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Abstract 
Objective: Describe the competence for the care of the person with chronic disea-
se and their caregiver, residents in rural areas and identify the barriers that limit 
access to health services.  Materials and Methods: A quantitative cross-sectional 
study, with a non-probabilistic sample of 218 dyads (patient-caregiver), who met the 
inclusion criteria of the study and to which the following instruments were applied: 
dyad characterization sheet;  Competition for patient and caregiver home care and 
Survey of access to health services for Colombian homes.  Results: The competence 
for patient care reveals to be lower than that developed by the caregiver.  However, 
in both cases the greatest deficiency in rural residents is the lack of knowledge about 
the chronic pathology that is suffered, in this way it becomes a challenge for care in 
rural areas.  Likewise, it is evident that access to health services is limited in these 
populations, due to administrative, economic and displacement barriers to access 
that are extended by the conditions of the rural area.  Faced with this scenario, the 
nurse becomes the ideal professional and with the adequate capacities to mitigate 
these difficulties from their actions, through the recognition of the initial conditions 
of the population and the management of strategies that allow health programs  ins-
titutions can reach the most vulnerable populations.  Conclusion: In rural areas, the 
challenges are diverse and adverse, however, their intervention is necessary, with the 
aim of improving health conditions in the populations that reside there.

Keywords: Chronic Disease, Accessibility to Health Services, Rural Population, Ca-
regivers.
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Resumen

Objetivos: Describir la competencia para el cuidado de la persona con enfermedad 
crónica y su cuidador, residentes en zona rural e identificar las barreras que limitan el 
acceso a los servicios de salud. Materiales y Métodos: Estudio cuantitativo de corte 
transversal, con una muestra no probabilística de 218 diadas (paciente -cuidador), 
que cumplieron con los criterios de inclusión del estudio y a la que se aplicaron los 
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Resumo
Objetivos: Descrever a competência para o cuidado do doente crônico e de seu cuida-
dor, os residentes rurais e identificar as barreiras que limitam o acesso aos serviços de 
saúde. Materiais e Métodos: Um estudo quantitativo transversal, com uma amostra 
não-probabilística de 218 díades (paciente cuidador), que atendeu aos critérios de 
inclusão do estudo e ao qual foram aplicados os seguintes instrumentos: Cartão de 
caracterização dos díades; Competência para o atendimento no domicílio do paciente 
e cuidador e Pesquisa de Acesso aos Serviços de Saúde para domicílios colombia-
nos. Resultados: A competência para o atendimento ao paciente revelou-se inferior à 
desenvolvida pelo cuidador. Entretanto, em ambos os casos, a maior deficiência dos 
residentes rurais é a falta de conhecimento sobre a patologia crônica que eles sofrem, 
tornando-se assim um desafio para o cuidado nas áreas rurais. Da mesma forma, é 
evidente que o acesso aos serviços de saúde é limitado nessas populações, dadas as 
barreiras administrativas, econômicas e de deslocamento ao acesso que são disse-
minadas pelas condições da área rural. Diante deste cenário, a enfermeira torna-se 
o profissional ideal com as habilidades apropriadas para mitigar estas dificuldades, 
reconhecendo as condições iniciais da população e gerenciando estratégias que permi-
tem que os programas de saúde das instituições cheguem às populações mais vulne-
ráveis.  Conclusão: Nas áreas rurais, os desafios são diversos e adversos; entretanto, 
sua intervenção é necessária, com o objetivo de melhorar as condições de saúde das 
populações que nelas residem.
Palavras-chave: Doença crônica, Acessibilidade aos serviços de saúde, população 
rural, cuidadores

siguientes instrumentos: Ficha de caracterización de la diada; Competencia para el 
cuidado en el hogar paciente y cuidador y Encuesta de acceso a servicios de salud 
para hogares colombianos. Resultados: La competencia para el cuidado del paciente 
revela ser menor que la desarrollada por el cuidador. Sin embargo, en ambos casos la 
mayor deficiencia en los residentes rurales es la falta de conocimientos sobre la pato-
logía crónica que se padece, de esta manera se convierte en un reto para el cuidado en 
la ruralidad. De igual manera, se hace evidente que el acceso a los servicios de salud 
es limitado en estas poblaciones, dado por barreras de acceso de tipo administrativo, 
económico y de desplazamiento que se extienden por las condiciones propias de la 
zona rural. Ante dicho escenario, la enfermera (o) se transforma en el profesional 
idóneo y con las capacidades adecuadas para mitigar desde su actuar estas dificul-
tades, mediante el reconocimiento de las condiciones iniciales de la población y la 
gestión de estrategias que permitan que los programas de salud de la instituciones 
puedan llegar a las poblaciones más vulnerables.  Conclusión: En la ruralidad, los 
retos son diversos y adversos, sin embargo, se hace necesaria su intervención, con 
el objetivo de mejorar las condiciones de salud en las poblaciones que allí residen.
Palabras clave: Enfermedad Crónica, Accesibilidad a los Servicios de Salud, Pobla-
ción Rural, Cuidadores.

Introduction 

The geographical area where people reside influen-
ces various aspects of life in which the capacity for 
care and access to health are not alien to this situa-
tion.  This is the case of the rural area whose popu-
lation has been considered in different scenarios, 
as a population in a vulnerable condition.  In rural 
areas, the conditions that people face are adverse.  

