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1 |  INTRODUCTION

Global ageing is a reality. Based on the World Health 
Organization predictions, many countries are preparing 
for unprecedented increases in the number of people aged 
65  years and over.1 These increases are expected in both 
urban and rural environments. The impact of an ageing popu-
lation is already being realised in rural environments with 
many communities having higher numbers of older people 
when compared with urban areas. This phenomenon can be 
explained by demographic trends such as inward migration 

of older people choosing to live rurally due to factors such as 
affordability, and outward migration of younger people seek-
ing enhanced education and employment opportunities.2

Many governments have recognised the importance of 
older people continuing to live in their local communities, 
commonly known as “ageing in place” and the positive 
impact this has on health and well‐being.3 Governments 
see “ageing in place” as a way of managing escalating 
health‐care costs. Research identifies an increase in health 
issues including rates of non‐communicable diseases and 
disability in those aged 65 years and over.4 An increase 
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Abstract
Objective: Explore how older adults’ talk about accessing rural community health 
services.
Methods: A qualitative narrative gerontological approach explored issues related 
to accessing health services in their community. Semi‐structured digitally recorded 
individual interviews were undertaken with 32 community‐dwelling older people 
aged between 75 and 93 years. A narrative data analytic process was undertaken. The 
COnsolidated criteria for REporting Qualitative research guidelines were followed to 
ensure rigour in this study.
Results: Three collective narratives resulted from the data analytic process: (a) “ac-
cessing local health services”; (b) “accessing specialist services”; and (c) “accessing 
emergency services.”
Conclusions: Narrators identified a number of issues related to accessing rural health 
services. These included long waiting times, lack of continuity in care provision by 
doctors and difficulties accessing specialist and emergency services. Nurses were 
frequently cited as a reliable point of contact for these older people. Expansion of 
nursing roles would enhance the provision of rural health‐care services.
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in health issues increases demand for health services by 
older people.

Research indicates living in an environment providing 
access to reliable and appropriate health services is import-
ant to older adult’s feelings of security and sense of belong-
ing.5 Previous studies have demonstrated that older people 
living in rural areas have poorer health outcomes, are more 
likely to experience poverty and are less likely to access 
health services when compared to older adults living in 
urban areas.6 In addition, findings from The Rural healthy 
People 2020 American study identified that having access 
to necessary health services was the most important rural 
health priority.7

Neoliberal government‐driven ideologies have seen a re-
duction in acute and hospital services in rural environments.8 
Consequently, primary health‐care services are generally 
first point of contact for older people when they are unwell. 
Studies have shown that geographic location and distance is 
a significant barrier to accessing health services.9 Travelling 
distances to access these services is costly and time‐consum-
ing due to limited public transport options, particularly for 
those who do not drive.10

The utilisation of technology, such as telehealth‐based 
services, is becoming increasingly popular and is touted as 
the panacea for removing barriers to accessing health ser-
vices for older people living in rural areas.11 The success 
to providing telehealth services includes being able to re-
cruit and retain the required skill mix of health profession-
als needed to support the use of these technologies. Extant 
literature has identified that rural communities report high 
turnover rates in all health professional groups even though 
some communities offer financial and other employment‐re-
lated incentives.12

The provision of health services to rural communities 
presents many challenges, and these have the potential to 
negatively impact the health of older people. To date, little 
research has sought the views of rural‐dwelling older peo-
ple about the issues they have in accessing health services. 
Gerontologists have identified that policy and services are 
frequently formulated without consulting with older consum-
ers, including those living in rural areas.13

1.1 | Objective

The objective of this study was to explore how older adults 
talk about accessing rural community health services.

2 |  METHODS

When writing up the findings of this project, the COnsolidated 
criteria for REporting Qualitative research (COREQ) was 
followed and incorporated into the study.14

2.1 | Design

A qualitative design underpinned by narrative gerontol-
ogy formed the methodological foundations of this study. 
Narrative gerontology allows for the exploration of how older 
adults experience their surroundings15 and is grounded in the 
philosophical assumptions associated with interpretivism.16 
There are a multitude of definitions available to describe 
what narrative gerontology is and how its concepts can be 
deployed. However, most gerontological researchers agree 
that this approach, which has its origins in narrative inquiry, 
supports the telling of an older person’s day‐to‐day experi-
ences in their own words.17 Privileging and foregrounding 
the voices of older adults have the potential to influence and 
change practice. Consequently, the utilisation of narrative 
gerontology enabled the exploration of how older adults talk 
about accessing health services in a rural community with the 
aim to inform future planning of health‐care services.

