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Abstract 

 Due to the aging population worldwide, need to access primary health care (PHC) 

services is increasing. Older adults are at a heightened risk of developing chronic diseases, poor 

health outcomes, and increased emergency department visits. Living in rural communities also 

increases the risk of chronicity for older adults due to a lack of PHC resources. However, there is 

limited information available to provide insight into how healthcare providers can reduce barriers 

to access to PHC for older adults. As PHC providers, nurse practitioners are in a position to 

implement strategies to reduce barriers older adults in rural communities face with accessing 

PHC services. An integrative literature review was conducted to identify barriers nurse 

practitioners within rural communities can reduce to improve older adults’ access to PHC 

services. An analysis of the literature revealed the complexity of barriers that prevent older 

adults from accessing PHC services in rural communities. Environmental, systemic, and 

individual barriers were reviewed alongside programs and interventions relevant to reducing 

barriers in the findings. Findings from the literature review suggested strategies to reduce these 

barriers, which nurse practitioners can promote in the PHC setting. These strategies include 

virtual care, home visits, nurse practitioner-models of care, interdisciplinary teamwork, and role 

clarification. In addition to these strategies, implications for practice, limitations of the study and 

suggestions for future research are discussed.  
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Chapter I: Introduction 

With the increase in the aging population throughout the world, there is a heightened 

need for access to adequate healthcare services within this population (Ford et al., 2018). Access 

to healthcare services, such as PHC, has been widely linked to reduced hospital admissions for 

older adults with chronic conditions, decreased emergency department visits, and better overall 

health outcomes (Kurpas et al., 2018; Weaver et al., 2014). Older adults who reside in rural 

communities have higher healthcare needs due to their increasing comorbidities and limited 

access to PHC (Ford et al., 2015). Nurse practitioners are often involved in delivering PHC to 

this population. Additionally, with the projected increase in the population over the age of 65, 

older adults will become a significant portion of nurse practitioner caseloads (Auerhahn et al., 

2012).  

Nurse practitioners play an important role in the provision of PHC services (Auerhahn et 

al., 2012). Throughout Canada and many parts of the world, nurse practitioners are being utilized 

to provide PHC to patients in rural communities. Several of these rural communities have 

experienced shortages of PHC providers and nurse practitioners are being used to help reduce 

that shortage (Weaver et al., 2014). Rural communities also have higher age-adjusted death rates 

than urban communities, which contribute to increasing illness and premature death due to lack 

of resources (Hewitt et al., 2019). There is currently a gap in PHC for older adults who live in 

rural communities and the measures to reduce barriers to accessing care. This gap is 

demonstrated by the lack of access for older adults to “safe, effective, timely, equitable, and 

patient-centered care” (Hewitt et al., 2019, p. 128). Cost-effective quality PHC services are in 

demand due to rising patient expectations, and the number of chronically ill and aging 

populations (Auerhahn et al., 2012). Therefore, nurse practitioners may have the opportunity to 
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improve access to high-quality PHC across the continuum of care (Prasad et al., 2014). Thus, it is 

important to evaluate how nurse practitioners could reduce the barriers older adults face with 

accessing adequate healthcare in Canada.  

The purpose of this integrative review is to identify barriers encountered by older adults 

in rural communities that limit access to PHC services and to evaluate strategies that nurse 

practitioners can implement to reduce those barriers. This review will be guided by the research 

question: How can nurse practitioners working in rural communities reduce the barriers to access  

PHC services for older adults? 
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Chapter II: Background and Context 

Like many other nations worldwide, Canada has an aging population (Statistics Canada, 

2016). According to the 2016 census, 16.9% of the population are 65 years and over, while 2.2% 

are 85 years and over. This proportion is projected to increase to 6.8 million persons aged 65 

years and older in 2020 and will account for 25% of Canada’s population by 2036 (Shah et al., 

2019; Statistics Canada, 2016). The increased life expectancy of Canadians is related to 

improved living conditions and the advances made in health promotion, illness prevention, and 

treatment options (Statistics Canada, 2016). However, this rise in the aging population also has 

considerable implications for the health of Canadians and the healthcare services they will need 

in the future. For instance, as people age, more healthcare services are needed. These services 

include supporting the aging population through programs, a comprehensive continuum of health 

services, and promoting healthy aging (Canadian Medical Association [CMA], 2013). Promotion 

of programs and healthy aging include physical activity, injury prevention, nutrition, and mental 

health (CMA, 2013). A continuum of health services incorporates delivering high-quality care 

for all aspects of older adult’s health, such as community-based healthcare, home care, and long-

term and palliative care (CMA, 2013). This continuum makes it easier for older adults to stay at 

home as long as possible and transition smoothly to another level of care when indicated (CMA, 

2013). Therefore, older adults (persons aged 65 years and older) may require a more diverse 

approach to their healthcare that involves multiple disciplines collaborating through an 

interdisciplinary approach. Currently, Canada is prioritizing this approach by shifting from solo 

family physician practices to developing new models of PHC (Heale et al., 2018).  

As the demographic of Canada changes, its shift has major impacts on the healthcare 

system (Shah et al., 2019). For example, adults aged 65-years and older visit their PHC provider 
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more than 3-times as often as adults and children under 18 (Shah et al., 2019). Therefore, as the 

population ages, the healthcare system must be prepared to predict the needs of older adults to 

prevent excess strain on the system while providing adequate access to care. Further, older adults 

are living longer, and as their population grows, there is a predicted increase in the “incidence 

and prevalence of chronic illnesses and multiple comorbidities” (Auerhahn et al., 2012, p. 193). 

Nearly 75% of Canadians aged 65-years and older have at least one chronic condition (CMA, 

2013). With higher rates of chronic illnesses, older adults will need access to appropriate 

healthcare services, including PHC. Poor access to PHC services is associated with higher levels 

of chronic disease, consumption of more medication, and shorter life expectancy (Shah et al., 

2019). However, variability has been noted with the access to PHC in older adults in rural 

communities. For example, older, rural individuals have  reduced access to care due to multiple 

factors, including geographic isolation, poor transport availability, and the association with 

deprivation (Ford et al., 2015). Other issues with the access of PHC include the lack of 

appropriate support networks for older adults’ families, budgetary constraints from the healthcare 

system, and the lack of a range of knowledge-based, social, language, or practical skills (Kurpas 

et al., 2018).  

This chapter will identify and define the central concepts including nurse practitioners, 

older adults, PHC, and rural communities. This chapter will also explore access to PHC, barriers 

that older adults face regarding access to PHC in rural communities and nurse practitioners’ roles 

as PHC providers to older adults.   

Concepts 

Nurse Practitioners. Nurse practitioners are healthcare professionals who work in 

advanced practice roles to meet the complex health needs of patients in a wide variety of settings 
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(Canadian Nurses Association [CNA], 2019). These advanced practice roles include 

autonomously diagnosing, ordering, and interpreting diagnostic tests and prescribing 

pharmaceuticals within the nurse practitioner scope of practice (CNA, 2019). Nurse practitioners 

act as key contributors to PHC services in many Canadian communities (Auerhahn et al., 2012). 

They provide care and management for complex clients with multiple co-morbidities, often 

vulnerable populations such as older adults (Hungerford et al., 2016). In many parts of the world, 

nurse practitioners provide PHC to patients in rural communities (Auerhahn et al., 2012). 

Shortages of PHC providers is a common issue throughout Canadian rural communities, and 

nurse practitioners are being implemented into these communities to help reduce that shortage 

(Peckham et al., 2018; Weaver et al., 2014). Nurse practitioners also play a major role in the 

development of organizational and community programs, quality improvement, interprofessional 

collaboration, capacity building, and the advancement of health policies (CNA, 2019).  

Older Adults. The term older adult has been used interchangeably in other sources with 

elderly, older people/person, and senior (Falkenstern et al., 2005; Ford et al., 2018; Statistics 

Canada, 2016). In Canada, the term senior can indicate a person who is 65 years or older and is 

generally used in institutional referents such as government, programs, portfolios, and 

entitlements (Taylor, 2011). Therefore, aging is often measured by chronological age; however, 

the aging process is not uniform due to differences in genetics, lifestyle, and overall health 

(Rural Ontario Institute [ROI], 2019). According to the World Health Organization’s (WHO, 

2015) World Report on Aging and Health, aging can occur at a biological level, leading to a 

decrease in physiological reserves, which puts an individual at an increased risk for many 

chronic diseases, including a decline in their capacity. Despite these biological changes, aging 

can shift an individual’s role and social position, leading to new roles, viewpoints, and 
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interrelated social contexts (WHO, 2015). Many older adults are also discussed as having 

chronic conditions, yet this is not always the case. Therefore, older adults will be addressed as 

individuals 65 years and older who may or may not have chronic conditions for this integrative 

review. 

