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ABSTRACT

Objective: To describe the process of implementing a cancer surveillance technical group based on the health
advocacy framework.

Method: Convergent Care Research addressing 11 representatives of the support and governance system of
the healthcare network in a town in Santa Catarina, Brazil. Data were collected from June 2020 to July 2021 in
online meetings called convergence groups. The analysis followed the apprehension, synthesis, theorization,
and transference steps.

Results: The motivations for creating the group included the town’s cancer epidemiological context, the need
to meet the annual health program, and the professionals’ duties in this context. Based on the advocacy
framework, the group associated the implementation process with concepts such as integrality, humanization,
and professional practice in health. Along this path, strategies were acknowledged and supported the group,
such as the establishment and appropriation of philosophical and theoretical bases, in addition to actions such
as creating a statute, planning activities, developing instruments, and identifying priorities to implement tasks
effectively.

Conclusion: Knowledge was exchanged, and a process for providing integral and equitable healthcare in
cancer surveillance was developed collectively. Hence, advocacy proved to be a theoretical pillar for the
political action of the technical group’s members, translating practice into patient rights advocacy.

DESCRIPTORS: Epidemiologic Surveillance Services. Public Health Surveillance. Neoplasms. Health
Advocacy.
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A IMPLEMENTAGAO DE UM GRUPO TECNICO DE VIGILANCIA DO CANCER
ANCORADO NO ADVOCACY EM SAUDE

RESUMO

Objetivo: descrever o processo de implementacdo de um grupo técnico de vigilancia do cancer fundamentado
no referencial de advocacy em saude.

Métodos: Pesquisa Convergente Assistencial realizada com 11 profissionais representantes de pontos de
atencgéo e do sistema de apoio e governanga da rede de atengéo a saide de um municipio de Santa Catarina,
Brasil. A coleta foi desenvolvida de junho/2020 a julho/2021 em reunides online denominadas grupos de
convergéncia. A analise seguiu as etapas de apreenséo, sintese, teorizagéo e transferéncia.

Resultados: o grupo evidenciou como motivagbes para sua criagdo o cenario epidemiolégico do cancer
no municipio, a necessidade de atender a programacao anual de salde, e os compromissos profissionais
neste contexto. Em seu processo de implementacdo, e a partir do referencial do advocacy em saude, o
grupo 0 associou a outros conceitos como a integralidade, a humanizagéo, e o exercicio profissional na
area da saude. Neste percurso, foram reconhecidas estratégias iniciais como a definicao e a apropriagdo de
bases filosoficas e tedricas para ancorar o grupo, bem como estratégias de agdes desde a elaboragdo de um
regimento, planejamento de atividade do grupo, construgédo de instrumentos, e identificagcdo de prioridades
para implementacgéao efetiva dos trabalhos.

Conclusao: houve promocgdo e compartiihamentos de conhecimentos e, coletivamente, estruturou-se um
processo para atengao integral e equanime na vigilancia do cancer. Confirmou-se o advocacy como pilar
tedrico para agao politica dos profissionais no grupo técnico, e suas praticas traduzem-se em agdes de defesa
dos direitos dos usuarios.

DESCRITORES: Servigos de vigilancia epidemiolégica. Vigilancia em saude publica. Neoplasias.
Advocacia em saude.

LA IMPLEMENTACION DE UN GRUPO TECNICO DE VIGILANCIA DEL CANCER
ANCLADO EN LAADVOCACY EN SALUD

RESUMEN

Objetivo: describir el proceso de implementacién de un grupo técnico de vigilancia del cancer, fundamentado
en el referencial de advocacy en salud.

Métodos: Investigacién Convergente Asistencial realizada con 11 profesionales, representantes de puntos
de atencion y del sistema de apoyo y gobernanza de la red de atencion a la salud de un municipio de
Santa Catarina, en Brasil. La recoleccién fue desarrollada de junio/2020 a julio/2021 en reuniones online
denominadas grupos de convergencia. El analisis siguio las etapas de comprension, sintesis, teorizacion y
transferencia.