In addition to the above, the factors associated with the 
management of the disease converge and become more 
complex, which generates that the burden of the disease is 
greater when the person resides in a rural region (1).
This has repercussions on the health condition of the po-
pulation, making it more difficult for the patient to care 
for the disease.  Unfortunately, a typical rural population 
has factors such as low educational level and low socioe-
conomic status.  Associated with these factors, they may 
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also have a history of chronic disease (CD) and 
advanced age;  which are classified as risk factors 
for worsening CD (2,3).  In general, the chronici-
ty of a pathology has repercussions and is at the 
same time influenced by different aspects of the 
environment.
It is known that chronic pathology not only im-
pacts the life of the person who suffers it, but also 
the family dynamics of the patient.  Thus, CD 
is defined as a process of prolonged evolution, 
which does not resolve spontaneously and rarely 
achieves a complete cure.  CD generates a great 
social burden both from the economic point of 
view and from the perspective of social depen-
dency and disability (4).  This is how the person 
with CD who lives in a rural area does not only 
take care of themselves in health institutions, but 
also at home with a caregiver.  At home, the chro-
nic patient and their caregiver find themselves in 
a scenario where lack of knowledge and barriers 
in accessing health services can affect their abi-
lity to care.
To measure this capacity, both in the person 
with CD and in their caregiver, the competence 
for home care was used, which is defined as the 
capacity, ability and preparation that the person 
with CD and / or the  family caregiver to carry 
out the work of caring at home (5).  This work 
is generated from a comprehensive perspective 
in which aspects of knowledge of the disease, 
personal conditions, instrumental skills, ability 
to anticipate, basic factors of well-being and en-
joyment, social interaction and support networks 
are identified (6).
This phenomenon has been widely studied in the 
national territory, with different populations and 
varied regions, where the study by Carrillo et al.  
(5) carried out in the different regions of Colom-
bia, since it is the only study in the country, whe-
re a distinction is made between the rural popu-
lation.  However, the lack of studies that deepen 
this phenomenon in rural areas is evident.
Thus, it is evident that health care and disease 
do not depend solely on the chronic patient and 
/ or their caregiver, but also that the health sys-
tem plays an indispensable role from the point 
of view of access.  If the chronic patient has op-
timal accessibility to health services, he or she 
will have the opportunity to acquire knowledge, 
access to medical care and other professionals, 
the opportunity to receive their pharmacological 
treatment, among other activities necessary for 
their  watch out.
However, this often becomes a utopia, since what 

has been experienced is a constant challenge to 
achieve access to health.  It is important to note 
that the current health system was not designed 
taking into account the particularities of rural po-
pulations and the risks they face (7).  The outlook 
is less encouraging for the most vulnerable po-
pulations, such as rural, poor and indigenous po-
pulations, since they are the ones with the worst 
access to health systems (8).  Accessibility and 
care problems tend to be worse in rural areas than 
in urban areas due to unbalanced economic de-
velopment and an uneven distribution of health 
resources (9).
According to the bases of the National Develo-
pment Plan, barriers and inequities of real and 
effective access of users to health services still 
persist.  These obstacles are due, among others, 
to geographical aspects between rural and urban, 
as well as living in areas with high population 
dispersion (10).  Access to health services in ru-
ral areas is a problem in areas like Latin Ameri-
ca.  This problem has previously been shown to 
be an important factor related to the quality of 
assessment of individuals with chronic disorders 
living in rural and remote areas. (3) Additional 
health disparities experienced by people living 
in rural areas such as the  Economic inequality, 
aging populations, transportation problems, and 
limited health services can have a major impact 
on how people are able to manage their chronic 
conditions (1).
At the level of Colombia and according to the 
national health care quality report, for 2014, the 
perception of the ease of access to health servi-
ces was 54%, which indicates that 46% of users 
considered it difficult  access health services 
(11).  On the other hand, according to the Tech-
nical Bulletin on Multidimensional Poverty in 
Colombia in 2018, the percentage of households 
with barriers to access health services was 6.2% 
(12).  This reflects the existing inequity in health 
in the country and the felt need to intervene on 
this topic;  Faced with which, investigations have 
been generated that agree that barriers to acces-
sing health services in Colombia are associated 
with limited coverage of health insurance, poor 
income or education, and characteristics of the 
services such as geographic accessibility, issues  
administrative or quality (13).
In contrast, from the perspective of the user with 
CD, care is fragmented, disintegrated and proces-
ses difficult, requiring multiple authorizations for 
different problems related to CD.  Family caregi-
vers, who are not prepared to deal with CD, are 
not considered or supported, increase unneces-
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sary transitions and thus the cost, risk and inse-
curity of people with CD.  Likewise, there are no 
proposals to adjust to the reality that the country 
is experiencing in the face of the increase in these 
diseases and (14) the lack of studies in this regard 
in rural areas is notorious (7).
In this way, it is evident that access to health ser-
vices is a fundamental factor for the person with 
CD and their caregiver to acquire the knowledge, 
skills and even the support necessary to be com-
petent in caring for the disease.  It is necessary in 
the first instance to identify the problems in order 
to be able to intervene and modify them.  This is 
how the nurse with an adequate professional and 
academic level, possesses the capacities to carry 
out changes in the health status of populations by 
identifying limitations in the face of access and 
the lack of tools to face care of the  EC.  This 
leads to changes in the way of providing heal-
th care and even personalizing it, paying special 
attention to those populations in a vulnerable 
condition, including rural populations, since the-
se regions have not only a restricted number  of 
doctors and nurses, but also limited capacity and 
autonomy to provide the necessary primary heal-
th care services (15).

