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Abstract  

Introduction 

The COVID-19 pandemic was declared in early 2020, requiring different prevention 
and intervention measures on a large scale. In the case of Colombia, a series of 
measures focused on isolation and remote services provision were introduced in a 
context marked by health inequities. This article reviews the theoretical and norma-
tive references on primary care interventions in the Colombian response to the 

COVID-19 pandemic. 

Methods 

A literature review was conducted in PubMed, LILACS, MEDLINE, and official 
documents and regulations issued in Colombia, the World Health Organization, and 
the Pan American Health Organization. A narrative synthesis was done of 33 docu-
ments based on their contribution to the implementation of primary care in Colom-
bia and their role in the pandemic. 

Results 

The information was organized into two categories: Actions taken in Colombia in 
response to COVID-19 and Opportunities in primary care in response to COVID-
19. Colombia’s actions were contrasted with world experience. Better pandemic con-
trol was found in countries that adopted primary care as a response. Primary care 
has strengthened the handling of the pandemic through community action, the pro-
vision of coordinated services, mental health inclusion, and the adoption of telemed-
icine processes. 

Conclusions 

In Colombia, primary care is presented as an opportunity to respond to the COVID-
19 pandemic and the problems and needs derived from this situation. However, 

despite the above, there is resistance in the country to adopt this type of approach and complement the hospital-centric model to face the pandemic. 
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Introduction 

In late 2019, a new coronavirus with pandemic potential was identi-
fied as the etiologic agent of a cluster of pneumonia cases in China 
and rapidly spread worldwide. In February 2020, it was identified as 
Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2), 
and the World Health Organization (WHO) designated the disease 
as COVID-191. Cases increased exponentially until March 11, 2020, 
when it was declared a pandemic by the WHO and prompted the 
global adoption of prevention measures on a previously unprece-
dented scale2. 

In Colombia, a state of health emergency was declared by the Min-
istry of Health and Social Protection in March 20203, giving way to 
implementing different governmental measures through official 
documents to control the spread of the virus. Despite these efforts, 
new problems arise, such as the decrease in health care opportuni-
ties, mental health problems arising from confinement, and subse-
quent economic difficulties, aggravated by the country’s socioeco-
nomic and health inequity4-6. 

On the other hand, in the world, the Primary Health Care (PHC) 
approach was recognized as a strategy that allows essential health 
care to be available to individuals and families in the community 
through self-responsibility and self-determination7. Colombia has 

made efforts to include this approach in its health system; however, 
this situation requires reviewing PHC strategies to respond to cur-
rent and future threats8. 

This article seeks to review the available literature on intervention 
opportunities based on primary care to respond to COVID-19 in 
Colombia, comparing them with what is found in the available liter-
ature and official documents to generate a reference framework for 
applying PHC for the pandemic in the country. 

Methodology 

A narrative review was conducted to answer the question: what is 
the role of primary health care in the control of the COVID-19 pan-
demic in Colombia?  

Using the DeCS/MeSH descriptors “Atención Primaria de Salud”, 
“Infecciones por Coronavirus”, “Epidemias” y “Prestación de ser-
vicios en salud” with their respective English terms, limited to the 
last 10 years, with a cut-off date of June 2020. The relevance of the 
terms “Mental Health” and “Telemedicine” was identified, so they 
were included in the search and associated with the terms “Colom-
bia” and “Coronavirus Infections” to address the available literature 
in the Colombian context, as well as the relationships between PHC 
and these infections (Figure 1). 

Figure 1. Articles search process. 

 
Source: Prepared by the authors from the study data. 

Articles with full-text access, in Spanish and English, corresponding 
to research studies and reflection documents that include PHC ele-
ments and analyze their role in the pandemic were selected. Finally, 
official documents and regulations from Colombia, WHO, and the 
Pan American Health Organization (PAHO) were included (Figure 
2). 
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Figure 2. Data selection and extraction. 