Resultados: el grupo evidencié como motivaciones para su creacion el escenario epidemiologico del cancer
en el municipio, la necesidad de atender la programacion anual de salud, y los compromisos profesionales
en este contexto. En su proceso de implementacion, y a partir del referencial de advocacy en salud, el grupo
lo asocid a otros conceptos como la integralidad, la humanizacién, y el ejercicio profesional en el area de
la salud. En este recorrido, fueron reconocidas estrategias iniciales, como la definicion y la apropiacion de
bases filosoficas y tedricas para anclar el grupo, asi como estrategias de acciones desde la elaboracion
de un regimiento, planificacién de actividades del grupo, construccién de instrumentos, e identificacion de
prioridades para implementacion efectiva de los trabajos.

Conclusién: hubo promocion e intercambio de conocimientos y, colectivamente, se estructuré un proceso
para atencion integral y ecuanime en la vigilancia del cancer. Se confirmé el advocacy como pilar teérico para
accion politica de los profesionales en el grupo técnico, y sus practicas se traducen en acciones de defesa de
los derechos de los usuarios.

DESCRIPTORES: Servicios de Vigilancia Epidemioldgica. Vigilancia en Salud Publica. Neoplasias.
Defensa de la salud.
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INTRODUCTION

The health advocacy framework dates back to the 1970s when it emerged from social movements
based on ethical, legal, and moral aspects implicated in health professionals’ actions. It is associated
with supporting the individual autonomy of patients in health systems, families, and communities and
also with protecting patients’ right to self-determination to make decisions concerning the health and
disease continuum’2,

Health is unequivocally valuable for developing a society’s productive capacities and personal
and collective life projects, being an essential condition for human and environmental well-being and
dignity**. In this sense, advocacy-guided health actions influence the consolidation of practices,
especially when practices are based on public health policies®2. Hence, when considering this
framework, one also needs to take into account the multi-professional nature of the health field, aiming
to strengthen interdisciplinary work to include advocacy as a potential resource to consolidate health
as a citizen’s right from an expanded and comprehensive perspective.

Because the Brazilian constitution ensures the right to health, actions are constantly required to
materialize it, such as implementing interventions to promote, protect, and recover/rehabilitate patients’
health. The Brazilian Unified Health System (SUS) has a complex structure involving its organization,
financing, healthcare delivery, and training, which pervades thinking and doing. Hence, there is a
permanent search for theoretical support aligned with this right to incorporate it into people’s lives.
Many actions implemented within the public sphere in the SUS are structured through public health
policies. These policies directly affect the provision and availability of healthcare to the population
and reflect on outcomes, equity, and the professionals’ environmental and sociocultural contexts®.

Adopting the health advocacy framework to guide practices in a scope less comprehensive
than the SUS, such as for Chronic Non-Communicable Diseases (NCDs), is also potentially positive.
Such diseases harm individuals’ quality of life and impact their productive capabilities, contributing
to social and economic problems. When NCDs are on the agenda, cancer epidemiology emerges,
which presents high levels of incidence and prevalence worldwide. There have been advancements in
treatments and the quality of results since SUS was regulated; however, unequal access to services
providing comprehensive healthcare remains. A study addressing the micro-regions of Minas Gerais,
Brazil, showed significant distinctions concerning breast cancer mortality and exposed differences
in the distribution of resources in the same territory, i.e., women living in areas where there is no
healthcare support face more losses than those in urban areas®”’.

Data on epidemiological surveillance, mainly reporting on cancer, show that only 15% of the
world’s population is covered by high-quality records®. The absence of or poor records compromises
the planning and organization of oncology care. Hence, changes are needed to reverse epidemiological
indicators, considering that many types of cancer are preventable, though they require timely diagnosis
and treatment®.

Since 2005, the National Oncological Care Policy has aimed to guide the development and
consolidation of care for people with cancer. It reinforces the need to recognize the essential aspect
of cancer preventive actions and the System’s organization. It is paramount that the different services
communicate efficiently to establish timely diagnoses and provide treatments within adequate conditions
to comply with the “Lei dos 60 dias” [60-day Law]".