Primary Health Care. Primary health care is a principle-based, comprehensive approach 

which focuses on how services are delivered across the lifespan and the continuum of care in all 

settings (CNA, 2015). In North America, PHC is often confused with primary care due to a lack 

of conceptual clarity. Primary health care and primary care are used interchangeably throughout 

the literature; however, primary care refers to delivering community-based clinical health care 

services on an individual level (CNA, 2015). The focus of PHC includes multiple factors that 

determine a population’s health and the importance of ongoing care to implement health 

promotion strategies in the prevention of chronic diseases and injuries (CNA, 2015). Primary 

health care has also been discussed as the health system level that provides the first point of 

access to healthcare services (Government of Canada, 2012; Shah et al., 2019). These health care 

services can include preventative measures, such as screening, health checks, and chronic disease 

monitoring, focusing on providing patient-specific care over time (Ford et al., 2018; Shah et al., 

2019).  

Rural Communities. Rural is “of or relating to the country, country people or life, or 

agriculture” (Miriam-Webster, 2020). In comparison, a community is “a unified body of 

individuals with common interests living in a particular area” (Miriam-Webster, 2020). Rural 

communities are areas outside of population centers in which the population densities and living 

conditions can vary greatly (Statistics Canada, 2016). Population centers are defined as areas 

with a population of at least 1,000 and a density of 400 or more people per square kilometre. 
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They can be divided into three groups, with small population centres ranging of a population 

between 1,000 and 29, 999, medium populations centres with a population between 30,000 and 

99,999, and large urban population centres of a population 100,000 and over (Statistics Canada, 

2016). Therefore, rural areas include all territory outside population centres (Statistics Canada, 

2016). International organizations and government agencies have attempted to standardize the 

definition of rural. For instance, the rural location can be outside the city limits or boundaries of 

a town. There can be natural amenities, agricultural development, limited infrastructure, and 

limited industrial development (MacGregor-Fors & Vázquez, 2020). In the context of this 

integrative review, rural communities are areas outside of urban or highly populated centres.  

Access to Primary Health Care 

Access to PHC is a multi-factorial concept related to an individual or community’s access 

to the medical care system. The degree of access to PHC services can be connected to the 

population accessing services and the location of the services. The concept of access is complex 

as an individual may have good access but may never need to use a service (Ford et al., 2015). 

Therefore, many have argued that the concept of access is not linear and depends on the balance 

between the health service need and the health service use (Ford et al., 2015). For instance, the 

term access is “the ease with which a person can obtain needed care from the practitioner of 

choice within a time frame appropriate to the urgency of the problem” (Premji et al., 2018, p. 

214). Access to PHC also involves the availability of a PHC provider and a multidisciplinary 

team. Therefore, depending on the location of a population accessing these services may be 

challenging.    

In Canada, approximately 15% of the rural population is 65 years and older 

(Saskatchewan Population Health and Evaluation Research Unit [SPHERU], 2018). Rural areas 
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and people are often considered under-serviced and lack the full range of public services such as 

PHC, education, and community support (ROI, 2019). This lack of public services can also 

include the deprivation of public infrastructure, most recently with technological services, crucial 

for social and economic development across Canada (ROI, 2019). Research has also found that 

older adults living in rural communities are at risk of poor access and often have higher health 

needs, higher risk for mental illness, and more chronic disease than urban seniors (Ford et al., 

2018; SPHERU, 2018). Within the older adult population, there is an increase of chronic 

comorbid conditions. These comorbidities are related to elevated rates of accessing PHC services 

and multiple specialist visits (Kurpas et al., 2018).  

The CMA (2013) discusses policies to improve access to PHC for older adults in Canada. 

They discuss that all levels of government should be involved in programs and supports to 

promote healthy aging, an environment and society that is supportive of an aging society, and 

healthcare services which provide optimal care and support to older Canadians (CMA, 2013). 

Although government policies and strategies are in place to improve Canadian’s access to PHC 

services, especially vulnerable populations such as older adults, there has been little 

improvement over the last two decades (Premji et al., 2018).  

In Canada, each province has separate policies in place for PHC. For instance, in British 

Columbia (BC), the PHC policy aims to achieve patient-centred, integrated, comprehensive, and 

high-quality care (Peckham et al., 2018). The Ministry of Health of British Columbia discusses 

two priorities: interprofessional teams as a focus of the primary and community care system and 

to strengthen collaboration between specialists and PHC providers (Peckham et al., 2018). Most 

provinces have shifted towards a similar approach that focuses on developing interprofessional 

teams to provide access to PHC services. Areas such as Manitoba, Ontario, Nova Scotia, Alberta, 
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Newfoundland and Labrador, and New Brunswick have developed these interdisciplinary teams 

(Peckham et al., 2018). These teams consist of physicians, nurse practitioners, physiotherapists, 

registered nurses, occupational therapists, mental health counsellors, etc., to improve access and 

effectiveness of PHC services (Peckham et al., 2018). Provinces that differ from this approach 

include Prince Edward Island, Quebec, Nunavut, and the Northwest Territories (NWT) 

(Peckham et al., 2018). In the NWT and Nunavut, Community Health Centres exist which 

provide most of the PHC services. In Nunavut, these centres are led by registered nurses, while 

physicians provide support remotely or visit communities periodically. In most of the NWT, 

nurse practitioners and registered nurses are the main PHC providers, with family physicians 

working primarily in hospitals (Peckham et al., 2018). 

Although rural areas are often considered to be underserviced, these communities consist 

of deep interpersonal ties and share a sense of community (ROI, 2019). For example, rural 

communities can include various policy, social and personal factors that contribute to the 

meaning of community essence (ROI, 2019). Therefore, older adults may function well in their 

home/community but lack access to appropriate services. This lack of access is where rural 

communities may struggle to provide suitable environments for older adults, given the limited 

healthcare services that often exist (ROI, 2019). However, it is essential to discuss that although 

rural communities often are lacking access to healthcare services, older adults may thrive in 

other ways such as through a support system of friends and family, walkability to basic services 

in the community, and the feeling of establishment (ROI, 2019). 

Barriers to Accessing Primary Health Care 

To fully understand the barriers that older adults face when accessing PHC services, it is 

vital to understand the factors involved with access and how they may interfere with accessing 
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PHC services. According to the Council of Ontario Universities (2013), there are five barriers to 

accessibility; however, to organize this integrative review, barriers most related to older adults 

were chosen and divided into three broad categories: environmental, systemic, and individual 

barriers. Environmental barriers can include the natural or built environment that could somehow 

impede or prevent an individual from accessing PHC (Council of Ontario Universities, 2013). 

Systemic barriers can consist of policies, practices, and procedures that result in individuals or a 

population receiving unequal access (Council of Ontario Universities, 2013). Further, individual 

barriers for older adults accessing PHC services can include behaviour, perceptions, and 

technology for this review. 

Environmental Barriers. Access to PHC services can be inversely associated with the 

distance or travel time in which people within certain areas are located. In Canada, 20% of the 

population lives in rural communities (Weil et al., 2018). Living in rural communities, older 

adults are at a higher risk of physical impairment and mobility concerns than non-rural older 

adults (Weil et al., 2018). Many of these rural and remote communities lack access to basic PHC 

services due to a shortage of healthcare providers (Shah et al., 2019). Older adults living in rural 

communities are frequently unable to access healthcare quickly or efficiently (Hewitt et al., 

2019). This inability to access the proper PHC services may lead to improper utilization of 

emergency departments, or not seeking care at all (Hewitt et al., 2019).  

Additionally, older adults in rural communities may forego routine preventative exams 

and screening for preventable or treatable conditions due to inaccessibility of these services 

(Hewitt et al., 2019). Due to the inaccessibility of many PHC services, older adults may not be 

able to remain in their homes and community (ROI, 2019). Therefore, geographic location 

becomes a primary barrier for access to healthcare services due to rural areas which struggle to 
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provide appropriate environments for older adults to age well in their own home/community 

(ROI, 2019).   

Systemic Barriers. Many older adults face inadequate access to PHC providers in rural 

communities in Canada (Shah et al., 2017, 2019). This unequal healthcare provider distribution 

and increasing service needs of older adults and the aging population, especially those with 

chronic conditions, can result in poorer health, shorter life expectancy and higher rates of 

disability (Shah et al., 2017). Multiple factors contribute to the shortage of healthcare providers. 

These factors include the retirement of practicing providers, the inability to accept new patients 

by aging providers seeking to reduce their workload, difficulty in recruiting and retaining new 

providers to rural areas, and fewer medical students who are pursuing family practice careers 

(Hewitt et al., 2019). These factors inadvertently leave a smaller number of physicians to serve 

and practice in rural communities. 