 
Source: Prepared by the authors from the study data. 

Documents were then organized in a database with titles, abstracts, 
and dates of publication; subsequently, duplicates were eliminated, 
and the remaining documents were reviewed according to the previ-
ously mentioned criteria. A narrative synthesis was made of 33 doc-
uments according to their contribution to the implementation of pri-
mary health care in Colombia and their role in the pandemic, and the 
information was organized in the following categories: Actions taken 
in Colombia in the face of COVID-19 and Opportunities in PHC in 
the face of COVID-19. 

Results 

Actions are taken in Colombia in the face of COVID-19  

Colombia, like many countries, has integrated PHC strategies to im-
prove the health conditions of the population, taking into account 
their social conditions6. However, regulations in response to 
COVID-19 have been limited to the formulation of resolutions clas-
sified as sanitary and sanitary emergency measures; social, economic, 
and ecological emergency measures; and public order measures, and 
others of an ordinary nature9 (Table 1). These are not based on PHC 
strategies but include aspects of promotion and prevention.
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Table 1. Health regulations in Colombia in response to the COVID-19 pandemic (July 2020). 

Document Emitted by Description 

Circular 005 of 
2020 

Ministry of Health and 
Social Protection 

Includes guidelines for early detection, monitoring, and care in the face of the 
possible introduction of the new coronavirus 

Circular 0015 of 
2020 

Ministry of Health and 
Social Protection 

Includes recommendations for prevention, containment, and mitigation of 
Coronavirus in ethnic groups 

Circular 0018 of 
2020 

Ministry of Health and 
Social Protection 

Includes COVID-19 containment actions and the prevention of diseases asso-
ciated with the first epidemiological peak of respiratory diseases, mainly in 

work environments 
Resolution 380 of 
2020 

Ministry of Health and 
Social Protection 

Mandatory isolation and quarantine for travelers from China, Italy, France, and 
Spain 

Resolution 385 of 
2020 

Ministry of Health and 
Social Protection 

Declaration of health emergency due to the COVID-19 

Resolution 502 of 
2020 

Ministry of Health and 
Social Protection 

To adopt guidelines for providing health services during the containment and 
mitigation phases of the SARS-COV-2 pandemic 

Resolution 521 of 
2020 

Ministry of Health and 
Social Protection 

Adopts the procedure for outpatient care of the population in mandatory pre-
ventive isolation with emphasis on the population aged 70 years or older, or 
with chronic underlying conditions or immunosuppression due to disease or 

treatment, during the health emergency due to COVID-19 
Resolution 536 of 
2020 

Ministry of Health and 
Social Protection 

To adopt an action plan to provide health services during the containment and 
mitigation stages of the SARS-CoV-2 pandemic 

Decree 538 of 
2020 

Ministry of Health and 
Social Protection 

Adopts measures in the health sector to contain and mitigate the COVID-19 
pandemic and guarantee the provision of health services 

Resolution 666 of 
2020 

Ministry of Health and 
Social Protection 

Adopts the general biosecurity protocol to mitigate, control and manage ade-
quately the coronavirus pandemic 

Resolution 676 of 
2020 

Ministry of Health and 
Social Protection 

Establishes the information system for the reporting and health follow-up of 
affected persons with COVID-19 

Resolution 734 of 
2020 

Ministry of Health and 
Social Protection 

Determines when a municipality has the condition of being free of coronavirus 
and adopts a biosecurity protocol to prevent virus transmission 

Resolution 778 of 
2020 

Ministry of Health and 
Social Protection  

Temporary Mandatory Social Service regulations in the context of the health 
emergency resulting from the COVID-19 pandemic 

Decree 749 of 
2020 

Ministry of the Interior Imparts instructions due to the sanitary emergency generated by the COVID-
19 pandemic, and the maintenance of public order 

Source: Adapted by the authors from Measures in the face of the COVID-19 pandemic9. 

