections of patient numbers. 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% more than what they require. Hospitals also 

consider diseases they are accredited for, prescription practices and SPS coverage. 

Overall, following the administrative requirements for SPS reimbursement has led 

to better procurement planning, as observed by an oncologist: “Being normative 

and to prescribe according to the norm allows for a better designed, planned, and 

clear procurement processes to optimize the use of resources we receive from SPS”. 

Furthermore, the hospitals used a variety of procurement procedures to guarantee 

the timely supply and thus availability of medicines, as summarized in Table 6.2.

Overall, according to the informants, hospitals are satisfied with outsourced 

services (compounding pharmacies and outsourced pharmacies), since these 

services have guaranteed the timely supply of medicines and have allowed for 

the transfer of pharmacy management responsibilities. Hospitals supplied centrally 

by the MoH reported more supply delays and stock-outs. Informants reported that 

these shortages were caused by poor procurement planning at the MoH level 

without considering the hospital’s demand; however, they 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 procedures 

may limit the capacity of the institution to get treatments in a timely manner, in 

particular for expensive innovative medicines without SPS coverage.

Moreover, informants reported that another common reason for the unavailability of 

medicines was that providers failed to supply due to shortages. These shortages 

are caused by the unavailability of medicines in the national market due to a 

lack of production in a timely manner or importation problems, thus showing the 

vulnerability of the supply system in Mexico.
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Table 6.2. 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 order medicines 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 
pharmacy**))

- 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 
hours according to patient’s appointments

*n – number of hospitals surveyed out of 21; MoH – Ministry of Health; max.-maximum
** 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

Hospital informants reported on several mechanisms that they used to guarantee 

access to treatment for individual patients when urgently needed medicines are 

unavailable (i.e. out of stock, not supplied, not in the contract/tender, market 

shortages, procurement issues or not covered by SPS). Informants reported that, 

first, the hospital looks for alternatives: other product presentations or generic 

alternatives, and in some cases therapeutic alternatives. If using an alternative is 

not possible, 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. 

In addition, informants mentioned the following practical solutions to securing 

the supply of medicines: threatening with administrative sanctions to suppliers to 

enforce the medicine delivery; borrowing medicines from other institutions; direct 

purchase; referring patients to the social services department of the hospital, 

where the patient’s socio-economic status is assessed and patients can be 
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supplied at (special) lower prices; or referring patients to the hospital board, charity 

organizations or governmental institutions for medicine donations.

At the healthcare delivery level, informants reported that another main condition 

limiting access to cancer care and medicines in the surveyed hospitals was a lack 

of SPS coverage and accreditation. Informants reported that they are restricted 

in providing cancer care when the hospital has no SPS accreditation for some 

diseases. In such cases, patients are referred to other accredited facilities. Receiving 

patients from other facilities, or even from other states, can, however, cause an 

unforeseen increase of demand at accredited healthcare facilities, which may exceed 

the hospital’s projections regarding medicines’ supply. Furthermore, informants 

reported on additional barriers influencing access to cancer care and medicines at 

the healthcare delivery level. These barriers are presented in Table 6.3.

Table 6.3. Additional barriers influencing access to cancer medicines through SPS 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 about cancer early detection, 
preventing a timely diagnosis: patients 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 far away from 
cities with a hospital(s); 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 by SPS

*SPS – People’s Health Insurance (Seguro Popular de Salud)
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Discussion

Mexico has developed several policies to increase access to cancer care. SPS 

was introduced in 2004 to expand health coverage and access to medicines. SPS 

implementation has influenced the selection, prices, procurement and financing of 

medicines, as well as healthcare provision for cancer patients. Yet, little is known 

about the actual accessibility of cancer care and medicines at the healthcare 

delivery level, nor how health facilities deal with the key components of access to 

cancer medicines in Mexico. The results show that the availability of medicines is 

generally regarded as sufficient in hospitals providing cancer care, but informants 

also believed that coverage is rather restricted. Informants reported several 

barriers regarding the selection, financing, procurement systems, and healthcare 

delivery that hinder equitable access to cancer treatment.