Other systemic factors that are barriers for older adults accessing PHC services include 

the lack of communication and collaboration between healthcare providers, which subsequently 

affects experiences of care and patient outcomes (Kurpas et al., 2018). This lack of 

communication and collaboration is between PHC providers and specialists, nurse practitioners 

and physicians, and other interdisciplinary team members (Ford et al., 2015). In a survey by 

Weaver et al. (2014), 6% of respondents, most of whom were older adults, reported that allied 

health professionals were involved in the treating their chronic conditions. The adverse outcomes 

that have resulted from these barriers include delayed care, forgone care, or no preventative care 

in the past year (Hewitt et al., 2019).   

Individual Barriers. With the world changing and technology becoming more relied 

upon by the healthcare system, older adults may not have the skills, and the desire to adapt to 
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service changes (Ford et al., 2018). Information and communication technologies provide an 

opportunity to improve rural healthcare delivery for older adults, and therefore older adults are 

the fastest-growing user group of technology (Batsis et al., 2019). For example, the development 

of high-speed internet in rural locations provides areas with telemedicine delivery, which was not 

feasible ten to twenty years ago (Batsis et al., 2019). This development has made virtual 

healthcare services more accessible for rural communities. However, older adults have less 

experience with emerging technologies (Batsis et al., 2019). They also have considerable 

sensory, memory, and other aging-related barriers to engage in telehealth or telemedicine 

services offered for many rural individuals (Batsis et al., 2019). Technology barriers can include 

video-conferencing services, and new appointment systems put in place at PHC clinics (Batsis et 

al., 2019; Ford et al., 2018). Fine-motor eye-hand coordination issues contributed to the video-

conferencing service barriers (Foster & Sethares, 2014). New appointment systems, such as 

automated voice messaging machines, were another barrier that older adults faced with 

technology services (Ford et al., 2018).  

Older adults, like other populations, have perceptions of how the healthcare system 

functions in Canada. For many older adults, these social norms or perceptions have led to the 

belief that PHC providers will make special provisions if they are unwell, as they do not 

unnecessarily access the system (Ford et al., 2018). However, accessibility or availability of 

these services is not always an option leading to frustration and lack of seeking PHC after having 

a poor experience (Kurpas et al., 2018). Thus, individual barriers noted by older adults in 

multiple studies were the breach of a social contract or not wanting to access PHC services due 

to feeling that their concerns were not likely to be heard or that they may be regarded as minor 

issues (Ford et al., 2018; Hewitt et al., 2019).  
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Nurse Practitioners as Primary Health Care Providers 

According to the Canadian Nurses Association (CNA, 2019), 6,159 nurse practitioners 

are working throughout Canada. Over 3 million Canadians receive their health care from a nurse 

practitioner, with 93% of Canadians reporting that a nurse practitioner can meet their day-to-day 

health needs as their PHC provider (CNA, 2019). Around one-third of nurse practitioners in 

Canada work in hospitals, while two-thirds work in community or PHC or long-term care 

facilities (CNA, 2019). The role of the nurse practitioner was initially developed in response to 

an anticipated shortage of PHC providers (Grant et al., 2017). Nurse practitioner roles were 

implemented to improve access to PHC, especially for underserved and vulnerable populations, 

and enhance PHC providers and teams (Grant et al., 2017). However, as each province 

developed legislation expanding the nurse practitioners’ scope of practice, many provinces have 

nurse practitioners in specialized areas. These specialized areas include pediatrics, neonatology, 

oncology, heart failure clinics, mobile clinics, internal medicine, emergency departments, etc. 

(Alden-Bugden, 2019; Marceau et al., 2020). Each year, the number of nurse practitioners grows 

and as does their role in the provision of PHC services (Grant et al., 2017). 

As the population aged 65 years and older continues to increase, older adults will 

comprise a large portion of nurse practitioner caseloads. These caseloads will contribute both to 

PHC settings and acute care settings as the hospitalization rate for adults aged 65 and over is 

more than three times versus adults under 65 years (Auerhahn et al., 2012). In addition, multiple 

physical, cognitive, and functional comorbidities requiring complex interventions lead to 

increased length of stay and higher risk for complications in many hospitalized older adults 

(Auerhahn et al., 2012). Thus, nurse practitioners may provide opportunity for improving access 

to high-quality, cost-effective PHC across the continuum of care, specifically for older adults 



 
14 

(Prasad et al., 2014). Their role in providing clinical care and education, supporting prevention, 

health, and wellness, and using evidence-based practice is necessary to the management of 

complex patients with chronic conditions (Prasad et al., 2014). Therefore, with the population of 

older adults seen with chronic diseases and the nurse practitioner’s ability to care for this 

population competently, there has been support and implementation of the nurse practitioner role 

to improve health outcomes, functional status, and quality of life (Grant et al., 2017; Prasad et 

al., 2014). 
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Chapter III: Methods 

 A comprehensive search of the literature was completed to explore the research question: 

How can nurse practitioners working in rural communities reduce the barriers to access  PHC 

services for older adults? The research question was developed through the Population, 

Intervention, and Outcome (PIO) format to guide the search (Gray et al., 2017). The University 

of Northern British Columbia’s online library services were utilized for this literature search. The 

electronic databases CINAHL, PubMed, MEDLINE (Ovid), and PsycINFO were searched in 

September 2020. These databases were selected due to their relevance in nursing literature, allied 

health disciples, and nursing specialities (University of Northern British Columbia, n.d.). 

Keyword search terms and medical subject headings (MeSH) related to the research question 

included the search terms: nurse practitioner, rural community, access, primary health care, and 

older adult (see Tables 1 & 2).  

Search Strategies 

 An initial search was conducted to ensure that the relevant keywords and MeSH terms 

selected for this literature search were appropriate. In addition, a table was created to include 

important concepts that would guide the research strategies (see Table 3). Relevant keywords 

and MeSH terms were used to create a primary search strategy which was then adapted and 

applied to each database (see Table 4). The search was discussed with a university librarian to 

include the most applicable subject headings and keyword strategies for this integrative review.   

Inclusion and Exclusion Criteria 

 Inclusion and exclusion criteria were applied to the search to narrow down the literature 

results further (see Table 5). Interventions that determined how nurse practitioners can provide 

access to PHC in rural communities for older adults were included to demonstrate how nurse 
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practitioners can approach these barriers to access and implement them into practice. Studies that 

discussed barriers older adults face to accessing PHC were also chosen, as barriers are essential 

for nurse practitioners to understand and identify to create change and improve access. The 

exclusion criteria were non-peer reviewed sources, and articles written in a non-English 

language. The date range of articles was left open as the available literature on access to care for 

older adults is limited. Therefore, it was important to broaden the search results and include all 

relevant literature. Articles were included if the study addressed models of healthcare or nurse 

practitioner-led models which focus on access to PHC in rural communities. Articles were 

excluded if the title and abstract did not apply to accessing PHC services or to the potential role 

nurse practitioners have in rural communities regarding access. 

Table 5 

Inclusion and Exclusion Criteria of Literature Search 

 

Inclusion      Exclusion 

Nurse practitioners      Published in non-English language    

Rural settings       Non-peer reviewed literature 

Older adults       

Interventions/Tools 

Primary health care setting 

Barriers to accessing primary health care 
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Search Results  

 The total search produced 158 articles, which were exported into the citation manager 

Zotero. After duplicates were removed, 129 articles remained. Abstracts and titles were searched 

for relevance, and limits were applied to the articles as part of the inclusion and exclusion 

criteria; 98 items were removed. After the exclusion of irrelevant articles, a total of 31 articles 

were left. Each article was read to determine applicability to the research question. Additionally, 

reference lists were searched, and 3 articles were added due to their pertinence to the research 

question. Lastly, a forward search of each article was completed for an additional 5 articles. 

Eighteen articles were included for the final number in the literature search. See Figure 1 for the 

complete literature search flow diagram.  

 

 



 
18 

Chapter IV: Findings 

The framework that guided this literature analysis were the appraisal tools found in 

Davies and Logan (2018), the Critical Appraisal Skills Programme ([CASP], n.d.), and Hoffman 

et al. (2017). These appraisal tools provided structure for the critical appraisal of systematic 

reviews, mixed-methods studies, qualitative, and quantitative studies and further provided insight 

on the quality of the literature. Pertinent information relevant to the research question guiding 

this review was obtained and will be discussed using themes.  

The final search of the literature resulted in a total of 18 articles (see Appendix A). Most 

of the articles were published in Canada (n=8) and the United States (n=4). Two articles were 

published in Australia, two in the United Kingdom, one in South Africa, and one included the 

countries Canada, the Netherlands, the United States, the United Kingdom, Slovenia, Guam, and 

Australia. The articles in the literature matrix ranged in dates from 2005 to 2019. The largest 

number of articles were published in 2019 (n=6), then 2018 (n=3), and lastly 2016 (n=4). One 

article was published in the year 2014, 2008, and 2005, while two articles were published in 

2017. The literature was comprised of nine quantitative studies, three mixed-methods studies, 

three qualitative studies, and three systematic reviews.  

