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Abstract

Background: In Latin America, cancer patients face multiple barriers to accessing timely 
diagnosis and treatment. Cancer navigation is a strategy that aims to improve the patient 
experience, reduce critical delays in care and enhance education about the cancer care 
process. However, its structured implementation has been limited in the region.

Objective: To describe the implementation and initial outcomes of a cancer navigation 
model at a cancer referral centre in Colombia and to evaluate its impact on waiting times, 
patient satisfaction and educational needs using the reach, effectiveness, adoption, 
implementation and maintenance (RE-AIM) framework. This study represents one of the 
first structured initiatives of its kind in the country.

Methods: A prospective, descriptive, observational cohort study was conducted between 
March 2023 and March 2024 at the Luis Carlos Sarmiento Angulo Cancer Treatment 
and Research Centre (CTIC), Bogotá, Colombia. Of the 3,000 patients treated, 1,879 
were included in the cancer navigation programme. Consent for the evidence–verifica-
tion–analysis protocol was offered to patients receiving comprehensive cancer care; 649 
patients (34.5%) signed the consent form and formed the analysis cohort. The model fol-
lowed the guidelines of the Oncology Nursing Society and the George Washington Can-
cer Centre, led by oncology nurse navigators. Indicators of timeliness of care, educational 
needs at two time points (M1: prior to the multidisciplinary team meeting; M2: after the 
start of treatment) and patient satisfaction were assessed.

Results: The cohort comprised 649 patients (60% women; 50.4% aged over 65; 34% on 
the subsidised scheme; and 42.8% with advanced-stage disease). The time from diagnos-
tic confirmation to the start of treatment had a median of 21.5 days (range: 11.0–44.7 
days), compared with an institutional target of 30 days, which was consistently exceeded. 
Patient satisfaction, measured using the Net Promoter Score (scale: −100 to +100; val-
ues >70 = excellent), reached a median of 79.55 points (range: 66.24–89.49), exceeding 
the institutional target of 50 points in every month. Education was predominantly ver-
bal (88.1% in M1; 95.1% in M2), with a comprehension rate of 76% in M1 and 83% in 
M2, assessed using the teach-back technique. The main educational needs in M1 were 
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aspects of the healthcare system (85.5%) and diagnosis/treatment (77.5%); at M2, they were diagnosis/treatment (87.9%) and physical 
aspects (46%), with a notable reduction in administrative needs (85.5%→28%).

Conclusion: The cancer navigation programme implemented at the CTIC improved the timeliness of care, patient satisfaction and patients’ 
understanding of the information provided. The leadership of specialist nursing staff and the application of the RE-AIM framework enabled 
a structured, replicable implementation that had a positive impact on a highly complex and vulnerable population. Its implementation repre-
sents a viable strategy for improving comprehensive cancer care in Colombia.

Keywords: patient navigation, neoplasms, oncology nursing, patient satisfaction, accessibility of health services

Background

The World Health Organization defines cancer as a group of malignant diseases with a significant impact on global public health [1]. Accord-
ing to Global Cancer Observatory, in 2022, 20 million new cases and 9.7 million cancer-related deaths were recorded globally; in Colombia, 
117,620 new cases and 54,987 deaths were recorded, with age-standardised incidence and mortality rates of 177 and 84 per 100,000 
inhabitants, respectively [2]. The high-cost account (CAC) reported 458,589 prevalent cases in the country for 2023 [3].

The first cancer navigation programme was established in the United States in 1990, focusing on removing barriers to access from the time 
of suspected diagnosis through to the start of treatment, with a positive impact on overall 5-year survival of up to 70%. The model was sub-
sequently expanded to Canada [4], Australia [5] and Europe [6]; in Latin America, it has been implemented in Brazil [7], Argentina [8], Peru [9] 
and Costa Rica [10], demonstrating a reduction in barriers to access, improved quality of care and greater patient satisfaction.

In Colombia, the National Cancer Institute, together with the Ministry of Health, has spearheaded the 10-Year Public Health Plan 2022–2031 
[11,12], and in 2016, the Functional Units for Adult Cancer Care and the Paediatric Cancer Care Units were established as units providing 
comprehensive cancer care [13–15]. In 2022, the Luis Carlos Sarmiento Angulo Cancer Treatment and Research Centre (CTIC) [16] was 
inaugurated; this is a private, not-for-profit initiative that implemented a structured cancer navigation model to reduce barriers to access and 
improve clinical outcomes. This study evaluates this programme using the reach, effectiveness, adoption, implementation and maintenance 
(RE-AIM) framework, reporting on indicators of timeliness of care, patient experience Net Promoter Score (NPS), educational needs and 
equity of access.