2.2 | Setting

The study was undertaken in a small New Zealand rural 
town with a population of 3,909 at the time of 2013 census. 
Approximately 26% of the population is aged 65 years and 
over.18 The town acts as a service centre for local farming 
and residential communities. It offers a range of amenities 
including supermarkets, cafes, banks, retail, library, informa-
tion centre and a range of health services.

2.3 | Participants

A purposive sampling strategy was employed to access older 
adults who could contribute towards answering the research 

Policy Impact
There is no doubt that as people age, there is going to 
be an increase in the occurrence of health issues. In 
many countries, “ageing in place” is a focus of many 
governments. If this is to be fully realised, then the 
provision of health services must be available and 
appropriate for older people.

Practice Impact
In an environment where there are difficulties attract-
ing and retaining medical staff, utilising the skills and 
expertise of nurses to provide a range of health ser-
vices is appropriate. Supporting the development of 
advanced nursing practice roles, such as nurse practi-
tioner, would ensure the timely and appropriate deliv-
ery of rural health services to older adults.
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aim.19 The study was promoted through advertisements in 
community newspapers and poster displays on noticeboards 
where older adults were likely to see them, for example in li-
braries. Those who were interested in participating made tel-
ephone contact with a member of the research team. Inclusion 
criteria for this study were those people aged 75 years and 
older, who were able to participate in an interview of approx-
imately one‐hour duration, lived independently in the area 
and accessed health services. Data were collected in 2015.

2.4 | Data collection

Prior to being interviewed, participants were provided the 
opportunity to read the information sheet and have any ques-
tions answered before signing the consent form. A convenient 
time and place to meet and undertake the interview was nego-
tiated. Digitally recorded semi‐structured in‐depth interviews 
were then undertaken with 32 people who met the inclusion 
criteria. All participants preferred to complete approximately 
a one‐hour interview in their own home. Examples of ques-
tions asked during the interview included “Tell me about 
the type of health services you access” and “Do you feel the 
health services provided in your community meet your needs. 
Why/why not”? Recruitment and interviewing continued 
until data saturation was reached. Interview data were tran-
scribed verbatim by a transcriber who signed a confidential-
ity agreement. To ensure confidentiality, participants were 
given pseudonyms.

2.5 | Ethical considerations

Ethical approval for this study was obtained first from the 
Massey University Human Ethics Committee (MUHECN 
15/010) and then from the Auckland University of Technology 
Ethics Committee (AUTEC 15/100).

2.6 | Data analysis

It is recognised that there are a multitude of ways to approach 
narrative analysis and therefore no set formula.16 The narra-
tive analysis process undertaken was based on Brown and 
Addington‐Hall’s framework.20 Firstly, each of the transcripts 
was read multiple times by two members of the research team 
to develop an overall understanding of the text. Secondly, com-
monly occurring narrative segments evident across data sets re-
lating to the research aim were identified. Through an iterative 
process, the narrative segments were reworked, conceptualised 
and presented as collective narratives. Collective narratives are 
recognised as a legitimate form of presenting narrative data.21 
All aspects of the analytic process were iterative, inductive, 
data‐driven and focused on semantic content.15 A summary of 
the collective narratives was offered to participants.

3 |  RESULTS

A total of 32 older people (20 women and 12 men) agreed 
and participated in the interviews. Ages ranged from 75 
through to 93 years. Fourteen participants were widowed, 
15 were married, one person identified as single and two 
people were divorced. Participants had lived in the area on 
average 26 years. Following the data analytic process de-
scribed above, three collective stories were identified each 
of which related to accessing particular types of health 
services. The collective stories identified were named as 
“Accessing local health services,” “Accessing specialist 
services” and “Accessing emergency services.” Verbatim 
quotations from the transcribed data are used to support the 
three identified collective stories and these are presented 
below.

3.1 | Accessing local health services—local 
services do not always meet local need

Narrators in this study were proud of living in this rural com-
munity and as expected always responded positively about 
the health services that were available to them. However, this 
was always followed up with “but” or “however,” indicating 
there were issues with the local health services that did not 
meet their needs. A dominant pattern spoken in the narratives 
was the length of time it took to get an appointment to see 
either the doctor or the nurse.