To effectively reduce barriers to older adults’ access of PHC services in rural 

communities, nurse practitioners working in rural communities must recognize these barriers. In 

the literature, sixteen of the eighteen articles discussed barriers to access of PHC services (Batsis 

et al., 2019; Bresick et al., 2016; Clare, 2019; Dolovich et al., 2019; Ford et al., 2018, 2019; 

Heale et al., 2018; Hewitt et al., 2019; Hungerford et al., 2016; Hunter et al., 2016; Prasad et al., 

2014; Ross et al., 2016; Shah et al., 2017, 2019; Wakerman et al., 2008; Weil et al., 2018). 

Although barriers will not be examined as a main theme in this review, relevant barriers will be 
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explored throughout each theme. This is important for nurse practitioners to gain an 

understanding of the barriers that prevent older adults from accessing PHC services to improve 

access for this population. 

Three main themes arose from the review of literature in the literature review matrix. 

These themes included virtual care, an interdisciplinary approach among PHC teams, and the 

implementation of nurse-practitioner models of care. The articles contained in this review 

focused on virtual care in terms of telemedicine and telehealth, interdisciplinary teams, which 

included the importance of role clarification among team members, and nurse practitioner-led 

models of care that incorporated home visits. The following sections will address these identified 

themes. 

Virtual Care 

Virtual care is a broad term that can include mobile services for patients with the use of 

video technology or mobile-based technology to access PHC services through a provider (Batsis 

et al., 2019; Clare, 2019; Ross et al., 2016; Wakerman et al., 2008). The literature can use 

telemedicine and telehealth interchangeably to describe virtual care. Telemedicine and telehealth 

services will be examined, including the barriers that these services can reduce for older adults 

accessing PHC services in rural communities when applied by nurse practitioners. 

Telemedicine and Telehealth. Four of the eighteen articles included in the literature 

review discussed the delivery of telemedicine or telehealth programs as a strategy for improving 

access to PHC services in rural communities (Batsis et al., 2019; Clare, 2019; Ross et al., 2016; 

Wakerman et al., 2008). Telemedicine and telehealth programs included videoconferencing 

using desktop computers, laptops, tablets, and smartphones (Batsis et al., 2019). These services 

can also include virtual appointments made over the phone without the use of a video system 
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(Clare, 2019). Telemedicine and telehealth can be used to increase access to and sustain service 

for communities too small to support discrete rural service (Wakerman et al., 2008). This 

increase in access is essential for improving access to health services for widely dispersed and 

isolated populations and by providing access to PHC while overcoming the shortage of PHC 

providers (Batsis et al., 2019; Wakerman et al., 2008). 

Improvements seen with the implementation of telemedicine programs in an older adult 

population include improved cognitive function and improvements in fall, exercise, and strength-

based measurement (Batsis et al., 2019). Other developments include ease of access and time to 

see a provider. For instance, a telehealth video technology program implemented in a rural, 

northern community in Alberta found all members who accessed this service felt the wait time 

was appropriate (Ross et al., 2016). Participants also reported they were able to understand the 

provider and would use the service again (Ross et al., 2016). The use of virtual outreach services, 

such as telehealth, has also shown improved access to records, reduced physician on-call hours, 

and increased the use of consultation hours (Wakerman et al., 2008). Therefore, access to PHC 

services and the lack of healthcare providers in rural and remote areas are barriers that telehealth 

and telemedicine have helped overcome (Wakerman et al., 2008).  

Ten of the eighteen articles in the review of literature highlighted that environmental 

barriers such as rural and remote locations pose as a barrier for older adults accessing PHC 

services (Batsis et al., 2019; Ford et al. 2018, 2019; Hewitt et al., 2019; Hungerford et al., 2016; 

Ross et al., 2016; Shah et al., 2017, 2019; Wakerman et al., 2008; Weil et al., 2018). Thus, the 

location in which older adults reside as a barrier to accessing PHC services is evident in the 

literature. Further, the literature showed inequities in distributing PHC services across Alberta, 

Saskatchewan, and South Western Ontario (Shah et al., 2017, 2019). Nurse practitioners in 
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Alberta and Saskatchewan demonstrated lower access scores per 10,000 people; however, there 

was no significant correlation between a general practitioner and nurse practitioner access scores 

in both provinces (Shah et al., 2017). The findings demonstrated that nurse practitioners may 

address gaps in areas with poor access (Shah et al., 2017). Therefore, as nurse practitioners are 

practicing in many rural communities in Canada, the need to identify barriers relevant to older 

adults and if nurse practitioners can implement telemedicine and telehealth programs to improve 

access is important (Batsis et al., 2019; Ross et al., 2016). 

The literature found remote and rural locations demonstrated higher rates of chronic 

conditions by individuals due to fewer transportation options, either from older adults not having 

a vehicle or license or a family member/support person to drive them to and from appointments 

(Batsis et al., 2019; Ford et al., 2018). This inaccessibility to transportation prevented many older 

adults in rural communities from accessing PHC services. Similarly, Ford et al. (2019) found that 

the transportation costs vs. transportation access were more of a barrier faced by older adults to 

accessing PHC services. Transportation costs range from the lack of funds to purchase and 

maintain a vehicle, or service a taxi transportation service (Ford et al., 2019).  

Four studies in the literature review discussed telehealth and telemedicine programs; each 

article discussed them differently. For example, in the systematic review by Batsis et al. (2019), 

the authors looked at studies which used all intervention-based groups and synchronous video 

conferencing modalities. These devices ranged from video conferencing with a pan-tilt-zoom 

camera and handheld medical camera systems to video-conferencing-enabled personal 

computers and peripherals to computers with web cameras and microphones (Batsis et al., 2019). 

These devices were all under the telemedicine model with the patient on the receiving end and a 

specialist, physician, nurse practitioner, or other interdisciplinary team members on the 
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transmitting end (Batsis et al., 2019). The video contact ranged from monthly to three times per 

week. Therefore, the modality of service in these studies consisted of a device (laptop, tablet, 

computer, cellphone) that provided video via a camera to connect the patient with the healthcare 

professional (Batsis et al., 2019).  

In another approach, a telehealth program developed in Northern Alberta included a 

space to house telehealth equipment in the community (Ross et al., 2016). The PHC clinic 

offered a private consultation space for PHC providers and had a licensed practical nurse (LPN) 

who worked at the clinic and was responsible for screening patients requesting telehealth 

appointments. The LPN would screen patients through the list of patient’s symptoms and 

conditions (Ross et al., 2016). Walk-in patients were also accepted and filtered by the LPN. The 

provider was able to have complete control of the high-resolution camera, allowing them to 

manipulate the camera and image for the physical assessment (Ross et al., 2016). The clinic also 

provided a digital stethoscope and a noise-cancelling headset so that the provider could listen to 

the patient’s lungs and heart (Ross et al., 2016).  

Clare’s (2019) pilot project offered nurse practitioner services, including comprehensive 

physicals, screening for disease, prescribing, referrals, health promotion counselling, treatment 

of acute and chronic conditions, and prevention strategies. These services were all offered either 

in the home or the office environment, depending on the client’s choice. Telehealth services 

included were described as video, email, or phone options (Clare, 2019). A nurse practitioner 

would be available 24/7 through rotated on-call schedules and house calls on weekdays from 10 

am to 7 pm (Clare, 2019). The pilot project provided nurse practitioners with a laptop, and portal 

printer-fax machine for house calls and appropriate tools such as portable weigh scale for 

assessments (Clare, 2019).   
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Lastly, Wakerman et al. (2008) discussed multiple health service models that are 

reviewed in the next section. One of these service models included virtual outreach services such 

as telehealth. Virtual outreach services address the health needs of communities with populations 

too small to support permanent local services by providing access through virtual or periodic 

visiting services (Wakerman et al., 2008, p. 7). Thus, instead of discussing a specific program 

and incorporating it into a study, Wakerman et al. (2008) looked at the which models of care 

would be more appropriate for population size of a community. The authors also examined if 

governments implemented these models appropriately into smaller communities, how it could 

improve access for residents. Within the literature that discussed virtual care, there was no one 

specific approach that was given for nurse practitioners or PHC providers to follow.  

Integrating Nurse Practitioner-Models of Care 

Models of care provide a framework that includes a theoretical basis, standards, 

evidence-based practices, key performance indicators and measurable outcomes (Hungerford et 

al., 2016; Wakerman et al., 2008). These models of care can be nurse practitioner-focused, 

guiding the work of nurse practitioners. For instance, models of practice that include nurse 

practitioners or nurses can manage or organize interdisciplinary teams (Prasad et al., 2014). This 

organization is relevant when providing care to populations across various settings to develop 

proactive approaches for multidisciplinary team members and nurse practitioners (Hungerford et 

al., 2016; Prasad et al., 2014; Wakerman et al., 2008). In the literature, nurse practitioner models 

of care included a nurse practitioner who has competencies in PHC, related to assessments, 

diagnoses, and treatment of acute, emergent, and chronic conditions (Prasad et al., 2014). The 

inclusion of a nurse practitioner supports communities and populations such as older adults to 

provide flexibility in multiple settings for adaptation. Nurse practitioner models of care can also 
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provide more proactive approaches for healthcare providers, reduced interdisciplinary conflict 

through awareness of other roles, and a shared understanding of outcomes (Hungerford et al., 

2016).  