 

Thus, the initial response included plans for early detection of the 
disease before the arrival of COVID-1910. After the declaration of 
the state of health emergency in Colombia, and one day after the 
WHO declared the pandemic, efforts were directed at preventing the 
spread of the virus and preparing health professionals and health 
care institutions for a possible increase in the demand for care11. In 
this regard, the regulations cover structural issues, human talent, and 

service provision (Figure 3), prioritizing three population groups in 
terms of home care: 

a) people who make spontaneous demand for general morbidity (es-
pecially those over 70 years of age). 

b) patients with controlled chronic pathology and low risk. 
c) people with uncontrolled chronic pathology of medium or high 

risk and pregnant women12. 
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Figure 3. Plan for the restructuring of service delivery in Colombia during COVID-19.  

 
Source: Adapted by the authors from references11-13. 

Also, a notification system was implemented that details the infor-
mation related to the health of the infected, integrating the reporting, 
care, and follow-up of patients; giving way to decision making based 
on the data collected by it in terms of speed of spread, identification 
of new and accumulated cases, follow-up, lethality, time of evolution 
of the epidemic, installed capacity of beds in Intensive Care Unit 
(ICU), laboratories and available human talent13. 

On the other hand, interventions vary worldwide, showing different 
outcomes ranging from the explosive growth of cases, as observed 
in Brazil, Chile, Peru, and Mexico14-16. In contrast, the flattening 
trend observed in China, Vietnam, Cuba, and Costa Rica is due to 
the implementation of PHC-based strategies that include the active 
search for cases and where governmental entities are responsible for 
institutionalized isolation, case follow-up, and epidemiological sur-
veillance through the characterization of contacts by those infected 
in strategic locations16-18. Contrary to what occurs in Colombia, 
where PHC actions are not the central axis of the response to the 
pandemic9. 

Opportunities in Primary Health Care in the face of COVID-
19 

The pandemic represents an unprecedented crisis and tests the re-
sponse of modern health systems19. Under the global scenario, PHC, 
as a transversal public health strategy, can respond to this situation 
through the integration of epidemiological surveillance, care pro-
cesses, the Natural History of Disease (NHD), and clinical practice, 
which makes it possible to propose and classify preventive strategies 
at three levels: primary, secondary and tertiary, according to the mo-
ment at which they are applied. In this way, the importance of iden-
tifying the vulnerable population in the face of an entity from the 
Social Determinants in Health (SDH) and risk factors specific to in-
dividuals is highlighted to improve access, ensure continuity of ser-
vices and promote self-care and solidarity of the community, unlike 
the hospital-centered model with a focus on disease and paternal-
ism20. 

Therefore, there is an opportunity to reinforce key aspects of PHC 
and new strategies focused on primary prevention21 that can be evi-
denced by community action policies for the care of the population, 
emphasizing self-care and empowerment in health. On the other 
hand, there is a need to renew the provision of health services, artic-
ulated with the implementation of telemedicine as an alternative to 
traditional means, and the search for solutions to mental health 
problems arising from the situation22. Besides, there is a need to im-
prove the quality of health services, articulated with the implemen-
tation of telemedicine as an alternative to traditional means and the 
search for solutions to mental health problems arising from the sit-
uation22. 

1. Community actions 

The characteristics of the microorganism give it a great capacity for 
contagion and, in the absence of vaccines and specific treatments, 
call for the need to employ public health strategies to reduce contact 
among the population and reduce the transmission of the disease. 
This is where measures such as hand washing, the use of masks, iso-
lation, quarantine, and social distancing become important23. 

First, among the elements of promotion and prevention against the 
pandemic, hand washing and personal protective equipment (PPE) 
are included. The importance of these is that they are tools that are 
easily accessible to the entire population and involve them actively 
in the control of contagion, which stimulates solidarity to facilitate 
compliance with isolation measures24. 