Methods

Study design, context and participants

A prospective, descriptive, observational cohort study was conducted at the CTIC in Bogotá, Colombia, between March 2023 and March 
2024, with the aim of evaluating the implementation of the cancer navigation programme using the RE-AIM framework [17]. The outcome 
variables assessed were as follows: indicators of timeliness of care (time to the first oncological assessment and time to the start of treat-
ment), patient experience as measured by the NPS[18], educational needs of the patient and their family and equity of access according 
to demographic variables, health insurance status and geographical origin. The CTIC treated 3,000 patients during this period; 500 were 
excluded due to a life expectancy of less than 12 weeks, resulting in 2,500 eligible patients. Of these, 621 attended only for diagnostic tests 
or one-off services without requiring comprehensive support and were not referred to the programme. The remaining 1,879 patients were 
enrolled in the cancer navigation model: 90% via outpatient consultations and 10% via hospitalisation. Informed consent for the evidence–
verification–analysis (EVA) protocol, CEI-114 was offered to patients receiving comprehensive cancer care; 649 (34.5%) signed the consent 
form and constituted the analysis cohort. No loss to follow-up or refusals to participate in the programme were recorded. The complete 
selection flowchart is shown in Figure 1 (CONSORT diagram).
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The inclusion criteria were as follows: age ≥18 years, a confirmed institutional diagnosis of cancer and a life expectancy of >12 weeks. 
Patients with cognitive impairment preventing them from signing an informed consent form were excluded, as were those receiving one-off 
treatment without comprehensive follow-up.

Figure 1. CONSORT diagram.
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Cancer navigation model

The programme was designed in accordance with the guidelines of the Oncology Nursing Society (ONS) and the GW Cancer Centre [19–21], 
based on Dr Harold Freeman’s model for removing barriers in vulnerable populations [22,23], and in accordance with current Colombian 
regulations for comprehensive cancer care [13,24–32]. During the study period, six clinical functional units were in operation: head and neck 
(n = 160; 24.7%), leukaemia/lymphoma/myeloma (n = 145; 22.3%), breast and soft tissues (n = 138; 21.3%), gastrointestinal and neuroen-
docrine tumours (n = 115; 17.7%), genitourinary (n = 76; 11.7%) and thoracic (n = 15; 2.3%). Each Primary Care Unit (UFC) is coordinated 
by a clinical lead and an oncology nurse navigator, with support from social work, psycho-oncology, nutrition, specialist pharmacy and the 
infusion unit [33]. 

Figure 2 presents a summary integrating the main conceptual and operational contributions regarding the role of the oncology nurse naviga-
tor, based on the evidence described by Freeman, Pautasso et al, Katerenchuk and Santos and the ONS [7,20,34,35]. These authors agree in 
defining oncology navigation as a patient-centred model that seeks to identify and reduce barriers to access, improve care coordination and 
ensure continuous, high-quality care throughout the entire cancer journey. 

The oncology nurse navigator conducted an initial consultation to identify needs, mapped out an individual support pathway and acted as a 
focal point between the patient, clinical teams and insurers. Standardised multidisciplinary meetings were held weekly to reach consensus on 
clinical decisions and monitor institutional indicators. Figure 3 illustrates the CTIC’s care model.

Figure 2. Roles of the oncology nurse navigator. Source: Created in-house using NanoBananaAI.
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Figure 3. CTIC navigation model. A model of cancer care based on clinical functional units. Every patient admitted to Oncology, Haematology or Surgery 
is initially assessed by the navigation nurse, who identifies needs, provides education, coordinates care and prioritises diagnostic tests. The diagnostic 
process is carried out with the aim of presenting the case to a multidisciplinary team within a maximum of 15 days. Subsequently, once the treatment plan 
has been finalised, an implementation consultation takes place within a maximum of 7 days, during which patient education is reinforced and the start of 
treatment and its follow-up are coordinated, ensuring a comprehensive and continuous approach. Source: 2023–2027 Development Plan. CTIC [33].