Three out of eighteen articles discussed the importance of implementing a model of care 

that considers the PHC provider, population, and community in the literature (Hungerford et al., 

2016; Prasad et al., 2014; Wakerman et al., 2008). For example, the study by Hungerford et al. 

(2016) created an aged-care nurse practitioner model which targeted the needs and preferences of 

the aging demographic in rural and remote communities in Australia. These needs and 

preferences included ongoing management of acute and chronic conditions, comprehensive 

health assessments, prescriptions, advice, and development of health management plans and 

referrals when necessary (Hungerford et al., 2016). The study by Prasad et al. (2014) 

implemented a nurse-practitioner model of care that integrated a nurse practitioner with extra 

geriatric training/education. The nurse practitioner was to act as a collaborator between various 

partners such as family members, long-term care staff, home care services, various community 

organizations, and family physicians.  

Lastly, the authors discussed multiple models of care to determine the best service 

options for rural and remote communities in Australia (Wakerman et al. 2008). These models 

included discrete, integrated, and outreach/virtual outreach models of care. Discrete service 

models provide PHC to communities with a rural population or communities characterized by 

larger, more closely settled communities (Wakerman et al., 2008). Services offered included 

walk-in clinics and university clinics. Their purpose was to sustain a primary care provider in 

rural and larger remote communities with difficulties retaining providers (Wakerman et al., 

2008). Integrated service models focus on improved access to services and involve coordination 
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between access to services that are not otherwise available locally. These models are useful in 

communities that are smaller and more isolated to reduce the need for patients to travel and 

maximize the range of locally available services (Wakerman et al., 2008). Outreach/virtual 

outreach service models, which the writer discussed previously, addressed populations too small 

to support permanent local services by providing access through virtual or periodic visiting 

services (Wakerman et al., 2008).  

Clearly defined models, specifically nursing models of practice, provide a framework for 

healthcare providers and systems (Hungerford et al., 2016; Wakerman et al., 2008). The 

literature showed models of care to offer pre-existing structures for clinical governance and 

general management and funding (Wakerman et al., 2008). Models of care can also improve 

collaborative agreements negotiated at a systemic level between the nurse practitioner, other 

health professionals, and various service providers (Wakerman et al., 2008). Models of care that 

focus on nurse practitioners have been used to manage or organize teams, thereby meeting the 

needs of patients (Hungerford et al., 2016). The benefits of a well-implemented model included 

the development of proactive approaches for healthcare teams, higher personal value of 

healthcare providers, and the improvement of interdisciplinary teamwork (Hungerford et al., 

2016). Well-functioning interdisciplinary teams can lead to reduced interdisciplinary conflict and 

improved outcomes for patients due to shared goals and enhanced continuity of care (Hungerford 

et al., 2016).  

The lack of adequate PHC resources for rural communities was the most common 

systemic barrier indicated in the literature (Batsis et al., 2019; Ford et al., 2018; Hewitt et al., 

2019; Shah et al., 2017; Wakerman et al., 2008; Weil et al., 2018). For example, the lack of 

adequate PHC resources included the shortage of permanent PHC providers in rural 
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communities, no after-hour or weekend clinics for patients to access, shortages of clinic staff, 

lack of geriatric specialists, and high patient-to-practitioner ratio. This lack of PHC resources 

reduces the access to health and preventative services for rural older adults (Ford et al., 2018; 

Hewitt et al., 2019; Weil et al., 2018). Further, the literature noted that with the increasing strain 

and demand on PHC services, national and regional policies have begun to add more pressure to 

the delivery of services, thereby limiting these services to disadvantaged older adults (Ford et al., 

2018). The delivery of services included the time providers are taking with each appointment, 

leading to primary care providers doing more without the necessary resources (Ford et al., 2018). 

Older adults in rural Canadian communities also discussed feeling anxious about the lack of 

healthcare in their communities and have thought about moving to another area to live closer to a 

hospital with specialists and resources (Hewitt et al., 2019).  

In rural communities, a model with characteristics that captures population aggregation to 

support minimum services threshold requirements while ensuring adequate access to care is 

crucial (Wakerman et al., 2008). For example, remote locations need virtual outreach models, 

whereas rural communities do well with discrete and integrated PHC models (Wakerman et al., 

2008). Nurse practitioner-led transitional care models that support frail older adults transitioning 

between health sectors with the provision of follow-up care, education, self-management 

support, and medication review have also found better outcomes and lower healthcare costs 

(Prasad et al., 2014). Nurse practitioner-led models of “dementia care have led to better behavior 

management and caregiver support, and those related to chronic disease management have been 

associated with better health outcomes and less hospitalizations” (Prasad et al., 2014, p. 1773).  

 The literature also emphasized socioeconomic factors, which serve as systemic barriers 

for older adults’ accessing PHC services (Batsis et al., 2019; Bresick et al., 2016; Shah et al., 
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2019). Socio-demographic factors such as unemployment, educational level, and type of 

dwelling may add to the complexity and challenge of providing PHC to communities where 

these issues are prevalent (Bresick et al., 2016). System-specific factors related to coverage and 

financial barriers were also other common socioeconomic factors that may prevent older adults 

from accessing PHC services (Heale et al., 2018; Hewitt et al., 2019). For instance, older adults 

may not always have the financial and social supports required to implement the treatment plans 

for their conditions. They may also not be able to afford medications, devices, or even 

appropriate food (Heale et al., 2018). On a systemic level, a nurse practitioner-led model of care 

program implemented by Prasad et al. (2014) had expected short-term outcomes of enhanced 

care coordination and integration within the community. Appropriate referral to community 

resources gave older adults increased system navigation support, improved awareness of 

available supports and resources, enhanced linkages with community support services, and easier 

access to these community support services (Prasad et al., 2014).  

Home Visits. Home visits were an intervention strategy completed by the nurse 

practitioner to improve access to PHC services (Clare, 2019). In the project developed by Clare 

(2019), the nurse practitioner’s role included managing video appointments and telephone calls 

when appropriate and attending appointments at the patient’s home if they were unable to travel. 

However, challenges that arose with home visits included the obligations to provide efficient, 

timely care (Clare, 2019). Timely care was difficult for nurse practitioners to achieve in the 

context of professional commitments, especially ensuring privacy and confidentiality when 

conducting a video consultation in the car between scheduled home visits or talking with a client 

on the phone (Clare, 2019). In a similar program developed by Prasad et al. (2014), a specialized 

geriatric nurse practitioner collaborated with PHC providers and a geriatrician to provide 
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coordinated, comprehensive care. This care consisted of supporting older adults as they 

transitioned between sectors, including their home, the hospital, and retirement and long-term 

care homes (Prasad et al., 2014). The geriatric nurse practitioner would provide follow-up 

through home visits if the patients could not come into the clinic due to barriers such as frailty, 

location, and lack of transportation (Prasad et al., 2014). Home visits are essential when looking 

at what a nurse practitioner-led model of care should incorporate to reduce the barriers older 

adults face when accessing PHC services in rural communities (Clare, 2019; Prasad et al., 2014).  

In summary, there are multiple models of care are discussed in the literature to address 

the lack of access to PHC for older adults. These models of care were discrete, integrated, 

outreach/virtual outreach, and nurse practitioner-led models. Models of care can include home 

visits provided nurse practitioners, which fall under an outreach model of care, and can be 

implemented into rural communities. However, there is an apparent lack of a model that 

incorporates all the models discussed in the literature which could reduce barriers to older adults’ 

access to PHC services in rural communities. 

Interdisciplinary Teams 

 Interdisciplinary teams consist of healthcare professionals within PHC who work 

collaboratively together to provide optimal care for the population (Weil et al., 2018). This team-

based approach can address complex patients and issues by providing comprehensive care that 

enhances each discipline’s practice (Weil et al., 2018). The literature discussed that older adults 

often have multiple chronic conditions or comorbidities and need either a specialized approach 

with the inclusion of geriatric specialists or interdisciplinary teams (Prasad et al., 2014; Weil et 

al., 2018).  
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Interdisciplinary care is essential to improving older adults’ access to PHC services by 

nurse practitioners (Prasad et al., 2014). Without interdisciplinary care, nurse practitioners may 

have difficulty collaborating with interdisciplinary team members to provide older adults with a 

comprehensive approach to care, therefore reducing their access to appropriate PHC services. An 

interdisciplinary approach to care has been highlighted in the findings to be an integral part of 

reducing barriers to accessing PHC for older adults in rural communities (Bresick et al., 2016; 

Heale et al., 2018; Prasad et al., 2014). Interdisciplinary teams were developed in PHC to enable 

healthcare providers to manage patients more effectively with chronic conditions, and to provide 

a better integration with tertiary care (Prasad et al., 2014). With an interdisciplinary approach, 

“there is a more comprehensive provision of information and screening for health promotion, 

disease prevention, and early detection guided by epidemiology and the health profile of user 

communities” (Bresick et al., 2016, p. 9).  