Selection and financing of cancer medicines
According to the informants (and within them, the oncologists), the list of medicines 

and the SPS protocols used for the selection of medicines were regarded as too 

restrictive and thus insufficient for providing the optimum level of care. These 

informants, in particular, reported that treatment for advanced stages of cancer or 

for patients not responding to standard treatment is not covered. This is worrisome 

since many patients in Mexico are diagnosed at advanced stages and hence require 

treatment accordingly.28 Although the SPS protocols are based on international 

and national clinical guidelines, informants reported that they are outdated,19,28 

thus pushing clinicians to use other clinical guidelines (e.g. NCCN), which in turn 

drives patients to seek treatment without insurance coverage. The regular update 

of SPS protocols is necessary. To do so, clinicians’ and experts’ opinions and 

experiences, and scientific and health economic evidence should be considered 

when expanding SPS coverage with the most cost-effective interventions. Previous 

research has reported on the challenges of implementing clinical guidelines to 

guide the prescription in Mexico.29 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 properly implement the SPS protocols across the country.19,28,30

Informants reported that the SPS and MoH budget for cancer treatment is limited 

to cover the needs of patients. The budget intended for treatment may be affected 
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by the high cost of medicines, particularly those (innovative) medicines not covered 

by SPS. When medicines are not covered by SPS and/or hospitals are not timely 

reimbursed by the SPS,31,32 some hospitals cover (some of) these costs from their 

own operating budgets or patients are pushed to pay out-of-pocket.32,33 The high 

costs of these medicines can be impoverishing leading patients to cease treatment.34 

European countries, the United States (US), Russia, Turkey, and other LATAM 

countries8,15,35,36 have also reported that poor coverage, lack of resources, and high 

costs of medicines can push physicians to decide not to treat conditions or prescribe 

less-effective treatments. Mexico and other countries need to address coverage 

and budget constraints to guarantee access to cost-effective interventions and to 

promote the best level of cancer care for the largest possible number of patients.

Procurement and supply systems and healthcare delivery
Most informants reported a reliable and timely supply of medicines in the hospital 

while noting several barriers. Public hospitals providing cancer care use different 

procurement procedures to guarantee the supply of medicines. The most common 

procedure was outsourcing the pharmacy service to private companies and/or 

compounding pharmacies. Confirming previous research, our interviewees regarded 

handing over the full responsibilities of pharmacy management and services to 

private providers as efficient use of resources, guaranteeing timely supply and 

availability of essential cancer medicines as well as stable medicine prices.27,37 

However, facilities could face problems related to inadequate procurement planning 

and provider non-compliance.27,31 The United Kingdom (UK), the US, Kenya, and South 

Africa have also outsourced pharmaceutical service delivery.38–41 In these countries, 

outsourcing pharmacy services has provided savings by reducing pharmacy staffing 

costs and medicine prices; it has allowed for stock maintenance and the efficient 

use of available pharmaceuticals, thereby preventing damages caused by market 

shortages. Experiences from Mexico and these other countries show that contracting 

pharmacy services can drive efficiency in healthcare delivery.38,41,42

Hospitals using tender processes or MoH supply through centralized procurement 

reported more challenges with ensuring timely supply of medicines. These 

facilities encountered problems related to administrative changes, corruption 

at the governmental level, and poor planning, procurement, storage and supply 

by the MoH27,31 resulting in unavailability and unreliable supply of medicines. In 

other countries, centralized procurement yields mixed outcomes. In India and 
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China, some provinces have guaranteed the availability of medicines, lower 

procurement prices, and satisfactory inventory management, while other provinces 

have reported unreliable supply, frequent stock-outs, and inefficient distribution 

mechanisms.43,44 Health facilities should identify and tackle those aspects that 

influence and prevent efficient procurement and supply procedures of medicines 

to health facilities, both at the MoH and institutional level.

Whenever medicines were unavailable, informants reported that hospitals made 

strong efforts to guarantee access to treatment in order to avoid disruptions in 

patient care. The most common solution was to look for therapeutic alternatives. 