Objectives 

•	 Describe the competence for the care of the 
person with chronic illness and their caregi-
ver, residents in rural areas. 

•	 Identify the barriers present for access to 
health services in rural areas.

 
Materials and Methods 

 
Quantitative, cross-sectional study carried out in 
the chronic patient care program of a first-level 
hospital in the municipality of Villa de Leyva, 
Boyacá (Colombia).  The target population of the 
study were the dyads made up of a person with 
CD - family caregiver, living in rural areas.  The 
institution's database was used as the sampling 
frame, which had a total of 500 patients attended 
by the institution at the time of the study.  From 
this sampling frame, the sample was calculated 
with a 95% reliability percentage, which resul-
ted in a sample size of 218 dyads.  The type of 
sampling carried out was non-probabilistic, since 
the application of the instruments was carried out 
in a face-to-face interview with the participants 

according to the order of arrival at the sessions 
scheduled by the institution during the first se-
mester of 2019 and who met the criteria of  in-
clusion.

The study included patients over 18 years of age, 
with a medical diagnosis of non-communicable 
CD, where the diagnoses of diabetes mellitus, 
arterial hypertension and chronic kidney disease 
were included, without neurological or cogniti-
ve deterioration.  Patients who, despite meeting 
the inclusion criteria, underwent an acute process 
of their underlying pathology, without a family 
caregiver or resident in a geriatric home, were 
excluded.  In the choice of family caregiver, it 
was taken into account that he or she was over 
18 years of age and with a time of more than 3 
months in the role of caregiver.

Initially, a pilot test was carried out, in which it 
was found that the instruments to be used were 
clear for the participants and that they also made 
it possible to collect the information necessary 
for the study.  These instruments are the Cha-
racterization card of the caregiver-person with 
chronic disease Diada of the chronic patient care 
group of the National University of Colombia, 
which allowed collecting the sociodemographic 
and clinical identification data of both the pa-
tient and the caregiver.  The following was the 
instrument Competence for the care at home of 
the person with chronic illness / Family caregiver 
in its short version, through which the individual 
competence of each component of the dyad was 
measured.  This instrument has a Content Validi-
ty Index of 0.97 and a Cronbach's alpha of 0.928.  
Finally, the Survey of access to health services 
for Colombian households (EASSS) which has 
Validation of content and Agreement index> 
90%, through this survey, possible barriers to ac-
cess to health services that could be  identified by 
the dyad.

The recruitment of the participants was carried 
out during the sessions of attention to patients 
with CD, programmed by the health institution, 
during which the main researcher approached the 
participants through a direct interview where the 
due diligence of the  instruments.

For data processing, an initial database was used 
where the data were collected and where a rigo-
rous quality control was also carried out in order 
to reduce possible information biases;  then, the 
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IBM SPSS software was used, where the data 
were processed and measures of central tenden-
cy, dispersion and frequencies were calculated 
for the descriptive analysis.  Competency to care 
at home was analyzed from the high, medium 
and low stratification levels.

The ethical aspects contemplated in Resolution 
008430 of 1993, the ethical principles of Law 
911 of 2004 and the guidelines of the Committee 
of Organizations of Medical Sciences (CIOMS) 
were taken into consideration.  The study was 
approved by the ethics committee of the National 
University of Colombia and the health institution 
where the study was carried out, in addition to 
the above, there was authorization from the res-
pective researchers for the use of the different 
instruments used in  information gathering.  Si-
milarly, the informed consent of the participants 
was obtained, where the minimum risk represen-
ted by the study was stated.

Results
Regarding the group of patients, it was found 
that 78.4% were women, aged between 60 and 
74 years, with a minimum age of 31 years and 
a maximum of 93 years.  The main CD found 
were: arterial hypertension (64.2%), chronic kid-
ney disease (33.1%) and diabetes mellitus (2.8).  
The time with the disease was 5 to 10 years for 
28% and 1 to 5 years for 24.3%.  A low educa-
tional level was evidenced since 33.9% of the 
participants had incomplete primary school and 
24.3% were illiterate;  Regarding marital status, 
27.6% were married and 25.7% were widowed;  
Regarding occupation, 69.3% were dedicated 
to the home, 56.4% of the subjects belonged to 
socio-economic stratum 1. Regarding the health 
insurance system, it was evidenced that 77.5% 
belonged to the subsidized scheme and 70  , 6% 
of patients have income below the current legal 
minimum wage.
The support network provided by the caregivers 
was also measured, showing that 66.1% of the 