Overall, I think we have a very good health sys-
tem here. I am just two minutes from my doctor 
and my dentist, people that I’ve been with for 20 
years, the familiarity of it is great and I like the 
convenience. They are just down the road. But 
it’s just that our doctors have quite long wait-
ing lists. If you want to get a normal check‐up 
I think it’s usually 2 to 3 weeks and that is a bit 
annoying.                   (Patricia, 81 years)

This rural community also serves as a service centre for a 
substantial number of holidaymakers. This means in summer 
there is increased pressure on existing local health services 
due to an influx of tourists, resulting in longer waiting times 
to see a doctor. For Colin, long wait times became a problem 
when he hurt his back and could not get an appointment until 
the following Friday.

The services the local medical centre provides is 
top notch [very good]. I go there to see my doc-
tor or the nurse and I use their podiatrist because 
I’ve got problems with my feet. However, this 
summer I had a sort of bad back and rung up to 
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see what they could do for me and they couldn't 
see me until next Friday! What was I meant to 
do? To be fair the nurse rang me back and talked 
to me about it, she is a local and was a great help 
but the wait time was terrible. (Colin, 79 years)

There are challenges in rural communities recruiting and re-
taining all health professional groups including medical staff as 
can be seen in the following narrative. Nurses therefore play an 
important role not only in the provision of health and nursing 
services but also maintaining relationships with consumers of 
health services. Ted articulates this in the excerpt below:

District nurses came out when I had my cancer, 
they came out to see if I was alright and look at the 
catheter or whatever it was I had. I thought that was 
a very good service and I know them and really 
appreciated them keeping an eye on me. However, 
when you go for a general checkup or something 
it seems like you never see the same doctor twice 
if you need to go back. I don’t like that, I don’t  
feel like they know me.                  (Ted, 90 years)

3.2 | Accessing specialist services—specialist 
services are too far away

Government policy in New Zealand identifies the provision 
of health care close to where a person lives is important and 
is a facilitator for older people to age well.22 While some spe-
cialist services were available in this rural community, there 
were many instances where older people had to travel to the 
city, as identified in the following collective narratives.

We do have some specialists who come up from 
[name of the city]. They come up from the city 
and you can make appointments to see them 
through the doctor without having to travel. But 
they don’t cover everything so there are still lots 
of health things we have to travel for … it’s such 
a long way to go.     (Olive, 76 years)

For some, accessing specialist services was not a current 
issue due to their present good health; however, as they were 
long‐standing members of this rural community, they were 
looking to the future, to a time when they were more likely to 
need to access specialist services.

While I don’t have any health problems at the mo-
ment, my biggest worry is for when I’m older and 
need to go to hospital. It is such a long way away. 
If I suddenly got sick the doctors here would not 
be able to manage it. How would I get there and 
would I get there in time? I don’t know anyone in 

[name of the city] and don’t have any family close 
by … what would I do.         (Maureen, 75 years)

For others, there is always hope that more health services 
will be provided locally. Ruth has trouble with her vision 
which requires specialist intervention; however, these ser-
vices are some distance away and travelling this distance and 
being away from home is not her preference.

[Name of the hospital] is the nearest but they 
don’t do eyes so I have to go to [name of the 
hospital] which is even further away. The local 
nurses are fantastic you know … she said that 
with the way our population is growing it won’t 
be long before we have our own eye specialist 
here. That will be so good for me, I won’t have 
to travel so far. I don’t like going too far from 
home these days.              (Ruth, 87 years)

3.3 | Accessing emergency services—
worrying about accessing emergency services

Due to geographical isolation, those living in rural areas are at 
increased risk of mortality especially as a result of trauma.23 
This is due to a lack of 24‐hour medical services being avail-
able and the time delays in ambulances arriving. The follow-
ing narrative identifies some of the challenges older people 
face should they need to access emergency services.

Once the doctor’s surgery closes we have noth-
ing … there's nobody on duty so you have to 
call the ambulance. The ambulance takes time 
to reach you … otherwise you have to get your-
self to the city. Well that would be fairly difficult 
when you're sick, so those things are a worry 
really. I feel anxious about what I would do and 
how I would manage should anything happen. 