Further, the collaboration between nurse practitioners, geriatricians, and PHC providers 

demonstrated a positive effect on the functional status of older adults in hospital, improved their 

overall well-being, and reduced hospital admissions and institutionalization (Prasad et al., 2014). 

Similarly, there is a more supportive environment with effective interprofessional team 

functioning and fewer community referrals because the team is accessible (Heale et al., 2018). 

An increased connection between services and patients improves through an integrated system 

consisting of a care coordinator or nurse practitioner (Prasad et al., 2014). However, it is 

pertinent to understand that while services may be available in PHC, if they do not meet an 

acceptable level of performance, issues of accessibility for older adults and PHC services may 

still arise (Bresick et al., 2016). Therefore, if the level of performance from the PHC providers or 

the service itself is not meeting an acceptable level for patients, older adults may be experiencing 
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a gap in comprehensive care or an interdisciplinary approach limiting their access to PHC 

services (Bresick et al., 2016).   

As previously discussed, the literature found the collaboration between interdisciplinary 

team members, nurse practitioners, and specialists to be an integral aspect of interdisciplinary 

care for older adults living in rural communities, leading to improved access to PHC services 

(Heale et al., 2018). For example, lack of adequate PHC resources and providers for rural 

communities was the most common systemic barrier indicated in the literature (Batsis et al., 

2019; Ford et al., 2018; Hewitt et al., 2019; Shah et al., 2017; Wakerman et al., 2008; Weil et al., 

2018). This lack of PHC providers also consisted of the lack of specialists available for older 

adults (Batsis et al., 2019). The absence of geriatricians and geriatric care combined with high 

patient-to-practitioner access to health and preventative services for rural older adults is a barrier 

for older adults accessing the type of care that may benefit the most (Weil et al., 2018).  

Multiple studies indicated that reduced access to PHC providers and health services, 

primarily due to the workforce shortage throughout healthcare and the rural location of specific 

communities, served as a barrier for older adults (Hewitt et al., 2019; Wakerman et al., 2008). 

For instance, the “2014 Canadian Community Healthy Survey reports that three out of ten 

provinces determine that the proportion of residents was higher than the national average of 

14.9% without regular doctor” (Shah et al., 2017, p. 97). In correlation, patients may choose to 

visit the immediate care clinic or emergency care services when they cannot see their PHC 

providers due to long wait times or inaccessibility (Hewitt et al., 2019). This use of immediate or 

emergency care raises the concern that older adults in Canada may not have access to PHC 

providers due to the lack or unavailability of providers in rural communities, therefore putting 

strain on the emergency/urgent care settings (Hewitt et al., 2019). 
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The aging population was an individual barrier that arose multiple times in the literature 

(Shah et al., 2017; Ford et al., 2019; Weil et al., 2018). Aging has distinct issues and presents 

unique situations regarding access to PHC (Weil et al., 2018). As adults age, they require a more 

comprehensive approach from PHC providers due to a potential increase or development of 

chronic conditions, assessment of activities of daily living, housing, transportation, caregivers, 

end of life care, and appropriate community resource linkages (Falkenstern et al., 2005; Ford et 

al., 2018; Heale et al., 2018; Hewitt et al., 2019). In the literature, physicians and nurses 

consistently responded with higher impact ratings from chronic conditions than older adults 

indicating that older adults are not accessing services due to minimization of their chronic 

conditions and need for care (Falkenstern et al., 2005). With an interdisciplinary team available 

for older adults, this could increase their access to other healthcare roles providing a more 

comprehensive approach (Falkenstern et al., 2005).  

Dolovich et al. (2019) developed The Health TAPESTRY (Health Teams Advancing 

Patient Experience: STRengthening QualitY) intervention program to improve team-based PHC. 

This program included interprofessional PHC teams using new in-home technologies and 

community engagement to provide a comprehensive approach to care based on patient’s goals, 

risks, and needs (Dolovich et al., 2019). Goal examples included physical activity, productivity, 

social connection, maintenance of health, and mental health (Dolovich et al., 2019). The study 

found that patient-centred primary health care with an interdisciplinary team involvement 

improved patient experience measures (Dolovich et al., 2019). This improvement is important 

when determining how nurse practitioners can reduce individual barriers, such as the complexity 

of aging, to increase older adults’ access to PHC services (Dolovich et al., 2019).  
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Other individual barriers discussed in the literature relating to older adults were language 

barriers (Hewitt et al., 2019; Ross et al., 2016), cultural or religious lack of understanding 

(Hewitt et al., 2019), and lack of trust in the PHC provider (Hewitt et al., 2019). Interdisciplinary 

teams can address these individual barriers by collaborating with a nurse practitioner and having 

more members of the team available for older adults to see as providers. In many rural 

communities, older adults often have no choice in who their PHC provider is. If they have 

concerns or barriers such as language and culture, there are often limited resources to fix this 

(Hewitt et al., 2019). There is a comprehensive delivery of care with multiple disciplinary lenses 

that can reduce these individual barriers through collaboration and a targeted approach to address 

individual needs (Weil et al., 2018). Therefore, when several disciplines collaborate and 

contribute to the best practice, interdisciplinary teams can improve access to PHC services (Weil 

et al., 2018).  

 Role Clarification. Role clarification was an important factor that arose multiple times 

regarding the interdisciplinary team approach (Heale et al., 2018; Hungerford et al., 2016; Prasad 

et al., 2014). When interdisciplinary team members understand each other’s roles, including the 

nurse practitioner role, then appropriate referrals and utilization of each member’s skill set can 

be accomplished (Heale et al., 2018). Nurse practitioners may have different skillsets and scope 

of practice depending on their prior experience or nursing background. Therefore, it was 

important for nurse practitioners to clarify their role to the interdisciplinary team members if this 

was the first time a nurse practitioner worked with the team (Prasad et al., 2014). For example, 

nurse practitioners can be available for home visits; however, it was dependent on which team 

member was the most appropriate for the visit. If the practitioner feels as though the patient 

would benefit from a different team members’ visit, this could be discussed as an option for 
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registered nurses, registered psychiatric nurses, or social workers within the interdisciplinary 

team (Heale et al., 2018). Thus, the literature discussed the need for clarity of roles and 

responsibilities and the need to adapt the practice to the specific professional relationships 

among team members was discussed to give each team member the opportunity to work to their 

full scope. This ability to work to their full scope of practice would make healthcare providers 

more accessible to patients and improve their care delivery (Heale et al., 2018; Hungerford et al., 

2016). 

 Role clarification of nurse practitioners is also important when they are involved in older 

adults’ care, and to assess their individual needs. For example, treating older adults as whole and 

unique individuals was found in the literature to be pertinent when looking at nurse practitioners 

reducing barriers to accessing PHC services for older adults (Hewitt et al., 2019). As previously 

discussed, one of the individual barriers faced by older adults included the lack of trust in PHC 

providers due to unmet expectations and lack of respect shown to patients by the provider. This 

is evident through a study participant stating “I felt totally disrespected. I am in my 80’s, so I 

have a few problems and he [PHC provider] didn’t deal with even one of them” (Hewitt et al., 

2019, p. 12). Therefore, the older adult patient felt disrespected due to lack of treatment from the 

PHC provider who did not adequately assess their individual, and unique needs. Some nurse 

practitioners may have an opportunity to overcome this barrier for older adults’ accessing PHC 

services as some can allocate more time with patients during appointments (Heale et al., 2018). 

In the study by Heale et al. (2018), authors discussed that nurse practitioner visits are around 30 

minutes and potentially longer if the patient has multiple chronic conditions or older adults who 

may need more time in the appointment. Thus, nurse practitioners may take the time to address 
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the individualized needs of older adults and clarify their role in the older adult’s plan of care to 

provide better access to PHC services for this population (Heale et al., 2018).  

Participants discussed that although living in rural communities presents challenges in the 

quality of health care services if they had a more permanent, rather than temporary, member of 

the community who would spend time listening to them, this would improve their perceived 

access to care (Hewitt et al., 2019). Therefore, while nurse practitioners may not be able to solve 

diminishing numbers of PHC providers in rural communities across the country on their own, 

they can treat each patient as a unique individual to improve their quality of care (Hewitt et al., 

2019).   

Other individual barriers that arose in the literature which focused on older adults include 

marginalization due to age, feeling like a nuisance, perceived as excluded from services, and that 

services are not user-friendly to the elderly (Ford et al., 2018, 2019; Hewitt et al., 2019). Older 

adults who also found it challenging to access PHC services discussed a sense of frustration that 

the practice breached “social contract” by not recognizing that they seldom utilized services 

available (Ford et al., 2018, p. 6). This social contract is described as a set of unwritten rules 

perceived by a patient, relating to and based on older adult’s experiences (Ford et al., 2018). 