Navigation tool

To characterise the educational needs arising from the navigation process, an instrument comprising 30 variables grouped into six dimen-
sions was designed: access to the healthcare system, diagnosis and treatment, physical aspects, psychological aspects, body image and social 
support (Figure 4). The instrument was administered at two standardised time points. Timepoint 1 corresponded to the initial consultation for 
admission to the navigation programme, which took place in parallel with, simultaneously with or following the initial specialist consultation 
(oncology, haematology or surgery). During this consultation, the patient is provided with education and the diagnostic and staging process 
is coordinated, with the aim of presenting the case at a multidisciplinary team meeting within a maximum of 15 days. Timepoint 2 took place 
within 7 days of the therapeutic plan being finalised or the start of active treatment. Based on the identified needs, a structured educational 
plan was generated and parameterised within the institutional information system (Tasy™ Electronic Medical Record) to facilitate referral to 
Clinical Care Units and therapeutic support groups.

Statistical analysis

The data were recorded on the EVA platform (a hybrid on-premise/cloud model) with structural integrity exceeding 75% and centralised in 
REDCap (licence 22109, ID #10122). Analyses were performed using Python 3.11.4. The CTIC Scientific Committee approved a pre-specified 
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sub-analysis of this cohort. Quantitative variables were described as means ± SD or medians (IQR), following an assessment of normality 
using the Shapiro–Wilk test. Categorical variables were expressed as absolute frequencies and percentages. Comparisons of proportions 
between the two assessment time points were performed using the McNemar test (p < 0.05; 95% CI). Missing data (<5%) were imputed using 
the median (continuous variables) or the mode (categorical variables). The sample size of 649 patients allows proportions to be estimated 
with a margin of error of 5% and a confidence level of 95%.

Results

Characteristics of the population

The cohort consisted mainly of women (60%), with 50.4% of patients aged over 65 years. A total of 55.5% were from urban areas and 13.4% 
from rural areas. Regarding educational attainment, no data were available for 57% of the records; among those who reported it, primary 
education was the most common (13.3%). Overall, 34% were covered by the subsidised health scheme. With regard to the stage of care, 60% 
were at the diagnostic stage, 30.1% were undergoing treatment and 9.1% were in follow-up. A total of 42.8% had advanced-stage disease at 
the time of assessment. Of the patients, 48.2% (n = 313) completed the second assessment. The full characteristics are presented in Table 1.

Identification of educational needs

In M1, the most common educational needs were ‘Healthcare system and administrative matters’ (85.5%) and ‘Diagnosis, treatment and 
rehabilitation’ (77.5%). Significant changes were observed in M2: ‘Diagnosis, treatment and rehabilitation’ emerged as the main category 
(87.9%), ‘Physical aspects and daily living’ increased to 46%, while ‘Healthcare system and administrative issues’ fell significantly to 28%, 
suggesting that administrative needs are progressively being resolved through navigation support. ‘Psychological and social aspects’ (14% in 
M1, 12% in M2) and ‘Sexuality and body image’ (3% in M1, 4% in M2) remained stable at both time points (Figure 5).

Figure 4. Navigation tool. Structure of the oncology navigation tool. The tool comprises six dimensions: accessibility to education, the healthcare system 
and administrative aspects, diagnosis, treatment and rehabilitation, physical and daily living aspects, psychosocial aspects and sexuality and body image. 
From these dimensions, 30 variables are derived that enable a comprehensive assessment of the patient, some of which are grouped together in the figure. 
This approach facilitates the development of an individualised care plan and the definition of standardised procedures aimed at ensuring traceability, 
prioritisation of interventions and continuous monitoring of the care plan. Source: Author’s own work.
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Table 1. Demographic characteristics of study patients.

 n = 649

Category n %
Clinical unit   
 Head and neck 160 24.7
 Leukaemia, Lymphoma, Myeloma 145 22.3
 Breast 138 21.3
 Gastrointestinal 115 17.7
 Genitourinary 76 11.7
 Thorax 15 2.3
Gender   
 Woman 385 60
 Men 257 40
Age   
 Over 65 327 50.4
 Under 65 322 49.6
Level of education   
 Primary 86 13.3
 Secondary 78 12
 Undergraduate 59 9.1
 Vocational 33 5.1
 None 15 2.3
 Postgraduate 6 0.9
 Technical 2 0.3
 Data not available 370 57
Source   
 Urban 360 55.5
 Rural 85 13.4
 Data not available 204 31.4
Stage of care   
 Diagnosis 369 60
 Treatment 185 30.1
 Follow-up 56 9.1
 Palliative care 3 0.5
 Rehabilitation 2 0.3
Stage of the disease   
 Advanced 278 42.8
 Early 212 32.7
 Unstaged disease 100 15.4
 Data not available 59 9.1
Second stage of the race 313 48.2