(Colleen, 79 years)

Several participants had purchased medical alarm services 
so that should anything untoward happen an alarm would be 
activated in an emergency call centre and help dispatched. 
This paid service provided piece of mind, not only for older 
people, but also for their families/significant others.

… after nearly drowning, splitting my head and 
all the other complicated things that I’ve done 
to myself I really thought I’d better get a medic 
alert. I live alone you see and my family don’t 
live close by. I was starting to worry and so were 
my children that if anything happened, you know 
if I had an accident, that no one would know. I 
thought it was for the best.  (Robert, 92 years)
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While extolling the benefits of medical alarm services, 
participants were clear that if emergency services were 
needed, living in a rural environment meant they were still 
a significant distance from an acute hospital. Older people 
were realistic that even if emergency services did arrive, they 
still may die in transit to the hospital.

My alarm is great … if I do have a fall or some-
thing they phone and if I don’t answer they send 
someone around. I’ve got a key hidden in a box 
which they know where it is so they can get in. 
However, it still would take them a long time to 
get to me and then the hospital is a long, long 
way away. If anything happened I’d be too far 
away and the ambulance would take too long to 
get to me … I’d probably die. 

(Barbara, 81 years)

4 |  DISCUSSION

The aim of the present study was to explore how older adults 
talk about accessing health services in a rural community. 
Older adults in this study identified that access to all health 
services in their rural community is limited. This is despite 
primary health‐care services being regarded as fundamental 
to all communities. Many countries identify that a function-
ing and accessible primary health‐care system is integral to 
maintaining and improving the health and well‐being of all 
citizens including those who are older.22

Participants talked about how they were frequently faced 
with long wait times before being able to get an appointment 
to see a doctor. Wait times were influenced by a lack of med-
ical professionals in relation to the number of people living 
in this community, combined with an influx of holidaymak-
ers burdening already challenged health services during the 
summer holiday period. The collective narratives also rein-
forced the importance of older adults placed on being known 
by their health practitioner. This group of people did not 
appreciate seeing a different doctor each time they required 
medical services. Studies undertaken in rural Canada found 
that the provision of appropriate and consistent primary 
health‐care services to older communities was influenced by 
the ability to recruit and retain health professionals including 
physicians.24 Difficulties with recruitment and retention lead 
to the utilisation and reliance on “locum” or casual health 
professionals, a common feature in the provision of primary 
health care in rural areas.25

As evident in the narratives, nurses were reported as being 
central figures in the provision of health services, including 
being first point of contact when a doctor was not available, 
as well as providing a diverse range of health services both 
inside clinics and in community settings (eg house calls by 

district nurses). Nurses working in rural environments are 
frequently long‐standing members of their rural community 
and as such are able to provide the continuity of care that 
these participants desired.26 Consequently, the utilisation of 
advanced nursing practice roles, such as nurse practitioners, 
and other advanced nursing practice roles is integral to the 
provision of all rural health services that meet the needs of 
older people.27

Limited access to specialist and emergency services was 
also a noted collective narrative evident in the data. While 
some specialist services were available in this community, 
these were limited and required older people to travel signif-
icant distances for consultations for many specialist services. 
Travelling to access medical services is known to be hindered 
by limited public transport options, due to the person no lon-
ger driving, or lacking the confidence and skill to navigate a 
road journey into an urban centre. In New Zealand, after the 
age of 75 years drivers must undergo a medical assessment 
and, in some cases, undertake an on‐road driver safety test in 
order to be able to continue to drive.28 Consequently, older 
people who are no longer driving frequently rely on others 
or public transport, and this reliance can be problematic lim-
iting accessibility to specialist and emergency services. For 
example, in a qualitative study, Walsh et al29 found that lim-
ited timetable schedules, distances to walk to bus stops and 
difficulty getting on and off buses were access barriers for 
older people living in rural communities. Unsurprisingly, re-
search30 has also found travel times for older adults accessing 
medical specialists were significantly longer for those using 
public transport when compared to those travelling by car.