With healthcare providers not recognizing these social contracts, older adults are at risk for not 

accessing PHC services. 

Additionally, findings discussed that the introduction of the nurse practitioner role 

improved access to care in an area short of PHC providers, with 817 previously unattached 

patients added to the nurse practitioner’s caseload (Hunter et al., 2016). The nurse practitioner 

role also improved access for some complex patients. One participant in a study by Hunter et al. 

(2016) described connecting another patient to the NP for PHC services due to difficulty finding 
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a PHC provider and struggling within the health care system. Therefore, with proper role 

clarification by the nurse practitioner, there can be improved access to PHC services for older 

adults through other interdisciplinary team member’s referrals or community awareness (Hunter 

et al., 2016).  
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Chapter V: Discussion 

Relevant themes identified through the integrative literature review included virtual care, 

nurse-practitioner models of care, and interdisciplinary teams. In the literature, barriers were 

highlighted that prevented older adults in rural communities from accessing PHC services. Thus, 

nurse practitioners have an opportunity to reduce some of the barriers preventing older adults in 

rural communities from accessing PHC services. With virtual care services, the implementation 

of nurse-practitioner models of care, and interdisciplinary teamwork, nurse practitioners may 

reduce barriers for older adults in rural communities accessing PHC services. 

Virtual care, such as telemedicine and telehealth, was discussed in the findings as an 

integral part of how nurse practitioners could reduce barriers of geographic isolation in the 

context of rural communities whose population must travel to receive specialized care and PHC. 

Thus, virtual care demonstrates equivalent outcomes, highlighting the potential for telemedicine 

and telehealth to address geographic barriers while delivering positive health outcomes to older 

adults (Batsis et al., 2019). Similarly, older adults in the literature were comfortable using 

technology to enhance access to care; therefore, nurse practitioners can offer some of these 

services, such as virtual appointments using a telephone or a laptop with videoconferencing 

(Clare, 2019). Suggestions for nurse practitioners to implement into practice include the 

availability of telephone appointments, obtaining telehealth or telemedicine equipment for more 

remote locations so the nurse practitioner could assess patients virtually (Batsis et al., 2019; 

Clare, 2019; Wakerman et al., 2008). This mode of virtual care can also be used for nurse 

practitioners to connect older adults in rural communities to specialists in larger centres, which 

allows older adults to stay in their home community and avoid traveling for healthcare related 

appointments (Clare, 2019; Ross et al., 2016). If there were an option for older adults to choose 
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virtual appointments via telemedicine and telehealth, nurse practitioners could promote improved 

access to this population. Therefore, if nurse practitioners offered a service to older adults in a 

rural community that provided virtual appointments via phone calls or video conferencing, this 

could help decrease these environmental barriers apparent in the literature. This is essential when 

looking at how nurse practitioners can help reduce barriers to access for older adults and how the 

implementation of virtual care by nurse practitioners could reduce some of these environmental 

barriers, thereby improving access to PHC services. 

Another strategy discussed in the literature was home visits from nurse practitioners or 

interdisciplinary team members (Clare, 2019). Home visits by PHC providers may not always 

fall under coverage through Canada’s publicly funded healthcare system (ref). Private healthcare 

organizations may continue to offer these services, and if nurse practitioners are working under a 

private organization this could be something they could try to advocate for in practice or 

advocate for an expansion of services in the public health model of care (Clare, 2019; Hunter et 

al., 2016). Publicly funded healthcare systems improve population health while balancing the 

need to provide high-quality healthcare with cost-containment and maximum efficiency (Clare, 

2019). In Canada, public healthcare services typically target the largest users of expensive 

resources: the aged and marginalized population (Clare, 2019). Clients may be willing to pay for 

healthcare services like home visits, but there may not be much advantage to targeting this 

demographic if the aim is reducing illnesses that result in hospital admission or emergency room 

care. However, the not-for-profit public sector may find better value in offering house calls to 

specific populations like the housebound frail or elderly (Clare, 2019). Therefore, if nurse 

practitioners had the option to provide this service in the rural communities it could help reduce 

barriers for older adults accessing PHC. 
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 Interdisciplinary teamwork also plays a role for nurse practitioners in rural communities 

to improve access and reduce barriers to PHC services for older adults. Weil et al. (2018) 

suggested that interdisciplinary partnerships can improve rural care by addressing issues in a 

team-based environment that may be too complex for one discipline or multiple disciplines to 

solve. Therefore, this effective teamwork allows members to have an overall goal for patients, 

establish shared and explicit goals, and work collaboratively to treat patient problems (Weil et 

al., 2018). Thus, to improve older adults’ access to PHC services, nurse practitioners could 

engage with interdisciplinary team members to reduce some of the barriers of access for older 

adults, which are apparent in the literature.  

With the current lack of geriatric specialists and services in rural communities to increase 

access to PHC for older adults, Prasad et al. (2014) have suggested that a nurse practitioner-led 

transitional care model which supports older adults’ transition between health sectors, manages 

chronic diseases, and educates on health prevention can improve access to PHC. The 

collaboration between the nurse practitioner, geriatrician, and family physicians highlights the 

need to provide enhanced care for older adults within the PHC setting (Prasad et al., 2014). If 

nurse practitioners could implement a model of care for older adults in rural communities, it 

would be important to incorporate telemedicine components based on the community size. 

Furthermore, if the model were to be a nurse practitioner-led model of care that implements 

nurse practitioners into a family health team to aid in the management and support of frail, older 

adults, this has also been shown to be successful to improve access (Prasad et al., 2014).  

 Important features of the nurse practitioner-led model of care for older adults are 

highlighted below and can guide nurse practitioners in practice: 

• Nurse practitioners can play a central role in care of older adults. 
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• Nurse practitioners and PHC providers form the core team in consultation with a 

geriatrician and collaboration with community partners, as needed, including 

families. 

• Nurse practitioners can provide early identification and intervention in health 

promotion. 

• Nurse practitioners can provide access to Comprehensive Geriatric Assessment to 

identify systemic, medical, and psychosocial concerns that place older adults at 

risk. 

• Nurse practitioners (and other PHC providers) can arrange provision of care in the 

least disruptive environment, most commonly in the individual’s home (Prasad et 

al., 2014).  

In addition to nurse practitioner-led models with the involvement of a geriatrician, or 

geriatric specialized nurse practitioner, other models are available if these resources are not 

offered. Although there was no clear model or approach that nurse practitioners could implement 

into rural communities, the literature did provide models of care that may be better suited for 

certain community sizes, such as rural and remote communities. Wakerman et al. (2008) suggest 

that for a model of care to be successfully implemented in a community supportive policy, 

community readiness, workforce organization and supply, funding, linkages, and government 

management and leadership are necessary. Essential elements of sustainable PHC services for 

small rural and remote communities include environmental enablers which help prepare an 

environment for change to improve access to PHC services (Wakerman et al., 2008). These 

enablers include: a supportive policy which ensures sustained service funding; co-ordination of 

policy and funding across national and provincial governments; and an appropriate level of 
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community readiness for involvement in planning, implementation and monitoring of health 

service activity (Wakerman et al., 2008). Therefore, to implement these strategies, nurse 

practitioners in rural communities could do a community assessment and identify specific needs 

of the older adult population.  

Older Adults’ Perspective 

According to the Age-Friendly Rural and Remote Communities: A Guide, older adults 

would prefer to remain independent, with the ability to live autonomously in their own homes 

(Gallagher et al., 2007). In rural communities, there is a lack or shortage of long-term care 

options for older adults, and therefore, can result in the older adult having to leave the 

community to access long-term care facilities (Gallagher et al., 2007). One of the participant’s 

suggestions was the provision of a continuum of care in the community, from home care to 

assisted living, to well-coordinated facility care (Gallagher et al., 2007). Therefore, nurse 

practitioners could play a role in the promotion of continuity of care for older adults through the 

addition of home visits to their practice in rural communities or as a liaison between PHC and 

community-based care (Prasad et al., 2014).  

Older adults also discuss the importance of contributing and benefiting from community 

life through involvement in senior activities that promote physical activity and social or group 

interactions (British Columbia [BC] Ministry of Health, 2014; Gallagher et al., 2007). Some 

suggestions include the incorporation by healthcare providers and community members of 

programs to improve access and reduce barriers to PHC services for older adults (Gallagher et 

al., 2007).  

For example, programs and interventions that other communities have implemented in 

BC include: 
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• East Kootenay Senior Caregivers’ Network: Rural provides information and 

support for caregivers through local group meetings, buddy system, newsletter 

and tollfree phone line (Gallagher et al., 2007). 