patients had more than one caregiver.  On the 
other hand, 63.8% did not require daily help.  As 
the main caregiver, a son (a) was identified with 
62.8%, however, it is important to recognize that 
other caregivers were also identified, such as bro-
ther, grandson, daughter-in-law, cousin (a), and 
nephew (a)  .  Additionally, the patient's self-per-
ceived burden was predominantly low in 69.3% 
of the subjects.
Regarding the use of ICTs (level of knowledge, 
access and frequency of use), it was found that 
the information media such as television (47.2%) 
and radio (28.8%) are the most used.  77.5% of 
the patients reported that they did not rely on 
ICTs to take care of them.
Regarding the group of caregivers, it was found 
that 70.6% of caregivers were women, with an 
age between 35 and 59 years, with a minimum 
age of 18 years and a maximum of 79 years.  
Regarding the level of schooling, 21.6% were 
professional and with a married marital status in 
48.6% of the caregivers.  Regarding occupation, 
34.4% were dedicated to the home, with socioe-
conomic stratum 1 in 50.0% of the subjects.  On 
the other hand, 51.4% of the caregivers were in 
charge of the person with CD from the diagnosis 
of the disease and 53.7% had been a caregiver for 
between 1 to 5 years.  Regarding the perception 
of the burden, 90.4% consider that they do not 
present overload due to care.
Regarding the use of ICTs (level of knowledge, 
access and frequency of use), it was found that the 
information media such as television (57.8%), ra-
dio (38.1%) and the telephone (37  , 2%) are the 
most used.  78.0% of the caregivers reported that 
they do not support
They reported that they did not rely on ICTs to 
take care of their family member.
When measuring competence for care in the 
dyad, the 6 dimensions that comprise it were in-
vestigated both in the person with CD (graph 1) 
and in the family caregiver (graph 2).
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Graph 1. Competence for home care of CD patients in rural areas 
Fuente: Elaboración propia

Graph 2. Competence for care at home of the family caregiver of  
patients with CD in rural areas 
Fuente: elaboración propia

In general, competence for care was found at a 
high level in 67.9% of the patients with chronic 
disease interviewed, in addition, the dimension 
with the best score was that of social relations-
hip.  In the case of family caregivers, competen-
ce for care was found at a high level in 72.0% 
of the caregivers interviewed and for this group 
the dimension with the best score was anticipa-
tion.  In addition to the above, it is highlighted 
that the knowledge dimension was the lowest in 
both groups.

 Regarding the access presented by patients with 
CD residing in rural areas, the access to preventi-
ve services was measured, finding that more than 
90% of patients attend services such as five-year 
consultation, taking preventive paraclinics  and 
taking blood pressure.  Regarding travel from 
their place of residence to the health institution, 
the arrival time in 86.7% of the cases less than 1 
hour and 13.3% from 1 to 4 hours. The means of 
transport used are explained in table 1.

https://doi.org/10.22463/17949831.2210
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Table 1. Means of transport used
Means of transport Percentage

walk 37,6%
bus 26,1%

Own vehicle 13,3%
walk and bus 11,9%

taxi 9,6%
bicycle 1,4%

Source: Own elaboration
Faced with access to curative or rehabilitation 
services, 23.4% of the patients attended the emer-
gency department, in which cases the time of care 
was immediate (7.8%), maximum 30 minutes 
(66.75),  between 31 minutes to 1 hour (21.6%) 
and from 1 to 2 hours (3.9%).  Faced with this 
means of consultation, the patients considered 
that they received the necessary care (84.3%) 
and rate the care as very good (19.6%), good 
(70.6%), and bad (9.8%).  The payment of the 
care was through the EPS subsidized type 86.3% 
and the contributory type 13.7%.
Compared to the consultation by a general prac-
titioner, 79.8% attended such care, with a 61.5% 
waiting time for the acquisition of the appoint-
ment on the same day.  All the patients who 
consulted, considered that they were offered the 
necessary care and 95.5% reported not having 
presented problems in the delivery of treatment.  
The economic source to cover consultation costs 
for a general practitioner was EPS subsidized in 
70.7%, contributory in 13.8% and special regime 
in 14.9%.  Of the total number of patients who 
attended a medical consultation, 66.7% were re-
ferred to a specialist, of which internal medicine 
stands out in 29.8% of the cases.
Table 2 shows the waiting time referred by the 
patients for the authorization of the EPS for the 
consultation by specialized medicine.

Table 2. Waiting times for specialist consultation 
authorization
Time between the request 
for an appointment with 
the specialty and the au-
thorization from the EPS

Percentage of pa-
tients

on the same day 12,1%
less than 1 week 55,2%
between 2 and 4 weeks 25,9%
between 1 and 3 months 6%
had not processed it 0,9%

Source: Own elaboration

Table 3 shows the waiting time referred by the 
patients to obtain the effective appointment, after 
authorization from the EPS.

 
Tabla 3. . Waiting times to obtain a consultation 
by a specialist
Time between EPS au-
thorization and effective 
appointment

Percentage of 
patients

on the same day 0,9%
less than 1 week 13,8%
between 2 and 4 weeks 39,7%
between 1 and 3 months 27,6%
between 3 to 6 months 5,2%
more than 6 months 3,4%
has not been attended to 9,5%

Source: Own elaboration

Of the patients who were cared for by a specia-
list doctor, 85.3% received the necessary care in 
terms of medication requirements.  94.3% were 
prescribed medication and in 7.8% of these cases 
the medications were not delivered, because the 
medication is not covered by the POS, there were 
no medications or I did not manage the delivery 
of these.  In general, the patients considered that 
the quality of care by general and specialist me-
dicine was 26.6% very good, 62.3% good, 9.2% 
bad and 1.7% did not know does not respond.

In the case of the patients who did not attend a 
general medicine consultation, the influencing 
aspects were varied, as shown in Table 4.