In order to mitigate the lack of emergency services, several 
participants narrated the purchase of medical alarm services. 
While this provided a level of consolation, all those inter-
viewed were realistic of the limitations and issues associated 
with using a medical alarm should an emergency arise. For 
example, participants were worried they might die due to the 
length of time it would take emergencies services to reach 
them after the medical alarm was activated. Unsurprisingly, a 
retrospective cohort study of adult/older adult trauma deaths 
found that those who lived in rural areas had higher rates 
of preventable prehospital deaths than those living in urban 
areas.31

The increasing use of technologies including telemedicine 
and other information technologies has been touted as solu-
tions to the challenges inherent in the provision of health care 
in rural communities. While the cost, in terms of time and 
money, for older adults living rurally to travel to access health 
services is reduced with the advent of telemedical services, 
several challenges remain. A systematic review of telehealth 
services in rural and remote Australia found that appropriate 
funding mechanisms, supported infrastructure, as well as the 
availability and expertise of health professionals were consti-
tutive to the provision of rural health services.9 In addition, the 
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provision of telehealth services can only occur if communities 
have access to the Internet that is both stable and reliable.

The study is limited by homogeneity of the participants, all 
of whom were of European descent. Consequently, the narra-
tives of older Māori (indigenous people of New Zealand) and 
those from other ethnic groups were not captured. The research 
could have been further strengthened by incorporating an obser-
vational component as a data collection technique. This would 
enable researchers in real time to first hand observe the realities 
that older adults face when accessing rural health services.

5 |  CONCLUSIONS

Overall, the collective narratives from this study identify sev-
eral challenges to older people trying to access rural health ser-
vices. Therefore, these challenges impact on the health of this 
group of narrators. In an environment where there are limited 
resources and issues with attracting and retaining medical staff, 
it is appropriate to better utilise the skills and expertise of the 
nursing workforce. If governments are serious about support-
ing “ageing in place,” then they must provide health services 
that are both appropriate and accessible to older adults.

CONFLICT OF INTEREST

The authors declare no conflicts of interest.

ORCID

Stephen Neville   https://orcid.org/0000-0002-1699-6143 

REFERENCES

 1. Tuckett A, Banchoff A, Winter J, King A. The built environment 
and older adults: a literature review and an applied approach to en-
gaging older adults in built environment improvements for health. 
Int J Older People Nurs. 2018;13:e12171.

 2. Vuin A, Carson DA, Carson DB, Garrett J. The role of heritage 
tourism in attracting “active” in‐migrants to “low amenity” rural 
areas. Rural Soc. 2016;25(2):134‐153.

 3. Black K, Dobbs D, Young T. Aging in community: mobilizing 
a new paradigm of older adults as a core social resource. J Appl 
Gerontol. 2015;34(2):219‐243.

 4. Rodgers V, Neville S, La Grow S. Health, functional ability and 
life satisfaction among older people 65 years and over: a cross‐sec-
tional study. Contemp Nurse. 2017;53(3):284‐292.

 5. Hanlon N. Older persons, place and health care accessibil-
ity. In: Skinner M, Andrews G, Cutchin M, eds. Geographical 
Gerontology: Perspectives, Concepts, Approaches. New York: 
Routledge, 2018: 229–240.

 6. Zhang X, Dupre ME, Qiu LI, Zhou W, Zhao Y, Gu D. Urban‐
rural differences in the association between access to healthcare 
and health outcomes among older adults in China. BMC Geriat. 
2017;17:151.

 7. Bolin JN, Bellamy GR, Ferdinand AO, et al. Rural healthy 
people 2020: New decade, same challenges. J Rural Health. 
2015;31:326‐333.

 8. Kaufman BG, Thomas SR, Randolph RK, et al. The rising rate of 
rural hospital closures. J Rural Health. 2016;32:35‐43.

 9. Bradford N, Caffery L, Smith A. Telehealth services in rural and 
remote Australia: a systematic review of models of care and factors 
influencing success and sustainability. Rural Rem Health. 2016; 
16: 3808. Available: www.rrh.org.au/journal/article/3808.

 10. Douthit N, Kiv S, Dwolatzky T, Biswas S. Exposing some im-
portant barriers to health care access in rural USA. Public Health. 
2015;129:611‐620.

 11. Ward C, Stearmer M, Cope M. Intersecting contexts: Understanding 
rural Utah veterans’ experiences with accessing VA health care. 
Rural Sociol. 2017;82(4):664‐687.

 12. Fields B, Bell J, Bigbee J, Thurston H, Spetz J. Registered nurses’ 
preferences for rural and urban jobs: A discrete choice experiment. 
Int J Nurs Stud. 2018;86:11‐19.