A problem emerges in this context, which calls for professionals to advocate for patient rights,
i.e., health advocacy — a set of coordinated social, economic, political, and legal actions to provide
quality healthcare. These concrete practices organized by committed social actors go beyond their
professional skills; hence, the professionals understand their co-responsibility in promoting the full
exercise of rights to benefit individual and collective health'*-".
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Thus, considering the epidemiological proportions of cancer worldwide and how cancer affects
people’s lives and society, there is a need to sensitize actors, hold spaces, and promote actions to
advocate for patient health according to SUS’ principles of universality, equity, and integrality. The locus
of epidemiological surveillance, whose characteristics symbolize public policies and multidisciplinary
work processes, motivated this study to describe the implementation of a cancer surveillance technical
group based on the health advocacy framework.

METHOD

This qualitative study, Convergent Care Research (CCR), seeks to clarify the complementary
relationships between theory and practice, producing knowledge to resolve conflicts and problems.
The CCR process involves the conception phase when the researcher understands the research
problem; the instrumentation phase, which enables the researcher to plan all operational details of
data collection, physical space, participants, and data collection instruments, among other practical
aspects; investigation phase, considered a unique moment in the CCR, which allows researchers,
through active participation, to examine, probe the interfaces, associations and potential planning
based on the instrumentation phase and the next phase, which is analysis™.

The research context was a Cancer Surveillance Technical Group (CSTG) located in a
Municipal Epidemiological Surveillance Service in Santa Catarina, Brazil. This technical group was
established in 2019, according to Normative Instruction. Its objectives include investigating cancer
deaths, according to Laws 12,732/2012 (60-day law) and 13,896 (30-day law); diagnosing problems
faced by those affected by cancer; proposing sustainable and ethical solutions based on legally
supported resources; and developing strategically planned actions to raise awareness among all
those responsible for decision-making in this context’>-4.

The participants were intentionally recruited. The primary researcher, who held a managerial
position in the town’s Epidemiological Surveillance service, selected the participants according to
the inclusion criterion: being an active Cancer Surveillance Technical Group member. Hence, all
the group members were included; only students and residents who occasionally participated in the
group meetings were excluded.

The primary researcher simultaneously took on management responsibilities in creating and
implementing the CSTG and conducting the study’s stages. This double role is fundamental in the
development of CCR. The first contact with potential participants was established in an online meeting,
during which the research objectives, risks, and benefits were clarified, and a formal invitation was
presented. All members of the CSTG agreed to participate and signed free and informed consent
forms before initiating the next stage, which consisted of data collection.

Data were collected through online meetings from June 18, 2020, to July 29, 2021. These
meetings were held monthly in 2020 and fortnightly in 2021 and lasted two and a half hours each,
totaling 14 meetings. The same group participated in all meetings and was called the “convergence
group;” the purpose was to develop research simultaneously with healthcare practice'?1®.

The health advocacy framework was introduced as a theoretical assumption at the first meeting.
Other frameworks, such as collective health, health surveillance, oncology, and the right to health,
were presented in the remaining meetings according to needs identified during the discussions. No
script was specifically developed for this study — the participants’ discussions emerged from their
service experiences. The meeting notes and minutes comprise the corpus of data for analysis. Health
surveillance strategies and adherence to the theoretical aspects of advocacy were explored in depth,
together with which actions should be performed by health surveillance in the oncology field, in addition
to discussing the health services’ weaknesses and strengths.
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This study’s objective expanded during the meetings and dialogical process between care
practice and investigation. Emerging themes and interests naturally surface in the development of
an investigative process'?. Therefore, guidelines such as healthcare for people with cancer and the
identification of problems patients face in their passage through healthcare services were added and
aligned to the advocacy framework.

Specifically, in the fourth and fifth meetings, simultaneous ideas that triggered the effective
implementation of the CSTG emerged and were connected with the advocacy framework. Based
on the convergence group’s practice in health services, the participants recognized the connections
between healthcare provided to people with cancer and their actions, characterized by advocacy,
giving rise to a continuous constructive process linked to health surveillance.