Table 4. Motivos de inasistencia a consulta me-
dica 

Reason for not consulting Percentage
Lack of company or did not 
consider it necessary

43,9%

Lack of money for transporta-
tion and co-payments 

17,1%

Consulted before and they 
didn't solve the problem

12,2%

Lack of time 9,8%
Excessive procedures 7,3%
The focus is far away 7,3%
Distant appointment of the 
time

2,4%

Source: Own elaboration

In cases where the doctor was not consulted, 
39.0% did nothing, 34.1% used a home remedy, 
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17.1% self-prescribed, 7.3% used a private doc-
tor and 2.4% went  to the healer.
Faced with the need to use hospitalization, 9.6% 
of the participants required this service with 
emergency admission, with a time between hos-
pitalization and bed assignment in 47.6% with 
immediate transfer, 47.6%  the same day and 
4.8% between 2 to 3 days;  the total number of 
patients who attended said service reported that 
they received the necessary care in hospitaliza-
tion;  the care received was rated as: very good 
19% and good 81%.  As a means of payment, 
85.7% used subsidized EPS and 14.3% contribu-
tory EPS.
Finally, in terms of out-of-pocket expenses, 8.3% 
of patients must pay a moderating fee or copay-
ment that ranges from $ 3,000 to $ 40,000 (ave-
rage $ 8,038), 24.8% report having had to pay 
for exams,  medications or procedures that were 
not delivered or authorized by the EPS ranging 
from $ 3,000 to $ 500,000 (average $ 87,500).  
For payment of glasses, hearing aids or orthope-
dic devices 7.5% required it, with a cost between 
$ 60,000 to $ 350,000 (average $ 177,500) and fi-
nally the extra payment of transportation, accom-
modation and food required 34.4% with a cost 
between $ 2,000 to  $ 100,000 (average $ 22,400). 

Discusión 

Responding to the objectives of the study, it was 
evidenced that the most relevant dimension wi-
thin the competence for patient care was that of 
social relationship, in the same way the dimen-
sion with the best level of competence in the case 
of family caregivers was that of  anticipation.  In 
general terms, it was observed that about 70% of 
the dyads are competent in the care of CD.  On 
the other hand, multiple and varied barriers to 
access to health services were identified in this 
population;  It is worth highlighting the adminis-
trative barrier, since it implies a great limitation 
for the dyads, given the particular characteristics 
that this population presents.  It also becomes a 
benchmark, since it indirectly involves other ba-
rriers such as economic and displacement. 

However, it is relevant to go to the review of 
other variables that may lead to a better interpre-
tation of this study phenomenon, for example, the 
analysis of the sociodemographic variables of the 
dyad, where it is highlighted that the majority of 
people with CD  Residents in rural areas, atten-

ding chronic patient care programs at the Villa de 
Leyva ESEo, are women, as in the group of care-
givers;  These figures are consistent with previous 
studies, where women play a leading role in both 
CD and the role of caregiver.  A clear example is 
the study carried out by Carrillo et al (16), where 
it was evidenced that the highest proportion of 
CD patients and caregivers were women.  A phe-
nomenon that was repeated in the study carried 
out with caregivers of patients with heart failure 
in the city of Bogotá (17) and in the same way, in 
the study by Carreño and Arias (18).  

It was also observed that close to 80% of the 
sample was within the age group of older adults 
(≥60 years), which can be explained by the aging 
index that the municipality presents.  However, 
in previous studies such as the one carried out by 
Aldana et al (19), with patients on hemodialysis, 
a significant proportion of elderly patients was 
also evidenced.  However, it should be noted that 
CD is also present in even younger populations, 
as evidenced in the present study, in correspon-
dence with the study sample measuring compe-
tence for care at the national level (16).

Unlike the patient group, a significant percentage 
of caregivers were between 35 and 59 years 

old;  values that are related to the findings of the 
study by Carrillo and Carreño (20), carried out in 
caregivers of patients with cancer, which ranged 
from 18 to 53 years.  In other words, the majo-
rity of family caregivers are located in the eco-
nomically productive age group, representing a 
change in role, since, in many cases, they must 
put aside their jobs to take care of the patient.  
This results in a direct impact on the economic 
well-being of the dyad and the need felt by the 
caregiver for greater financial support from their 
support network.

Regarding the marital status in the group of pa-
tients, although marriage was more common, it 
was identified that added those states in which the 
person does not have a partner represent a greater 
proportion of the sample, which has suggested 
in other investigations that  reduces the ability to 
care for patients (21). Likewise, the educational 
level of people with CD in the participating rural 
area is low, given by a high prevalence of illite-
racy and incomplete primary school, thus reflec-
ting the social inequalities typical of rural areas, 
which have been widely studied. 

https://doi.org/10.22463/17949831.2210
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Thus, the problem of education in the rural world 
tends to aggravate the difficulties related to the 
lack of health, because although it is true that the 
percentage of general illiteracy for Colombia is 
8%, this percentage is significantly higher for ru-
ral areas  (22), as evidenced in the present study 
in 24.3% of the participants.  Likewise, it should 
be taken into account that the educational level 
of the population is a determining factor related 
to health, quality of life, and autonomy in deci-
sion-making regarding health care (23).  A clear 
example is the use of ICTs by the dyad, since 
they did not rely on ICTs to assume care.  This 
situation must be taken into consideration when 
proposing interventions with the use of ICTs in 
the rural population.  From the use of ICTs, it is 
possible to improve competence for the care of 
both the patient and their caregiver, based on the 
fact that the use of these technologies manages 
to guarantee the care, coverage and continuity of 
care and  health education in remote or hard-to-
reach populations;  in addition to improving the 
communication processes between the patient 
and the health personnel, offering an alternative 
to improve their management capacity against 
the disease and filling those gaps in knowledge 
regarding the pathology. 