At the same time, different authors agree that one of the main 
measures for pandemic control involves limiting the movement of 
people through quarantine, isolation, and social distancing25. In com-
bination with cross-sectoral crowd control efforts, such as the clo-
sure of academic institutions, these measures have shown effective-
ness in controlling the increase in COVID-19 cases and allow health 
systems to prepare for the increase in demand25. 
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Also, PHC strategies explore the characteristics and needs of com-
munities, including cultural safety, which is important given the un-
equal distribution of the pandemic with a predilection for vulnerable 
populations such as low-income communities and ethnic minorities. 
In this way, they allow the conjugation of traditional and current 
knowledge, achieving the articulation of the health system with these 
populations26,27. 

Because of the above, the isolated use of community measures has a 
limited impact on disease control, while the combination of these 
measures has proven to be effective and has a high impact on the 
reduction of transmissibility, the collapse of health care services, and, 
consequently, mortality25. 

2. Provision of Health Services and Telemedicine 

At the national level, certain conditions have been identified that 
hinder the provision of services. First, there is low availability of ICU 
beds28. Likewise, there is a decrease in the timeliness of outpatient 
care secondary to the measures adopted during the pandemic, which 
increases the risk of deterioration of chronic pathologies and loss of 
continuity and comprehensiveness of health services. Thus, there is 
a need to adapt intra- and extra-hospital services through non-face 
care, increasing the installed capacity and training health personnel29-

31. 

Consequently, the provision of intrahospital services has focused on 
controlling the spread of the virus, so it is important to protect pa-
tients not infected by COVID-19 while ensuring care for those in-
fected. This implies the adaptation of spaces for hospital wards and 
ICU functions, as well as the limitation of elective procedures to 
avoid situations such as the one in Italy, where the overflow of ser-
vices resulted in the care provided in improvised spaces and a con-
sequent increase in the risk of contagion19,32. For this reason, terri-
torial plans have been stipulated focused on the expansion of in-
stalled capacity that seeks to prepare Colombia in the event of not 
achieving adequate control of the pandemic33. 

Regarding outpatient services, given the isolation measures and to 
reduce infection rates, they were suspended, which made it difficult 
to follow up patients with chronic pathologies and those affected by 
COVID-19 without hospitalization criteria. In response to this, 
home visits have arisen to continue monitoring these patients, eval-
uating their environment and which in the future may be adopted 
for the care of non-urgent pathologies34. Likewise, home dispensing 
of medications and early delivery of up to three months of formula-
tions to limit the movement of persons are also included12. 

Besides, a renewed interest is emerging worldwide in the use of dig-
ital platforms that allow remote care since they provide continuity to 
out-of-hospital services, allowing the control of the spread of the 
virus by limiting physical contact31,35. Colombia has regulations on 
telemedicine, intending to facilitate access to health care services and 
reliable information on time, as well as decongesting hospital ser-
vices36. 

However, in both cases, it is important to educate the patient, espe-
cially in confirmed cases of COVID-19 infection susceptible to out-
patient management, emphasizing the importance of isolation and 
alarm signs, since there is no constant surveillance as there would be 
in hospital services, which leads to the risk of not effectively com-
plying with the established quarantine periods. 

It should be noted that the health system requires trained actors for 
its implementation who recognize the importance of comprehensive 
care from promotion and prevention, integrating the family as the 
foundation of society. For this reason, the specialty of family and 
community medicine, by meeting the needs of the community and 
the state, emerges as the main responsible for guaranteeing this ap-
proach. However, this should be present during the training of all 
health personnel and, in response to the immediate needs caused by 
the pandemic, the possibility of training other actors within the com-
munity outside the provision of services should be contemplated, 
strengthening it as the manager of its health37. 

Thus, the advantages of the change in the approach to providing 
health services have been identified. These include the decongestion 
of emergency departments by reducing unnecessary consultations, 
the opportunity for continuous access to reliable information, the 
provision of virtual consultations, and the follow-up of infected pa-
tients who do not require hospitalization29. 