Source: Compiled by the author
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Figure 5. Identification of primary educational needs according to the time of assessment. The horizontal bars show the percentage of patients with 
identified educational needs in each dimension, comparing M1 (n = 649, initial consultation, first 15 days from diagnosis, pink bars) and M2 (n = 313, first 
7 days after the start of treatment, blue bars). The five dimensions assessed are: diagnosis, treatment and rehabilitation; physical and daily living aspects; 
healthcare system and administrative matters; psychological and social aspects and sexuality and body image. Of particular note is the marked reduction 
in administrative needs (85.5% in M1 versus 28% in M2) and the increase in physical needs (25% in M1 versus 46% in M2), reflecting the progression of 
the care process. Source: Author’s own work.

Distribution of referrals

Referrals to navigation were the most frequent at both time points, with an increase from M1 to M2 (73.2% versus 80.2%). Referrals to 
specialist medical consultations showed a slight decrease (57.3% versus 53.4%). The services showing the greatest reduction between M1 
and M2 were social work (24.2% versus 10.2%) and the patient experience team (22.0% versus 10.0%), reflecting the gradual resolution of 
non-clinical support needs. Conversely, pain relief and palliative care showed an increase from M1 to M2, consistent with the progression of 
the treatment process in a cohort where 42.8% had advanced-stage disease (Figure 6).

Education and understanding strategies

The educational method was predominantly verbal at both time points (88.1% at M1 and 95.1% at M2). The recipients of the education were 
mostly patients and their families together (45.6% at M1 and 62.7% at M2). Comprehension was assessed using the teach-back technique, 
with a rate of 76% at M1 and 83% at M2. The detailed results are presented in Table 2.

Indicators of timeliness of care

The time from diagnostic confirmation to the start of treatment had a median of 21.5 days (range: 11.0–44.7 days), compared with an insti-
tutional target of 30 days, which was consistently met throughout the period. The CAC reports times of 15–47 days at national level [3]; the 
CTIC’s results fall at the lower end of this range, with reductions of up to 28% compared with the national average.

https://doi.org/10.3332/ecancer.2026.2212


Re
vi

ew

ecancer 2026, 20:2212; www.ecancer.org; DOI: https://doi.org/10.3332/ecancer.2026.2212� 9

Figure 6. Distribution of referrals in the cancer care pathway by time of assessment. The horizontal bars show the percentage of patients referred to each 
service during M1 (n = 649, pink bars) and M2 (n = 313, blue bars). The services include: oncology navigation, specialist medical consultation, pain relief 
and palliative care, social work, nutrition, partial hospitalisation, psychology, psychiatry, patient experience team, programmes for cancer patients, genetic 
counselling, palliative care nurse, stoma care nurse, urology and gynaecology. Notable findings include the increase in referrals to patient navigation 
(73.2% versus 80.2%) and to advanced cancer support services, and the reduction in Social Work and the Patient Experience Team between M1 and M2. 
Source: Author’s own analysis.

Table 2. Educational strategies used and comprehension levels according to the time of 
assessment

 Time of assessment

Category First stage Second stage

N = 649 N = 263

n % n %

Receiver     

 Both 296 45.6 165 62.7

 Patient 273 42.1 78 29.7

 Family/carer 7 1.1 8 3

 Data not available 73 11.2 12 4.6

Educational strategy used     

 Verbal 572 88.1 250 95.1

 QR leaflet 4 0.6 – –

 Demonstration session – – 1 0.4

 Data not available 73 11.2 12 4.6

Overall proportion of 
correct answers (95% CI)

0.76 
(0.73–0.78)

0.83 
(0.80–0.86)

Source: Compiled by the authors
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Patient satisfaction

The NPS, on a scale of -100 to +100, where values >70 are classified as excellent, had a median of 79.55 points (range: 66.24–89.49), 
exceeding the institutional target of 50 points in every month of the period, with a trend of progressive improvement since the programme’s 
inception.