 13. Neville S, Adams J, Napier S, Shannon K, Jackson D. “Engaging 
in my rural community”: perceptions of people aged 85 years and 
over. Int J Qual Stud Health Wellbeing. 2018;13(1):1‐7.

 14. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting 
qualitative research (COREQ): a 32‐item checklist for interviews 
and focus groups. Int J Quality Health Care. 2007;19(6):349‐357.

 15. Neville S, Kushner B, Adams J. Coming out narratives of older gay 
men in New Zealand. Austral J Ageing. 2015;34(2):29‐33.

 16. Phoenix C, Smith B, Sparkes A. Narrative analysis in aging stud-
ies: a typology for consideration. J Aging Stud. 2010;24(1):1‐11.

 17. de Medeiros K. Narrative gerontology in research and practice. 
New York: Springer Publishing Company; 2014.

 18. Statistics New Zealand. 2013 quick stats about a place. Warkworth: 
Statistics New Zealand. http://www.stats.govt.nz/Census/2013‐
census/profile‐and‐summary‐reports/quickstats‐about‐a‐place.
aspx. Accessed January 23, 2019.

 19. Jackson D, Borbasi S, Power T. Qualitative research. In: Borbasi S, 
Jackson D, eds. Navigating the maze of research: Enhancing nurs-
ing and midwifery practice, 4th edn. Chatswood, NSW: Elsevier 
Australia, 2016: 143–170.

 20. Brown J, Addington‐Hall J. How people with motor neurone 
disease talk about living with their illness: a narrative study. J 
Advanced Nurs. 2008;62(2):200‐208.

 21. Zelig H. The critical use of narrative and literature in gerontology. 
Int J Ageing Later Life. 2011;6(2):7‐37.

 22. Ministry of Health. New Zealand Health Strategy: Future direc-
tion. Wellington: Ministry of Health, 2016.

 23. Newgard CD, Fu R, Bulger E, et al. Evaluation of rural vs urban 
trauma patients served by 9‐1‐1 emergency medical services. 
JAMA Surg. 2017;152(1):11‐18.

 24. Menec V, Hutton L, Newall N, Nowicki S, Spina J, Veselyuk D. 
How ‘age‐friendly’ are rural communities and what community 
characteristics are related to age‐friendliness? The case of rural 
Manitoba, Canada. Ageing Soc. 2015;35:203‐223.

 25. Russell DJ, Zhao Y, Guthridge S, et al. Patterns of resident health 
workforce turnover and retention in remote communities of the 
Northern Territory of Australia, 2013‐2015. Hum Res Health. 
2017;15(1):52.

 26. McMurry A, Clendon J. Community health and wellness, 5th edn. 
Chatswood, NSW: Elsevier Australia, 2014.

 27. Ross J.Place‐based rural primary health care nursing practice: 
a study set in rural Otago, New Zealand. Scope Contemporary 

https://orcid.org/0000-0002-1699-6143
https://orcid.org/0000-0002-1699-6143


   | e61NEVILLE Et aL.

Research Topics, Health & Wellbeing, 2 Place, 2017; ISSN  
(online) 2537–8880 www.thescopes.org.

 28. Davey J. Older people and transport: coping without a car. Ageing 
Soc. 2007;27:49‐65.

 29. Walsh K, O’Shea E, Scharf T, Murray M. Ageing in changing com-
munity contexts: cross‐border perspectives from rural Ireland and 
Northern Ireland. J Rural Stud. 2012;28(4):347‐357. https://doi.
org/10.1016/j.jrurstud.2012.01.012.

 30. Stentzel U, Piegsa J, Fredrich D, Hoffmann W, Van den Berg N. 
Accessibility of general practitioners and selected specialist phy-
sicians by car and public transport in a rural region of Germany. 
BMC Health Ser Res. 2016;16:587.

 31. Hashmi ZG, Jarman MP, Uribe‐Leitz T, et al. Access delayed is 
access denied: Relationship between access to trauma center care 
and pre‐hospital death. J Am College Surg. 2018;228(1):9‐20.

How to cite this article: Neville S, Napier S, Adams J, 
Shannon K. Accessing rural health services: Results 
from a qualitative narrative gerontological study. 
Australas J Ageing. 2020;39:e55–e61. https ://doi.org/10. 
1111/ajag.12694 

https://doi.org/10.1111/ajag.12694
https://doi.org/10.1111/ajag.12694