The primary researcher was entirely responsible for the data collection process. The meetings
were recorded and transcribed with no validation from the participants. The database was analyzed
according to four processes: apprehension, synthesis, theorization, and transference, which occurred
in sequential order, concomitantly with data collection. The interpretation of results corresponded to
the synthesis, theorization, and transference processes. The associations and variations of information
were examined and coded during the synthesis. Theorization involved identifying and establishing
relationships between groups of themes that enabled the prediction of the phenomenon under study.
Theorization involves constructions, deconstructions, and reconstructions of formulations based on
the literature and the theoretical framework that support this study, enabling us to put knowledge into
practice'?.

The Institutional Review Board assessed and approved the study project, which complied
with all the requirements established by Resolution 466/12, Brazilian Health Council. Additionally, the
participants were identified by the letter “M” (Member), followed by a random number from 1 to 11 to
ensure confidentiality, and the observation notes were coded “CG” (Convergence Group), followed
by a number from 1 to 14 assigned according to the order in which the meetings were held.

RESULTS

Eleven representatives from the town’s different public and private services participated:
Epidemiological Surveillance (a nurse responsible for Chronic Non-Communicable Diseases, a nurse
responsible for Vital Statistics, a nurse director, and a nursing technician, who was the executive
secretary); High Complexity Oncology Unit (UNACON) (a physical therapist as the coordinator);
Specialized Medical Assistance Unit (UAME) (a nurse as the coordinator); Health Department (a nurse
responsible for Primary Health Care); Outpatient clinic of a Private University that serves patients
under the Unified Health System (SUS) (a coordinating nurse); Control, Regulation, and Evaluation
Service (an administrator appointed by the coordinator); the city’s Laboratory (a biologist coordinator);
and a Private Laboratory (an administrator) that analyzes most of the town’s biopsies.

Three categories concerning the implementation of a Cancer Surveillance Technical Group
emerged: “Motivations to create the Cancer Surveillance Technical Group (CSTG), “Implementation
strategies,” and “Recognizing the CSTG from the Advocacy perspective.” These categories are
intertwined with the Group’s creation, implementation, and consolidation process, considering its
dynamic nature and content that converges with each other—Chart 1 and Figure 1 present these
characteristics.
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Figure 1 — Intertwinements in the implementation of a Cancer Surveillance Technical Group (CSTG) under the Advocacy framework.

Chart 1 — Implementation of a Cancer Surveillance Technical Group: Motivations, Strategies, and Acknowledging Advocacy.

Motivations to create the Cancer Surveillance Technical Group

The city’s Cancer Epidemiological Context

Annual Health Program

Professional Commitment

A historical analysis in the city showed that mortality
caused by cancer (...) has surpassed deaths due to
cardiovascular diseases since 2016. Such a situation
shows the urgent need to investigate these cases to
work on planning based on evidence and develop
actions to minimize problems that directly affect the
population’s health according to laws 12,732/2012 and
13,896/19 (CG1).

(...) The Annual Health Program has a guideline providing for the
implementation of a technical group to investigate deaths caused by
cancer, to ensure people with cancer are respected, and to ensure
that law 12,732/2012 (60-day law) is complied with. This guideline
needed to be included in the program because there were no
management instruments specifically determining goals and actions
related to chronic non-communicable diseases or cancer (CG2).
One of the management instruments used in the city is the
Annual Health Program. It details annual goals and identifies
monitoring indicators, determines the actions that will support the
achievement of objectives in a specific year, fulfills the Health Plan
goals, and presents the forecast for the allocation of budgetary
resources necessary to comply with PAS (CG3).

Therefore, based on the city’s
needs, the following guideline

was included in the Annual Health
Program 2018: Strengthening

the prevention of chronic non-
communicable diseases and health
promotion, along with implementing
and maintaining a Technical Group
to investigate deaths with the
underlying cause of death being
Cancer, in order to ensure people
with cancer are respected and that
Law 12732/2012 (60-day Law) is
complied with (CG5).
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Chart 1 — Cont.