It was also evidenced that in general, the study 
group is located in a low socioeconomic stratum, 
with low income and affiliation of a subsidized 
type.  This phenomenon is explained by the stag-
nation of job creation in rural areas, leading to 
the stabilization of conditions of poverty and 
inequity.  Hence, poverty is 2.3 times higher in 
highly rural municipalities compared to urban 
areas.  This leads to jobs in informal conditions 
that prevail in the countryside and therefore to 
the majority of the rural population being the be-
neficiary of the subsidized regime (23).

As a whole, the diada has characteristics that in-
crease its condition of vulnerability and likewise 
the need for intervention, as stated in the national 
rural health plan created by the Colombian Mi-
nistry of Health, where it is intended to prioritize 
interventions directed towards the  aging in order 
to improve the protection and care of the elderly 
(24).

Regarding the capacity for care in rural areas, me-
asured through the competence to care for people 
with CD, it was evidenced that despite the strong 
difficulties in all areas that this population faces, 

close to the  60% of the sample obtained an op-
timal level in terms of their competence for care.  
However, considering that they are a vulnerable 
population that also suffers from a chronic patho-
logy, this percentage is not enough.  Making the 
continuous intervention of health personnel ne-
cessary, both in monitoring adherence to health 
programs aimed at this population group and in 
planning the movement of personnel to areas of 
difficult access to guarantee the necessary care.

Among the favorable points found in the mea-
surement, an adequate level was observed in the 
enjoy dimension, which refers to the perception 
of well-being and quality of life despite the disea-
se.  Even though CD is quite limiting, the people 
with CD who were part of the sample recognize 
that their quality of life is good.  This is closely 
related to the fact that patients are more compe-
tent in the social relationship and interaction di-
mension, given their ability to relate effectively 
with their support networks and especially with 
their primary family caregiver, which contribu-
tes to  better performance in care work.  These 
dimensions can be favored if, from the nursing 
role, caregivers are involved in social encounters 
that allow the strengthening of support networks, 
as well as the identification of the exhaustion of 
caregivers who are incompetent in these areas. 

Additionally, thanks to the optimal support ne-
tworks that the patient has and an adequate re-
lationship of care with their caregiver (s), they 
have developed personal satisfaction from their 
care and their health condition.  Thus, the people 
with CD interviewed related the acceptance of 
their pathology to their life process and reported 
that the spiritual support they receive is of great 
help when facing their CD.  Considering that the 
Boyacá population has a strong spirituality, this 
relationship should be expanded in future studies.

Given all the above, it should be noted that despi-
te the favorable proportion of CD patients with a 
high level of competence for care at home;  High 
points were found such as the uniqueness and 
knowledge dimensions.  This means that parti-
cipating chronic patients have insufficient basic 
knowledge about their health condition, as well 
as about the established medical management 
that they must follow to reduce the risk of relap-
ses and complications, which leads to a lack of 
adherence to management doctors. 
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This phenomenon could be explained from the 
low educational level of this group.  24.3% of 
them were illiterate, which leads us to question 
the effectiveness of the interventions aimed at 
this population.  Educating this population group 
is especially difficult if it is not characterized in 
the first instance.  In the same way, the limita-
tions already mentioned in rural areas are recog-
nized, such as the small number of health person-
nel, which reduces the time of intervention in the 
consultation, which could be dedicated to patient 
education for the knowledge and recognition of 
their disease  .  Faced with this, it is necessary 
to immerse the nursing staff in the reality of the 
population, at the same time that the patient must 
be involved in the structuring of the educational 
programs generated by the health institution. 

In this way, we recognize how the challenges 
of caring for people with CD in rural areas are 
based on the felt need for education about their 
pathology, treatment and possible complications, 
in order to reduce the catastrophic outcome that 
pathologies may have.  Chronicles on this popu-
lation and, on the other hand, it is recognized that 
the educational level affects the ability of the sub-
ject to exercise their care. 

Regarding the family caregiver, it was identified 
that he is more competent for the care compared 
to the patient.  This finding is comparable with 
the investigations that include the dyad, such as 
the one carried out by Carrillo et al (16), with 
dyads of family caregivers and person with CD 
at the national level and in the same way, this di-
fference between the actors of the  the dyad, in 
the study carried out with people with cancer un-
dergoing chemotherapy and their caregivers (6).

Regarding the positive aspects in the care com-
petition, the anticipation and enjoyment dimen-
sions were found.  These dimensions refer to the 
resilience capacity of the caregiver.  In this case, 
it is good, since the quality of life and the perso-
nal satisfaction with which it has, measured from 
the perspective of competence for care, are good, 
however, it must be borne in mind that these to-
pics may be affected  after prolonged develop-
ment of the role as caregiver.  These dimensions 
are also well represented in studies conducted 
with caregivers of cancer patients (20).

The dimensions with the lowest levels were 
knowledge, instrumental and social relationship, 

that is, the family caregivers in the study present 
deficiencies in the basic concepts of the disease 
and, in the same way, reflect low knowledge in 
the skills of care.  This could be related to the low 
percentage of family caregivers who are in char-
ge of the chronic person since their diagnosis, 
since time as caregivers improves knowledge and 
skills in caring (25).  Finally, and in contrast to 
the findings found in the competence of the per-
son with CD, the social relationship dimension 
is one of the lowest in the group of caregivers, 
which could be related to what they themselves 
reported, given the limited support that  percei-
ved by other family members when taking care 
of the person with CD.