• Village of Lumby used funds from the Age-friendly Rural and Remote 

Communities Initiative identified transportation as priority and provide low-cost 

door-to-door transportation to area activities, events, and services (Gallagher et 

al., 2007). 

 These programs are two examples of how nurse practitioners could collaborate with 

community members and policymakers to reduce environmental barriers such as lack of 

transportation, or support for spouses caring for their partners or family members in caregiver 

roles for older adults.  

Limitations 

One of the main limitations of this integrative review is the lack of literature that is 

specific to answering how nurse practitioners can reduce barriers for older adults accessing PHC 

services. For instance, as previously discussed, multiple themes were revealed from the 

literature, yet the literature does not give one straightforward approach that answers the how part 

of the research question. The research discussed multiple barriers that older adults face with 

accessing PHC services; however, there was a lack of a clear approach on how these barriers 

could be addressed in practice. Therefore, the literature suggested ways that nurse practitioners 

can collaborate with interdisciplinary team members and certain models of care that could 

improve barriers such as geographic location, although a more specific approach needs 

exploration in future research.   



 
42 

 The types of evidence retrieved in the literature consisted of mainly qualitative and 

quantitative studies. Most primary studies used convenience sampling or hand-selection of 

participants, highlighting a risk for researcher bias. However, the qualitative research design 

provided rich and valuable subjective experiences of older adults’ access to PHC services in rural 

communities that collectively contributed towards informing the research question.  

Implications for Practice  

 In practice, many nurse practitioners will be working with older adult patients in some 

capacity. Thus, older adults need to receive access to PHC services to reduce the chronicity of 

diseases and promote health prevention and longevity. If nurse practitioners are unaware of the 

strategies available to implement into their practice, then older adults may not receive the 

adequate care that they need. Nurse practitioners should be aware of how the lack of access to 

PHC services can negatively affect older adults’ overall health. 

Nurse practitioners improve the health of hard-to-reach populations challenged with 

access and acceptability of traditional healthcare services (Grant et al., 2017). They bridge the 

gap between older adults' hospital discharge and their next appointment with their PHC provider, 

“advocate for clients and help them navigate complex services, and advocate to ensure timely 

information sharing and implementation of a consistent treatment plan” (Grant et al., 2017, p. 

54). They also provide a service that individuals may otherwise have difficulty accessing for 

reasons including affordability, geographical isolation or extended waiting times (Grant et al., 

2017). Nurse practitioners working in rural areas also spend more time with their older adult 

patients and therefore had a better understanding of how chronic conditions impact older adults’ 

daily lives (Falkenstern et al., 2005). Therefore, nurse practitioners and the inclusion of an 
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interdisciplinary team, are in position to reduce barriers to accessing PHC services for older 

adults and enhance their general healthcare experiences.  

Further, if nurse practitioners were to implement virtual care into practice for older adults 

who may not have access to transportation, include home visits, and collaboration with 

interdisciplinary teams, they can reduce barriers to older adults accessing PHC services. By 

identifying barriers in rural communities where nurse practitioners work, a targeted approach to 

improving access to vulnerable older adults can be achieved (Ford et al., 2018). With the support 

of individual communities, there is an opportunity for close collaboration between health 

authorities and healthcare professionals to improve access to PHC services. This improvement 

can occur through more home visits, telephone or videoconferencing consultations, 

multidisciplinary team partnerships, and role clarification (Dolovich et al., 2019; Weil et al., 

2018).   

Nurse practitioners who demonstrate a connection to the rural community are more likely 

to become trusted healthcare professionals (Hunter et al., 2016). This connection to the 

community shows through interacting with patients, and mentorship from local physicians in the 

context of connecting to the community, facilitating positive working relationships and a sense 

of shared responsibility within the PHC team (Hunter et al., 2016). Interdisciplinary partnerships 

can improve rural-care transitions by blending the skills of disciplines to increase the provision 

of all-inclusive care (Weil et al., 2018). Healthcare professionals must support a targeted 

approach to improving access when vulnerable older people use PHC services. Closer 

collaboration between health authorities and providers to improve targeted services for the aging 

population can lead to the improvement of access for older adults to PHC services (Ford et al., 

2018).  
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Future Research 

 Future research is needed to explore how nurse practitioners working in rural 

communities can reduce barriers to older adults accessing PHC services. As indicated in the 

literature, there are multiple barriers that older adults face when trying to access PHC services on 

environmental, systemic, and individual levels. However, there is a gap in the research that 

addresses how nurse practitioners working in rural communities can reduce these barriers. 

Therefore, it would be pertinent for future research to focus on how nurse practitioners, as PHC 

providers, can specifically address these barriers by using programs or tools and implementing 

this into practice.  

 In Canada, there are also gaps in the extent to which each province has adopted, funded 

and implemented the strategic components of improving access to PHC services for older adults. 

For example, more federal leadership could facilitate collaboration and support healthy aging 

initiatives across Canada, which can reduce the resources required for provincial and territorial 

governments to develop stronger responses in rural areas still under development (SPHERU, 

2018). Therefore, a review of implemented programs and policies to assess these principles and 

strategies would be an area for future research (SPHERU, 2018). In the case of provinces and 

territories still working to develop a strategy, review of existing strategies and interventions 

offers the opportunity to identify and adopt best practices into their plans of action (SPHERU, 

2018).  

Conclusion 

 Reducing barriers for older adults in rural communities to improve access to PHC 

services is a complex topic. The consequences of lack of access to PHC services for older adults 

increases the necessity of PHC providers to incorporate strategies into their practice to prevent 
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poor outcomes. This integrative review examined strategies for nurse practitioners to reduce 

barriers to access for older adults while working in rural communities. Through a comprehensive 

literature search, relevant articles were reviewed, with eighteen articles selected. The analyzed 

findings of these articles provided insight into how the reducing of barriers for older adults to 

accessing PHC services by nurse practitioners working in rural communities can be applied to 

the PHC context. 

 A synthesis of the findings highlighted the importance of incorporating virtual care 

through telehealth and telemedicine modalities, implementing nurse practitioner-led models into 

practice, and collaborating with interdisciplinary teams. Home visits by nurse practitioners and 

role clarification were also two areas that could improve access to PHC for older adults. 

However, the literature did not provide a straightforward approach that nurse practitioners could 

implement to reduce barriers to access to PHC services for older adults. There are many 

opportunities for future research from this integrative review. Additional research should address 

strategies to promote programs or tools that nurse practitioners can implement into practice. 

Strategies on federal and provincial levels in Canada must also be considered for future research 

to promote healthy aging initiatives for older adults.  
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Figure 1. Literature Search Flow Diagram for Search Conducted September, 2020 
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b
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at
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at
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at
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 m
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 f
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 f
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y.

  
-U

se
r 

sa
m

pl
e 

si
ze

 b
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 m
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 f
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 m
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 c
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n
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 d
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al

 a
nd
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ti
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ra
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at
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n
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-U
se

 o
f 

P
C

A
T

 t
o

 
de

te
rm

in
e 

th
e 
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C
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 f
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re
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n 
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cc
es

s 
to

, 
an

d 
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at
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n 
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, o
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m

il
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m
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un
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 c
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e 
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d 
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d 
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 c
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l 
co

m
pe

te
nc

e 
si

g
ni

fi
ca

nt
ly

 h
ig

he
r 

th
an

 r
ur

al
 u

se
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ra
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 b
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ra
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ra
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 f
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 d
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 b
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 b
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n
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 t
o 

pr
o

vi
de

 e
ff

ic
ie

nt
, 

ti
m

el
y

 c
ar

e 
w

as
 

di
ff

ic
ul

t 
to

 a
ch

ie
ve

. 
-H

o
m

e 
vi

si
ts

 
pr

o
vi

de
d 

an
 

op
p

or
tu

ni
ty

 f
o

r 
hi

st
or

y
-t

ak
in

g 
an

d 
pa

ti
en

t 
as

se
ss

m
en

t 
th

at
 i

nc
re

as
ed

 N
P

s 
co

m
fo

rt
 w

it
h

 
vi

rt
u

al
 c

al
ls

.  

-M
is

en
er

 N
ur

se
 

P
ra

ct
it

io
ne

r 
Jo

b 
S

at
is

fa
ct

io
n 

S
ca

le
 

us
ed

. 
-N

o
 f

or
m

al
 e

th
ic

s 
ap

pl
ic

at
io

n 
do

ne
 

du
e 

to
 t

im
e 

co
ns

tr
ai

nt
s.

 
-B

u
si

n
es

s 
g

o
al

s 
m

ay
 h

av
e 

co
nf

li
ct

ed
 w

it
h 

co
nv

en
ti

on
al

 
re

se
ar

ch
 p
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 c
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 c
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 c
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ra
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 p
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in

 
th
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p
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at
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 s
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 b
y 

pa
ti

en
ts

 
at

 6
 m

on
th

s.
  

-L
ow

er
 r

at
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 c
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 m
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 f
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