Cancer Surveillance Technical Group’s Implementation Strategies

Delimitation of philosophical and
theoretical bases

Preparation of Statute and Work Strategy

Preparation of Statute and
Work Strategy

Identification of Priorities

Health advocacy, which is broadly
defined as a process of supporting,
defending, or arguing a cause, idea,
or policy, provides the basis for the
group to perform its activities, aiming
to investigate cancer deaths based on
laws and diagnose problems, whether
due to difficulties of people with
cancer to access health services and
propose sustainable and responsible
solutions, through legal and ethical
means, developing strategically
planned actions to raise awareness
and influence decision-makers to
promote the necessary changes
(CGT7).

The group prepared an internal regulation,
establishing a set of rules to regulate the group’s
functioning, ensure the correct implementation

of tasks according to the guidelines, organize,
systematize, and develop a continuous work
process. This internal regulation was also officially
published through an Ordinance on March 2,
2020, and its members and respective substitutes
according to each area and place of activity
(CG10).

The group adopts systematic meetings to discuss

patients’ deaths, seeking to detect potential causes.

It routinely uses meetings to discuss the cases
involving deaths, summoning, if necessary, the
workers who provided care for such patients or
the health department’s managers. The objective
is to present the cases to these professionals

or managers to obtain more information, clarify
doubts, point out errors, request changes to

the routine or practices harmful to the care of
patients, prepare letters of recommendation for the
services, propose and strengthen integrated and
intersectoral actions to improve the care delivered
to people with cancer, prevent avoidable deaths,
and support the qualification of healthcare and
death surveillance (CG12).

To assist in investigations and
standardize the cancer death
surveillance process and

how information is available
to the group’s members.

The researcher created an
investigation form, considering
that the diversity of content
provided in the forms and
medical records may prevent
comparing information,
possibly compromising the
quality of data discussed in
the meetings. According to
the healthcare delivery logic,
the information obtained from
various sources is valuable
for planning actions and
evaluating health services at
municipal, regional, and state
levels. Furthermore, the data
obtained after the investigation
enabled an understanding of
how cancer care is organized
in the city’s health network
(CG13).

Due to the great demand for
investigations and also because
there is a member representing
women’s health in the city, the
group agreed that priority would
be given to cervical and breast
cancer, considering these are

the most common, especially
among women under 69 years
old, as recommended by the first
indicator of the Inter-federative
Agreement. It aims to present

the qualification forms of the 23
indicators established between
2017 and 2021. The first indicator
aims to monitor the mortality caused
by NCDs, the primary cause of
death in the country. It is also a
relevant parameter for planning
and obtaining agreement on health
services at all levels of care aimed
at people with chronic diseases
(CG14).
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Chart 1 — Cont.

Recognizing the Cancer Surveillance Technical Group from the Perspective of Health Advocacy

Integrality

Humanization

Knowledge

Professional Competence

In addition to rights and duties, the entire context needs
to be assessed so that patients enjoy whole health
(M1).

I think it has everything to do with it because it’s about
interests, legislation, meeting deadlines, investigation,
and patients. There is a long period between the
diagnosis and the beginning of treatment. Patients have
the right to start treatment. How? | think it is in line with
advocacy and these interests, and that is what we are
checking: whether this legislation was complied with
and whether patients had access to the resources they
needed (M3).

It aims to ensure patient rights in
the sense of professionals (that
is why it is advocacy) advocating
for patients. | know a patient has
rights, so I will try to ensure that
he accesses such rights (M2).

It is deeply associated with

the dissemination of public
health, the rights of patients,
and the humanization and
individualization of patient
treatment (M5).

It aligns with patients’
interests, well-being, and
access to knowledge,
defending the right

of patients, users,

and people to access
knowledge (M3).

But it has to do with the professional, like
I, a nurse, advocate for a patient, or I, a
doctor, advocate on a patient’s behalf. It
is not just, “Oh, there is this legislation.”
| am the one who is taking care of it; |
am the one who clarifies it, and | am the
one who asks for help. One of the things
that happens is that we are educating
new professionals and drawing attention
to aspects of management that need

to be taken care of, what we think
professionals know how to do, but in
reality, they do not know how to do, and
this surfaces in the investigations (M2).
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DISCUSSION

Regarding the motivations that mobilized researchers and study participants, the CSTG was
created because of the number of cancer cases detected in the city, which required that a Death
Surveillance Technical Group focused on cancer was created, along with the desire of professionals
to overcome this health problem.