Finally, it is recognized that some dimensions 
must still be strengthened in the dyad, recogni-
zing the particularity of each of its participants, 
since in the group of people with CD who were 
part of the research, it is necessary to strengthen 
what concerns the dimensions  knowledge and 
uniqueness, and on the part of the group of fa-
mily caregivers the knowledge, instrumental and 
social relationship dimensions should be promo-
ted.

Given this scenario, the intervention of the nur-
sing professional is necessary and indispensable, 
since patient education is a fundamental aspect of 
health care and is increasingly recognized as an 
essential function in nursing practice (26), which 
is more than necessary in a community in a vul-
nerable condition such as the rural area.

In this way, the rural nurse develops a transcen-
dental role in the management of health services 
and programs, given that it addresses the health 
process from the analysis and prioritization of the 
situation to the evaluation and control of health 
actions (  27), said process must be based on re-
sults of characterization of the rural population, 
in order to offer more effective and quality care.  
The nurse should take advantage of their role and 
recognition within the community, as has been 
revealed in some studies, since it is evident that 
people value the advice and opinion of the nurse 
in the care or recovery of  health and is perceived 
as an instance of trust and support (27).

In this way, the work of the professional in in-
creasing awareness about the health of popula-
tions with chronic diseases and high risk, not 
only helps people to know more about diseases 

https://doi.org/10.22463/17949831.2210
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and increase their capacity for self-care, but also  
helps them to stop unhealthy behaviors and lead 
a healthy life (28).

The evaluation of the access that the dyad pre-
sents to health services was carried out according 
to different levels: first, access to preventive ser-
vices, most of which are offered by the E.S.E.  
first level where they attend their chronic patho-
logy check-ups on a monthly basis, in which a 
high percentage of adherence is observed, sin-
ce these services are provided around the chro-
nic check-up consultation they attend monthly.  
When comparing the findings with the study ca-
rried out by Arrivillaga (29) in the municipality 
of Jamundí, Valle, it was evidenced that those 
services corresponding to prevention, carried out 
in health institutions, have a high percentage of 
adherence.

In contrast, compared to those procedures that 
the primary care institution does not offer, very 
low adherence was shown, which is justified by 
the need for patients to travel to the capital city of 
the department to take them, which is why  they 
refer not to access them.

On the other hand, and as has been widely evi-
denced in the bibliographic review, the distan-
cing of health centers in the rural population has 
an important influence on access to services, hen-
ce cases were identified in which the dyad had 
a  travel time of even almost 4 hours.  Regar-
ding the means of travel used, a large proportion 
use walking, which, beyond a protective factor 
for CD, becomes the only resource available to 
the person with CD and their family caregiver, 
to gain access to CD.  institution;  A condition 
that becomes more complex to perform when the 
patient with CD is an older adult with mobility 
limitations. 

 In addition to the above and taking into account 
that the dyad has low economic resources, consi-
dering the use of a public transport vehicle adds 
a significant out-of-pocket expense to the dyad, 
in addition to which, they refer that the transpor-
tation system also  it is precarious in the munici-
pality, given by the state of the roads, the small 
number of mobile units and the delay in transfers.

Regarding access to curative services, which 
include the medical consultation offered by the 
E.S.E.  first level and specialized medical care 
offered outside the municipality, a high adheren-

ce to general medicine appointments was found, 
given the high supply of the institution;  In con-
trast, in the cases in which the patients did not 
attend a general medicine consultation, it was 
found that the aspects that influenced were main-
ly excessive and costly procedures, poor atten-
tion from administrative staff, the care center is 
far away or lack of money to  transportation and 
copayments.  Which again reflects the adminis-
trative and economic limitations.

However, the situation with regard to speciali-
zed medicine care is not completely different, 
since the waiting time between the request for 
the appointment by the general practitioner and 
the authorization of the same is varied, being be-
tween 1 to 4 weeks, arriving  even to exceed the 
month;  In addition to the above, this is not the 
only procedure that this population faces, since 
after authorization, there is another waiting pe-
riod between authorization and the achievement 
of the appointment, which in most cases goes 
from 2  weeks to 3 months, time in which accor-
ding to the dyad, the authorizations given by the 
EPS and / or control paraclinicals that must be 
delivered for evaluation by the specialist expire, 
leading to a setback in the process and therefore 
the need for  start the process again, generating 
delays in the process of patient care and even in-
adequate care for the current health condition of 
the same, since the period of time is very long.

It is worth mentioning that specialist care is only 
provided in the capital city of the department, 
which adds the displacement from the munici-
pality to the capital city to receive specialized 
medicine care, representing an additional out-of-
pocket expense.

Likewise, in the research by Arrivillaga et al 
(29), delays were reported regarding the care 
process by a specialist doctor, especially in the 
time of authorization by the EPS, where 48.6% 
took them  from 1 day to 1 week;  in 36.8% of 
the sample from 1 to 4 weeks and in 14.7% of ca-
ses more than 1 month.  Behavior that is repeated 
when measuring the effective appointment time 
with the specialist doctor, in which the waiting 
time between the authorization and the appoint-
ment was from 1 day to 1 week in 23.7% of the 
participants, of 1  to 4 weeks in 52.7% and from 
1 to 3 months in 21.8%.  Pattern according to 
what was found in the present investigation, thus 
showing the administrative barriers caused by the 
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attention of the EPS.