3. Mental health 

Public health emergencies lead to greater emotional distress and in-
creased risk of psychiatric disorders, so the health system must in-
tervene in emotional and mental health issues in response to the pan-
demic. Likewise, it is necessary to recognize the population at greater 
psychosocial risk, including those who contract COVID-19 or are at 
high risk of suffering it, previous use of psychoactive substances, and 
patients with pre-existing pathologies, mental or not. Specifically, in 
the previous epidemics for the severe acute respiratory syndrome 
(SARS) in 2003 and Ebola in 2014, fear-induced behavioral disturb-
ances were observed in public coupled with increased levels of anx-
iety, depression, and post-traumatic stress disorder in survivors and 
health care workers that were evident even after the epidemic38,39. 

On the other hand, excess information from unreliable sources, as-
sociated with a state of uncertainty faced by the population, can trig-
ger psychiatric disorders and increase the risk of suicide. For exam-
ple, in a study conducted after the closure of a U.S. university due to 
a gun attack, it was found that individuals exposed to misinformation 
through social networks reported higher levels of acute stress20. 
Also, when combined with isolation measures, there is an increased 
risk of feelings of anxiety and emotional tension22,38,39. 

At the same time, stress is inevitable in this type of situations, so it 
is recommended to take self-care measures in mental health; these 
include physical activity, performing social activities remotely via the 
internet or telephone, limiting the search for information about the 
crisis to official sources and no more than twice a day22,38,39. Simi-
larly, the information provided must contain simple and understand-
able language for the entire population at the community level, 
avoiding the use of complex terms and using practical examples 
when informing22. 

Consequently, the need to implement community strategies through 
the Mental Health Gap Action Program (mhGAP) has been recog-
nized worldwide by training non-specialized personnel for mental 
health care at the basic levels, allowing for a timely approach40. It is 
worth mentioning the program that emerged in China after SARS in 
2003, which has been strengthened over time and is now available 
to respond to the COVID-19 pandemic41. In addition to the usual 
mental health care routes, telehealth was implemented in Colombia 
as a means of offering remote psychological assistance, mainly 
through the opening of telephone lines42.  
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Discussion 

We are currently in times of crisis, doubt, and uncertainty in the face 
of the COVID-19 pandemic. However, without undermining the 
victims and the economic, social, or political events that this has trig-
gered, it can be stated that this event also represents an opportunity 
for improvement in health care processes, especially concerning pri-
mary care and the use of health technologies43,44. 

Worldwide, inequity as one of the main challenges for health mainte-
nance led to the proposal of the “health for all” program in the year 
2000, giving importance to communities and using PHC strategies45. 
However, the region of the Americas needed to renew these con-
cepts in 2005 to revitalize their adoption. Subsequently, in 2008, the 
need to include PHC in all the world’s health systems was recognized 
through the report “PHC more necessary than ever.”46-48.  

For Colombia, during the creation of its health policy, these aspects 
were not included until 2007, when interest in public health emerged. 
Four years later, in 2011, PHC strategies were implemented as the 
basis of its healthcare model. These include self-care elements, su-
pervision, motivation of health personnel, and integration with the 
community, allowing for integrated, comprehensive, and continuous 
care. Additionally, these elements contribute to economic, political, 
and social development through the recognition of intersectionality 
as a key aspect for the health of its population48-50. 

Under this dynamic, the country has tried to advance new regula-
tions, restructuring health care based on PHC strategies (Table 2). 
Consequently, favorable changes have been noted, mainly when 
comparing statistics such as life expectancy and mortality, added to 
the experiences from primary care for disease prevention, promo-
tion, and health maintenance, focusing on the empowerment of peo-
ple about their self-care8. 

Table 2. Health regulations related to the adoption of Primary Health Care in Colombia.  