However, some experts believe that using alternative therapies can interfere with 

procurement planning projections, and increase the costs of care, medication 

errors, and disease progression.45–47 Furthermore, direct purchases were used for 

unavailable and urgently needed medicines, and more frequently for medicines 

without SPS coverage.31 The WHO48,49 does not recommend direct purchases, 

since these may interfere with procurement projections,27 lead to the purchase 

of overpriced medicines,31 and cause inefficient use of resources from other 

programs50 to cover these medicines. The practical application of the concept 

of essential medicines demands that the original prescription should always be 

available to prevent treatment delays, treatment failure, and disease progression.35

Additionally, informants reported on several barriers affecting access to treatment 

by patients at the healthcare delivery level. One substantial barrier to access 

cancer treatment relates to the travel costs from rural areas to the few accredited 

cancer centers,48-50 which are commonly located in urban areas. SPS and health 

institutions should invest resources to increase the number of accredited 

facilities in strategic regions to reduce the distance to health facilities for rural 

populations7,30 and relieve the current load of patients in third level hospitals. 

Other LATAM countries and the US5,7,19 have also reported that distance to health 

facilities and the inability to pay transportation costs to impede access to cancer 

treatment. It is necessary to expand cancer care into a wider range of health 

facilities to bring healthcare closer to patients.

Strengths and limitations
The effect of SPS on access to medicines has already been studied.34 However, 

this study contributes with information on stakeholder insights regarding processes 
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and barriers that health facilities face in providing access to cancer medicines to 

patients with SPS coverage. To our knowledge, this is the first qualitative study using 

stakeholder interviews to explore key components of access to essential cancer 

medicines from the point of view of health professionals at public health institutions. 

Using the WHO Access Framework on access to medicines allows for the identification 

of key areas in which policies have to be strengthened to improve equitable access to 

cancer medicines. The main limitation of this study is that the patients’ experiences 

on availability, affordability, and accessibility to cancer medicines and care were 

not considered. The patient experiences should be the subject of a separate study.

Implications
This empirical study, based on the WHO Access Framework, allowed us to shed 

light on the factors and processes that influence the access to cancer medicines 

in Mexican hospitals accredited by SPS. Further research should expand on the 

different components that influence access to cancer medicines from the whole 

health system perspective, deepening the insights about the barriers that prevent 

timely and equitable access to cancer medicines.

Hospitals and cancer institutions should monitor and, where necessary, revise 

their procurement procedures to ensure that the most cost-effective and efficient 

procurement mechanisms and procedures are in place. Moreover, many hospitals 

continue to face barriers in cancer medicines supply, pushing them to resort 

to charity organizations to guarantee access to treatment.51 This phenomenon 

indicates a lack of resources to meet patients’ legitimate health needs, which is 

a basic responsibility of the government.

One main concern expressed by the informants was the limited cancer coverage by 

SPS. As geographical access is still unequal and the overall cancer burden continues 

to grow in Mexico64,65 coverage needs to expand geographically and include a wider 

range of treatments and diseases. The SPS should extend accreditation to more 

cancer facilities to bring healthcare closer to patients. Accreditation of facilities 

should include secondary level and private healthcare facilities,26 based on a defined 

package of services at defined costs. SPS coverage and treatment protocols should 

be regularly revised and updated to include cost-effective treatments for cancer 

(i.e. for those that are already covered by SPS and for other types of cancer). The 

latter would reduce the need for ad-hoc treatment decisions by clinicians, and work 
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towards equity and harmonization of cancer care throughout the country. All these 

actions should be included in the National Cancer Control Plan.28,52

Conclusions

The implementation of the SPS in Mexico addresses key components for equitable 

access to cancer medicines, yet a number of barriers to these components still exist 

in health facilities. Health facilities need to improve their selection and procurement 

processes to guarantee timely and efficient access to cancer medicines. A next 

challenge is to find the right balance between expanding the range and cost of 

cancer treatments covered by insurance and making basic cancer care available to 

all - a challenge that other middle-income countries are also likely to face.
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