Therefore, the motivations reveal principles concerning human and citizenship rights. The
previous discussion shows that the philosophical bases of advocacy permeated the professionals’
understanding of their roles even before they acquired a deeper understanding of it. Defending the right
to health is an act of safeguarding, evaluating, valuing, mediating, and recognizing social justice in the
provision of health care. Advocacy is a complex process, especially for vulnerable populations, and it
requires professionals to be aware of such a role and to be committed and morally responsible?'%-"7.

Specifically within the scope of oncology, the need to advocate for patient rights applies to
ameliorate the population’s persisting inequities in this and other health fields. A professional who
advocates for patients in a health system based on principles and guidelines plays a leadership role in
promoting change toward integral and equitable healthcare'®. Defending patients, families, or collectives
focused on equity in an environment, albeit delimited, can be transferred to other environments,
mobilize forces, and strengthen the care provided in the service network®.

Vulnerabilities were identified when we considered the lack of compliance with laws 12,732/12
and 13,896/19, specifically addressing people affected by cancer in Brazil. Having the right to access
early diagnoses and treatments to prevent premature deaths is insufficient if there is no knowledge
or advocacy. Healthcare providers can include equity-oriented strategies in their practice through
leadership, political influence, advocacy, education, and research'®'S. Taking part in a CSTG is an
exercise where professionals can critically evaluate their work processes for themselves and patients
to ensure compliance with laws and public policies. Advocacy guides opportunities for comprehensive
and humanized healthcare, promoting quality services aligned with public policies and showing
professional competence in work processes.

Implementing the CSTG required understanding the philosophical bases that support the
group’s practices and, from an operational perspective, structuring a statute, developing instruments,
and establishing priorities.

Implementing a Cancer Surveillance Technical Group within the scope of health surveillance
actions, based on the health advocacy theoretical framework, was not merely about meeting a specific
demand to comply with laws or public policies. Having healthcare professionals advocate for patient
rights is a health promotion and protection strategy to ensure patients access treatment, recovery,
and rehabilitation.

The professionals come across the bureaucracy and many barriers that prevent or restrict
their ability to advocate for their patient’s rights when implementing healthcare public policies?. For
example, the nature of one’s employment contract may be an impediment, and for this reason, a
collective configuration, such as a Technical Group, empowers these workers. Healthcare providers
implement public health policies through their actions; hence, they are the protagonists in all planning,
implementation, and evaluation processes?'. Therefore, the distance between policymakers and those
implementing such policies must be shortened to give meaning to these actors’ actions and lead them
to a feeling of belonging, mobilizing health advocacy?2.

Work climate in health services influences health advocacy and its effectiveness. Health
advocacy may lead healthcare workers to experience relational conflicts, such as when an advocate is
perceived as a threat to a colleague or manager or when objectives are not achieved, and professionals
feel frustrated to see their efforts wasted, possibly affecting the psychosocial work environment?3.

Texto & Contexto Enfermagem 2024, v. 33:20230148 9/14

7 ISSN 1980-265X DOI https://doi.org/10.1590/1980-265X-TCE-2023-0148en .



There are possibilities to minimize these confrontations when surveillance actions are planned and
evaluated collectively and are supported by a theoretical framework.

The participants composing the CSTG represented relevant health spaces in the city’s cancer
context. For this reason, the statute established that one case of cancer-related death would be
discussed in the meetings so that all the participants would have the opportunity to identify the causes
and consequently participate in the establishment of strategies intended to avoid such deaths.

An interdisciplinary team was composed because members from different professions could
exchange instruments, techniques, methodologies, and approaches to complement each other’s
resources. Such a dialogue enriches and transforms practice, considering that horizontal relationships
enable the exchange of knowledge and participants can tackle tasks together?.