Document Emitted by Description 

Act 100 of 1993 Congress of the Republic Reform of the Colombian health system, which establishes the General System of Social Security in 
Health 

Act 1122 of 2007 Congress of the Republic First reform of Act 100, which includes public health as the axis of the health system and adopts the 
first National Public Health Plan (PNSP) 

Act 1164 of 2007 Congress of the Republic Establishes policies for the training of multidisciplinary and qualified human resources in health to 
provide an individual and community approach to the disease 

Decree 3039 of 
2007 

Ministry of Health and So-
cial Protection 

Regulates the DPHP and establishes the public health principles and priorities for Colombia 

Resolution 425 of 
2008 

Ministry of Health and So-
cial Protection 

Establishes guidelines for the planning and implementation of territorial and municipal health plans 

Act 1438 of 2011 Congress of the Republic Second health system reform, which considers that the Primary Health Care (PHC) approach as the 
health system model; also determines the need to update a new national public health plan 

Decennial Public 
Health Plan 
(DPHP) 2012-
2021 

Ministry of Health and So-
cial Protection 

Formulates the DPHP as a guiding element of PHC through 8 priority dimensions: environmental 
health, mental health, nutrition, sexuality, communicable diseases, non-communicable diseases, dis-

asters, and occupational health 

Act 1751 of 2015 Congress of the Republic Recognizes health as a fundamental right using comprehensive health care and Social Determinants 
of Health (SDH) to reduce inequalities in the country. 

Resolution 429 of 
2016 

Ministry of Health and So-
cial Protection 

Adopts the “Política de Atención Integral en Salud” (PAIS) and its operational model “Modelo Inte-
gral de Atención en Salud” (MIAS), which is based on PHC, risk management, care and a differen-

tial approach 
Resolution 2626 of 
2019 

Ministry of Health and So-
cial Protection 

Due to the impossibility of adopting integrated health services networks, the PAIS was modified 
and “Modelo de Acción Integral Territorial” (MAITE) was adopted, which is based on PHC and a 

family and community health approach 
PNSP: National Public Health Plan 
PHC: Primary Health Care 
DPHP: Decennial Public Health Plan 
SDH: Social Determinants of Health  
PAIS: Política de Atención Integral en Salud - Comprehensive Health Care Policy 
MIAS: Modelo Integral de Atención en Salud - Comprehensive Health Care Model 
MAITE: Modelo de Acción Integral Territorial – Comprehensive Territorial Action Model 
Source: Adapted by the authors from references8. 

However, although such strategies are conceptually adequate, since 
they revolve around the needs of a population in demographic tran-
sition such as the country’s, there is resistance to change. Colombia 
is a country with a hospital-centered, supra-specialized, and disease-
centered tradition, which contributes to the fragmentation of ser-
vices and makes it challenging to address SHD by overloading the 
provision of services in the hospital setting, in addition to other so-
cial factors such as inequity, special interests, and corruption51-53. Be-
sides, the lack of recognition of the family physician as the main per-
son in charge of fulfilling the integrating role of the different medical 
specialties hinders the comprehensive approach and the articulation 

of services with the community37. For this reason, despite the differ-
ent efforts to include PHC in the regulatory framework of the coun-
try’s health system, its implementation has been patchy and marked 
by the selectivity of the plans related to this strategy to the detriment 
of comprehensiveness in the provision of health services.  

The initial response to the pandemic in the country was based on 
isolation and self-care, without clarity in the regulations on the im-
plementation of strategies from PHC and, at the same time, the 
strengthening of intrahospital services focused on intensive care 
units, given the experiences in other countries19,29. Moreover, after 
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three months, the isolation measures were made more flexible, es-
tablishing 43 exceptions to the national regulations despite the con-
tinuous increase in cases with a daily rate higher than that presented 
in previous months, showing how the importance of disease preven-
tion measures is downplayed to avoid economic repercussions54. 