Discussion

 The results presented reflect the structured implementation of a cancer navigation model at the local level, based on robust theoretical prin-
ciples and international best practice. The characterisation of the population and the identification of specific needs at two stages of the care 
process provide a solid basis for discussing the model’s effectiveness and its impact on patient care. Various successful navigation models 
have demonstrated the positive impact of their incorporation into clinical oncology practice [36–38].

Evaluation using the RE-AIM framework

With the aim of comprehensively evaluating the programme’s implementation, the results were analysed using the RE-AIM framework, 
which is widely used in implementation science to evaluate cancer navigation programmes() In terms of reach, the programme reached 1,879 
patients in 1 year, with significant representation of vulnerable population groups: 34% from the subsidised health scheme, 50.4% aged 65 
or over and 13.4% from rural areas. With regard to effectiveness, a median of 21.5 days to treatment initiation was achieved – consistently 
exceeding the institutional target of 30 days – with understanding improving from 76% at M1 to 83% at M2, and a median NPS of 79.55 
points, classified as excellent. In terms of adoption, the model was implemented by six UFCs with the participation of multidisciplinary teams. 
Implementation was carried out with high fidelity to the protocol, using a standardised instrument comprising 30 variables applied at two 
systematic time points, alongside weekly multidisciplinary meetings. Finally, sustainability is ensured by the structural integration of the pro-
gramme since the opening of the CTIC in 2022, with monthly follow-up meetings [17,36].

Impact on the timeliness of care

Barker et al [39] demonstrated that cancer navigation reduced the time to surgical treatment, optimised access to oncology consultations 
for people aged 75 and over, reduced the time to multidisciplinary assessment and altered the staging of the disease in 20% of cases[39]. 
Oh et al [40] in a meta-analytic review of 16 studies, found that cancer navigation reduced the mean time to specialist care by 20.4 days 
(95% CI: 8.7–32.1; p = 0.001) and the time from that point to diagnosis by 30.1 days (95% CI: 11.9–48.3; p = 0.001); furthermore, patients 
who received navigation were 45% more likely to complete the diagnostic process and 13% more likely to commence comprehensive cancer 
treatment [40] (Table 3). At the CTIC, the navigation programme enabled a median of 21.5 days to be achieved from diagnostic confirmation 
to the start of treatment (range: 11.0–44.7 days), a figure that lies at the lower end of the national range reported by the CAC (15–47 days) 
and represents a reduction of up to 28% compared with the national average, demonstrating a clinically significant impact on the timeliness 
of care, consistent with the international literature.

Patient satisfaction and experience

Rocque and Ver-Hoeve demonstrated that the experience of patients who underwent navigation was four times better than that of those 
who did not [41,42]; however, navigation had no positive impact on psychological outcomes relating to resilience, coping with uncertainty, 
anxiety, depression and distress arising from the diagnosis and treatment of cancer [43–45]. At the CTIC, the NPS, with a median of 79.55 
points (range: 66.24–89.49), exceeded the institutional target of 50 points in every month of the period and showed a trend of progressive 
improvement from the start of the programme, results consistent with those reported by Rocque et al [41]. From a regional perspective, 
various institutions in Brazil have successfully implemented the cancer navigation model [7], with comparable results in terms of satisfaction 
and timeliness of care.
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Table 3. Main characteristics of the navigation model adopted in Brazil compared with the CTIC. 

Item Brazilian model [7] CTIC model [33]

Start of the navigation process After diagnostic confirmation From the presumptive diagnosis

Application of the needs assessment tool At the initial assessment At the initial assessment and following the 
definition of the behaviour

Drawing up the navigation plan Following the first medical consultation Following the first medical consultation 
and adjusted according to the patient’s 
requirements

Support from the navigator Medical records, booking of appointments 
and treatments, telephone and face-to-face 
contact

Guidance on arranging appointments and 
treatments, telephone and face-to-face 
contact. Patient education at every stage 
of care

Completion of the navigation process At the end of treatment or if there are no 
further instructions

The patient’s discharge is considered when 
they pass away, are referred to another 
healthcare provider by their insurer, sign a 
waiver, have a benign or e condition, are 
receiving exclusively palliative care, or are 
a survivor.

Source: Compiled by the author

Patient education and identified needs

The ONS stated that cancer navigation includes various activities related to cancer prevention and screening, care coordination, communica-
tion and patient and family education [35]. At least 60% of oncology nurses in the United States are involved in structured education pro-
grammes for cancer patients [46,47]. Chan et al [48] found that the main guidance needs among cancer patients receiving navigation services 
include provision of information on physical, financial and emotional effects; referral to support services; coordination of care; timely access; 
holistic care; ongoing counselling and proactive resolution of queries.