Additionally, considering the amount of information that the healthcare network has and
which shows the flow of health practices, the group developed an instrument to gather the necessary
information and facilitate the group’s work system, which enabled assertive priority establishing.

Finally, the process in which the group was implemented allowed the recognition of the attributes
of the advocacy framework adopted in this study. Thus, advocacy was envisioned as a possibility to
integrate healthcare and make it more humane, facilitate patients to access knowledge, and enable
healthcare professionals to provide competent responses.

Sharing the experience of implementing the CSTG revealed it as a health surveillance strategy
to ensure all the legal rights of people with cancer. Moreover, the theoretical framework adopted
here to support advocacy mobilized other experiences, such as solving a problem with a significant
impact on cancer mortality and improving the quality of healthcare provided to individuals affected by
cancer. Such mobilization was guided by the knowledge and recognition that professionals collectively
constructed and learned about their skills in advocating for patients.

The theoretical and philosophical alignment of the health advocacy framework as a guide to
the GVTCA implementation process became evident when the convergence groups outlined actions
that could provoke social and/or organizational changes based on the legal and fundamental ethical
right to health. Health advocacy involves building knowledge collectively, thinking, management, and
healthcare based on scientific theories and evidence'®"7.

Nonetheless, it is important to recognize factors in health services that, among other aspects,
hinder advocacy. Lack of material and financial resources, inadequate physical spaces, work overload,
lack of autonomy, discontinuity of care between levels of care, and a prevalence of hegemonic
traditional care models hinder health advocacy®.

These limitations reflect on the healthcare provided to patients. Hence, patients facing a
vulnerable situation caused by cancer are also affected by health system problems. It is also worth
considering that exposure to technological treatment devices and fiscal austerity policies since 2015
have impacted healthcare quality, including oncology. This universe of difficulties calls for advocacy,
and health professionals providing direct patient care are engaged in this role?.

The participants started experiencing the positive results of advocacy actions based on the
construction of knowledge and its consolidation in surveillance practices. Studies show that health
workers experience a feeling of accomplishment and satisfaction when their duties are fulfilled, and
patients experience positive outcomes due to advocacy actions implemented in the workplace?’282°,
Some aspects facilitate obtaining success in health advocacy, such as the subjective influence of
being empathetic with patients, taking their social and religious values into account, in addition to
experiences concerning training and level of knowledge, and political-social involvement3°16,

The decision to implement the CSTG in convergence with the study, i.e., in the same physical
and temporal space, provided an opportunity for dialogue, which enabled us to critically reflect on the
actions agreed upon beyond management materialized in the ordinance of the group’s creation. In
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this sense, CCR contributed to proposing care models based on processes directly related to care
practice’®.

This study’s limitation is that it concerns a unique experience. Hence, despite the possibility
of applying the method to other contexts, the results are limited to the context addressed here.

CONCLUSION

The Health Surveillance Technical Group comprises professionals from multidisciplinary teams
who plan, implement, and evaluate strategies to promote, protect, and recover patient health. When
the health advocacy theoretical framework is included in this scope, it assumes an ethically imperative
stance to resolve inequities by ensuring patients have their legal and fundamental rights.

Improved understanding of multiple contexts and structures provides practitioners with
strategies to apply in individual and community healthcare practices and address the root causes
of inequality through leadership, political influence, advocacy, continuing education, and research
to build knowledge. These strategies, supported by a theoretical framework, enable to break power
hierarchies that sustain health inequities, especially in oncology. Despite laws and scientific evidence
highlighting the essential nature of early diagnoses and timely treatment for people with cancer,
weaknesses persist in processes in Health Care Networks and Lines of Care.

Health advocacy is a pillar of the political action of professionals advocating for patient rights.
Advocacy is implemented through health surveillance to ensure the quality of care provided to cancer
patients. Although such actions are implemented in all health settings at a national level, the technical
surveillance field comes close to the theoretical dimension of advocacy. From this encounter emerges
the recognition of practices, the acquisition of knowledge, and advancements toward consolidating
comprehensive and equitable care.
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