This is a clear reflection of one of the characteris-
tics of the Latin American rural world in which 

health services are mainly in urban areas and 
have very little presence in small populations 
and in regions with dispersed populations (23).  
Thus, the challenges faced by this population 
often refer to access to specialized care and au-
thorizations that delay care.In addition to this, in 
other investigations, users in rural areas add costs 
in time and transport  , to carry out the process 
and obtain authorizations (30);  thus generating 
barriers to the population's access to health ser-
vices, such as administrative and travel barriers.

Similarly, in terms of out-of-pocket spending, 
which mainly assesses the economic barriers that 
arise in care, the need for economic contribution 
in different aspects such as the purchase of medi-
cines was found, this derived from cases where 
the EPS did not deliver  the totality of the pres-
cribed medication, as a consequence of the ex-
clusion of a certain medication in the POS or not 
having the medication in the ESE  first level whe-
re the patient is cared for.  All this leads to inte-
rruptions in medical treatment and even possible 
abandonment of it.  Complementing the above, 
the diada reported on the requirement of co-pay-
ments which are presented in those patients affi-
liated with the contributory regime. 

Finally, expenses in transportation and / or food 
are the most prevalent in the day, since they are 
related to the requirement of trips both to the first 
level institution that provides care in the munici-
pality, as well as to the EPS offices  to carry out 
administrative procedures and also to transfer to 
the capital city of the department, to receive spe-
cialized medical attention or receipt of medicines 
that are not delivered at the reference care center.  
By associating these expenses with the economic 
conditions of the dyad, it is recognized that the 
obligation of these payments becomes an impor-
tant barrier to access to health services.

 From this point of view and given that rurali-
ty constitutes an important risk factor for access 
to services, providing comprehensive and conti-
nuous care from a cultural perspective, conside-
ring that in rural areas there are multiple forms 
of traditional cultural care, it is a primary task  In 
addition to being recognized as having the ability 
to solve problems in situ in a timely and efficient 

manner in order to manage the population's ac-
cess to the healthcare network (27).  Providing 
information on these phenomena from the pers-
pective of patients and their caregivers, offers a 
broad vision to the nursing professional, of the 
felt need for an intervention far beyond the insti-
tutional obligation, since it implies making use of 
the knowledge that is had about  the special con-
ditions of the population to intervene;  In addition 
to knowing its own limitations.  It allows to rein-
vent the care that the nurse offers, in order to co-
rrect to some extent, the deficiencies identifiable 
from the information provided by the users of the 
system on health problems, even they themselves 
can reach  offer solutions through teamwork with 
the same staff who serve them.

However, the obvious limitations that the nurse 
has, which go beyond their task, cannot be de-
nied, since to minimize or completely eliminate 
barriers to access to health services, a  intersec-
toral work, which includes the central axes that 
direct and manage the health system itself.

Therefore, the nurse becomes, on many occa-
sions, the link between the communities and the 
health institutions, and at the same time has the 
possibility of making visible the access condi-
tions that patients are faced with.  In this way, 
their recognition of the needs of others becomes 
a practical tool when leading the necessary modi-
fications in rural areas, in the face of community 
health care.  Thus, the nurse safeguards the right 
to health in one way or another and is obliged to 
promote change initiatives in front of the same 
health team and in different instances in order to 
achieve a positive impact on care and  care of the 
rural chronically ill.

 In conclusion, the identification of access ba-
rriers to health services in rural areas is funda-
mental since it allows public policy makers and 
directors of municipal programs to detect where 
the main access limitations are;  in order to es-
tablish the pertinent corrections to guarantee the 
use of health services in a timely manner, facili-
tating health care for the population.

In addition, it allows to contribute knowledge 
from the perspective of the users of the system, 
on the aspects that determine the access, since the 
studies that deepen in this topic are scarce (31). 

Conclusions 
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•	 The main challenge to be faced by the care 
of the disease in the rural area, by the patient 
with CD and his or her caregiver, is the li-
mited knowledge they have to deal with the 
chronic disease and the living conditions that 
make it difficult to obtain these.

•	 In spite of the different limitations generated 
in rural areas, the nursing professional has a 
very useful tool to generate change in the face 
of the challenges revealed in the deficiencies 
of competence for the care of patients with 
CD and their caregivers, education; since 
their leadership is recognized by different 
actors in the area of community education, 
and at the same time they have the facility 
of constant contact with both individuals and 
communities.

•	 The challenges faced by the rural dyad in ter-
ms of access to health services derive from 
the barriers to access, among which are those 
identified in the study that were administrati-
ve, economic and displacement barriers.

•	 The nurse in rural areas is indispensable 
when it comes to identifying the existing cha-
llenges in the process of caring for chronic 
diseases and at the same time in the access to 
services for people who suffer from these pa-
thologies, recognizing the professional as the 
ideal entity to generate processes of change.

•	 Given the type of attention offered to the 
dyads, it is very useful to make use of the 
care programs for people with CD, in order to 
strengthen especially the deficient knowledge 
that the dyad has, which will improve in im-
portant measure its competence to care. Simi-
larly, when considering the use of ICTs, com-
prehensive pedagogical approaches should be 
taken into account to ensure care that is more 
appropriate to social and cultural contexts. 
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