At the CTIC, educational needs varied significantly between M1 and M2, reflecting the progression of the care process. In M1, administra-
tive and healthcare system needs predominated (85.5%), followed by those relating to diagnosis and treatment (77.5%). In M2, the diagnosis 
and treatment category emerged as the leading one (87.9%), while administrative needs fell markedly to 28%, suggesting that navigation 
support progressively resolves barriers to accessing the system. Needs relating to physical aspects and daily living increased from 25% to 
46% in M2, consistent with the progress of active treatment. These findings are consistent with previous reports in the literature [7,49,50]. 
Comprehension of information improved from 76% in M1 to 83% in M2, as assessed using the teach-back technique, with a predominantly 
verbal approach (88.1%in M1 and 95.1% in M2).

Impact on survival and equity of access

In 2014, the ONS presented the results of a multicentre study involving 2,308 patients, which demonstrated that patient navigation improved 
median overall survival (p = 0.06) and reduced disease-specific mortality at 1 year [51]. The original study by Freeman et al [23] in Harlem 
demonstrated a 31% improvement in 5-year overall survival among Black women. The National Cancer Institute Patient Navigation Research 
Programme [52] included patients from racial/ethnic minority groups, demonstrating that navigation was beneficial in optimising diagnosis 
and the initiation of treatment [53–55]. The greatest benefit was found in centres with longer delays in care [56] and greater limitations to 
prevention and early detection [57], suggesting that navigation should be prioritised for high-risk populations. At the CTIC, navigation had a 
particular impact on patients facing the greatest barriers: 34% were on the subsidised health scheme, 13.4% came from rural areas, 50.4% 
were aged 65 or over and 42.8% had advanced-stage disease at the time of assessment – characteristics that define a cohort of high com-
plexity and vulnerability.
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Economic impact

Cancer navigation has been shown to have a positive impact on the economics of healthcare services. Herman et al [58] demonstrated that 
personalised community-based navigation reduced the average cost per diagnosis by USD 650 in populations with inadequate medical and 
financial resources. Other studies have demonstrated a positive economic impact of cancer navigation in breast and cervical cancer, reduc-
ing population-level disparities in access to care [59,60]. The current status of this study does not allow for an assessment of the economic 
impact of cancer navigation; however, improvements in treatment times and treatment adherence may reduce the costs attributable to 
cancer care in Colombia [61].

Limitations

This study has the following limitations: (i) potential reporting biases associated with the partially retrospective collection of clinical variables, 
although the navigation tool was administered prospectively and consistently; (ii) the absence of a contemporary control group limits causal 
inferences regarding the programme’s impact; (iii) the statistical analysis was predominantly descriptive, without multivariable adjustment for 
confounders (age, clinical stage and comorbidities), which restricts the generalisability of the results and (iv) the proportion of missing data 
on educational attainment (57%) and place of origin (31.4%) may introduce bias in the characterisation of the cohort’s educational and geo-
graphical profile. Long-term follow-up of these patients is crucial and challenging, particularly in countries such as Colombia, where barriers 
to accessing the cancer care system are key determinants of prognosis.

This is the first study to report findings on the successful implementation of an oncology navigation model in Colombia. The oncology navi-
gator is essential to the model’s proper functioning: their ability to guide patients, coordinate administrative requirements with insurers and 
other stakeholders and manage databases and performance indicators ensures the programme’s sustainability and effectiveness.

Conclusion

The navigation model implemented at the CTIC is consistent with those described in other leading institutions and countries. The data col-
lected suggest that navigation improves patient guidance and education, helping patients to overcome the challenges associated with a cata-
strophic illness such as cancer, while taking into account the specific characteristics of the Colombian population and its healthcare system.

A navigator who understands their cohort and educational needs can design and implement tailored information strategies, enabling patients 
to make decisions with greater autonomy and knowledge. Furthermore, they act as a continuous source of guidance and support, strengthen-
ing patient’s ability to cope with the cancer care process.

It is advisable to dedicate specific research efforts to analysing the identified barriers to access and education, as these are key determinants 
in each patient’s health–disease process. Identifying these barriers and developing management strategies with the involvement of all stake-
holders in the healthcare system can result in significant benefits for cancer patients in Colombia.
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