Similarly, this approach is evidenced in identifying cases by COVID-
19 when testing only symptomatic patients, ignoring other vectors 
of infection such as the asymptomatic population and those who 
choose not to consult. On the contrary, from PHC and through the 
implementation of new technologies, countries that carried out an 
active search for cases and contact tracing with them achieved better 
control of the pandemic18,55. 

In Latin America, the response of the different governmental entities 
is due to fragmented and hospital-centered health systems whose in-
tegration of PHC strategies has been partial. Notably, during the be-
ginning of the pandemic, PHC took a back seat, being delayed by 
curative interventions at the intensive care level and whose control 
of the situation revolves around the follow-up of cases to determine 
the behavior of the curve, which has led to inadequate control of the 
pandemic. For example, in the case of Ecuador, the capacity of care 
was quickly exceeded, which led to the overflow of the system and 
increased mortality to the point of hindering the proper management 
of corpses. In contrast, countries such as Cuba, where PHC has been 
a fundamental pillar for the response, appear as points of reference 
for the opportunities offered by PHC for the region56,57. 

Also, the scarcity of resources of individuals must be considered, as 
this may limit access to new telehealth technologies31 and limits the 
adoption of self-care measures in vulnerable populations given the 
impossibility of acquiring personal protection elements or comply 
with recommendations for preventive isolation in the absence of for-
mal employment and even, in more extreme cases, in the absence of 
a roof over their heads. For this reason, despite the timely imple-
mentation of the regulations in Colombia, there are still considera-
tions to be considered for their feasibility58,59.  

On the other hand, health care priorities have been reoriented to-
wards responding to the pandemic, which, in combination with the 
role of hospital services in the transmission of the virus, has led to a 
decrease in emergency room visits due to fear of infection, leading 
to delayed care of acute pathologies, starting care at more advanced 
stages, all of which contributes to an increase in complications and 
mortality. Similarly, there is a risk of a decrease in the outpatient fol-
low-up of the population with chronic diseases, which, in the future, 
may generate more complications in terms of their progression and 
lead to a possible collapse of the care systems due to mass consulta-
tions when the usual activities are resumed60. 

Faced with this situation, the PHC approach allows for the continu-
ity of service provision during the pandemic. The implementation of 
these measures can effectively contribute to the maintenance of the 
health of the populations, becoming the primary tool in terms of 
preparedness for future health crises. However, it should be noted 
that the global situation due to COVID-19 transcends health barri-
ers, and its approach requires intersectoral efforts given the social 
and political considerations involved in the restructuring of PHC-
oriented health policies. 

The limitations of this study include the rapid evolution and changes 
of the scientific literature on PHC and COVID-19, which will limit 
the applicability of the findings of this study over time. Additionally, 

due to the topic’s novelty, the available literature is scarce on the 
COVID-19 pandemic, particularly notorious for the Colombian 
case. 

Conclusions 

In Colombia, primary care is presented as an opportunity to respond 
to COVID-19 and the problems and needs derived from this situa-
tion. However, in the country, despite all the above, there is re-
sistance to adopt this type of approach and to complement the hos-
pital-centric model to face the pandemic. 

Operatively, the response of relevant entities in Colombia to the sit-
uation has been timely, and the established regulatory framework al-
lows for the adequate development of the work of health care per-
sonnel. However, it is necessary to strengthen the approach to the 
current situation from PHC in its practical component, to allow the 
maintenance of the integrality and intersectionality of health ser-
vices, considering the follow-up of patients not affected by COVID-
19. 

The restructuring of the provision of services, the maintenance of 
mental health, and the implementation of new technologies are ac-
tions in response to the pandemic that, through PHC, not only con-
tribute to the control of the spread of the virus but also optimize 
access to services through the integration with the community, em-
powering it in terms of self-care and health maintenance. For this 
reason, their articulation should be sought in the Colombian context 
once the health crisis is solved to guarantee the fundamental right to 
health. 
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