10

11

12

13

14

15

16

17

18

19

20

21

22

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint

(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

It is made available under a CC-BY 4.0 International license .

Integrated Palliative Care in Rural Communities: A Qualitative Study of Service Integration in

Southern Minnesota

AUTHOR INFORMATION

NOTE: This preprint reports new research that has not been certified by peer review and should not be used to guide clinical practice.

Mondejar-Pont, Meritxell, PhD, Assistant Professor, RN 2ORCID (0000-0003-0447-9015)

meritxell.mondejar@uvic.cat

Corresponding Author: Meritxell Mondejar-Pont

1 Research Group Methodology, methods, Models and Outcomes of Health and Social
Sciences (Ms0), Faculty of Health Sciences and Welfare. Universitat de Vic Universitat
Central de Catalunya (UVic-UCC), C. Sagrada Familia, 7, 08500 Vic, Spain.

2 Institute for Research and Innovation in Life Sciences and Health in Central Catalonia

(IRISCC), Vic, Spain.

Vorbeck, Ellen, DNP, ANP-BC, APRN, Assistant Professor3 ORCID (0009-0004-3251-5620)

3 School of Nursing, College of Allied Health, Minnesota State University,
Mankato 228, Wiecking Center, Minnesota State University, Mankato, MN 56001

US ellen.vorbeck@mnsu.edu

Abbott-Anderson, Kristen, PhD RN, CNE, Dean* ORCID (0000-0003-3885-010X)
4 College of Nursing, University of Wisconsin-Eau Claire, 105 Roosevelt Ave.
Eau Claire, WI 54701 US

abbottkc@uwec.edu

1


mailto:meritxell.mondejar@uvic.cat
mailto:ellen.vorbeck@mnsu.edu
mailto:abbottkc@uwec.edu
https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint

(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

ABSTRACT

Background:

Palliative care services improve quality of life and health outcomes for individuals living with
chronic and life-limiting illnesses. Although these services have expanded considerably in urban
areas, their availability remains limited in many rural communities. This study aimed to identify
key components of integrated palliative care services and examine how these elements are

implemented within rural healthcare systems in southern Minnesota.

Methods:
A qualitative case study using deductive content analysis was conducted. Semi-structured
interviews were carried out with healthcare professionals involved in palliative and hospice care

serving rural communities in southern Minnesota.

Results:

Participants identified several essential components of integrated palliative care, including
multidisciplinary care teams, continuity of care across healthcare settings, interprofessional
collaboration, and early identification of patients who may benefit from palliative care. Existing
services in southern Minnesota incorporate several integrated elements, such as coordinated
care teams, individualized care plans, nurse-led case management, professional training, and the
use of virtual visits for geographically distant patients. However, participants also identified

important gaps, including limited availability of palliative care services in rural areas, fragmented
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continuity of care, challenges in early patient identification, funding and insurance barriers, and

the absence of a unified palliative care network.

Conclusions:

While palliative care services in southern Minnesota demonstrate important strengths, further
efforts are required to improve service integration, coordination, and access for rural
populations. Strengthening integrated PCSs may help reduce disparities in access to care and
improve service delivery for rural patients and their families. These findings may inform the
development of integrated palliative care models in rural healthcare systems beyond the study

setting.

Keywords: Palliative care; Integrated care; Rural health; Health services research; Qualitative

study

1.BACKGROUND

Since its recognition as a medical specialty in 2006, palliative care services (PCS) have been widely
documented as significantly improving health outcomes for individuals living with chronic and

life-threatening illnesses(1-3). Evidence suggests that integrated palliative care services (IPCS)
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can reduce symptom burden, decrease healthcare utilization and associated costs, promote
health literacy, facilitate goals-of-care discussions, and provide psychosocial support for patients,
families, and caregivers (2,4-6). As a result, PCS have experienced substantial growth in
metropolitan and urban areas of the United States. However, this expansion has not occurred at

the same rate in rural communities.

Rural areas, defined as non-metropolitan counties with populations living in towns and
surrounding areas of up to 50,000 residents (7), remain underserved in terms of access to PCS.
Limited growth of PCS in these regions has contributed to disparities in care availability and

access. These challenges provide the rationale for examining PCS in southern Minnesota(8—12).

The purpose of this qualitative case study was to identify perceived key components of ideal PCS,
including integrated elements that function effectively and those requiring improvement for
rural populations in southern Minnesota. Previous research has identified several facilitators for
the successful implementation of IPCS, including clear definitions of palliative care, timely
referrals, specialized training for healthcare providers, consistent policies and funding, and
coordination of services across micro, meso, and macro levels of healthcare systems (8-10,12—
14). When these facilitators are absent, they can become barriers that further complicate the

provision of IPCS in underserved rural areas.

For the purposes of this study, PCS are defined according to the WHO (WHO). Palliative care is
an approach that seeks to improve the quality of life of adults, children, and their families facing

problems associated with life-threatening illness. This approach focuses on preventing and
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84  alleviating suffering through early identification, comprehensive assessment, and treatment of

85  pain and other physical, psychosocial, and spiritual problems(15).

86  IPCS align with this definition and incorporate the National Consensus Project Clinical Practice
87  Guidelines for Quality Palliative Care(16). These guidelines outline key domains, including care
88  structure and processes, physical and psychological care, social determinants of health, spiritual
89  and cultural considerations, ethical and legal aspects, and care at the end of life. However, the
90 interpretation and implementation of these domains may vary across healthcare systems,

91  making consensus regarding the delivery of IPCS challenging.

92  Despite growing evidence on palliative care delivery, limited research has examined how
93  integrated PCS are structured and experienced within rural healthcare systems in the United

94 States.

95  This study, therefore explored facilitators and barriers to the provision of integrated PCS and
96 examined their alignment with existing literature. Semi-structured interviews were conducted
97  with palliative and hospice healthcare providers serving rural communities in Blue Earth, Brown,

98 and Nicollet counties in southern Minnesota.

99 2. MATERIALS AND METHODS

100  This study aimed to replicate a study previously conducted in a rural region of Spain to evaluate
101  the level of integration of PCS provided in southern Minnesota. This study followed the COREQ
102  (Consolidated Criteria for Reporting Qualitative Research) guidelines for qualitative research

103  reporting (17). The COREQ checklist is provided as Supplementary Material.
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104  To achieve this objective, a qualitative case study design was employed, following a similar
105 methodological approach to that described in research conducted in a rural Spanish community
106  (18). The study focused on examining PCS in three rural counties of southern Minnesota: Blue

107  Earth, Brown, and Nicollet.

108  The specific objectives of the study were: 1) to identify the key elements of an ideal IPCS, and 2)
109  to determine which elements are currently present or missing within the existing PCS and how

110  these influence the level of service integration.

111  Following approval from the institutional review board, participant recruitment was conducted
112 between June 1st and August 30, 2022, among palliative care and hospice healthcare
113 professionals working in Blue Earth, Brown, and Nicollet counties. The research team identified
114  individuals working in administrative or direct care roles in order to include a diverse range of

115  professionals, including physicians, nurses, managers, and allied healthcare professionals.

116 Initial contact was made by a member of the research team with individuals holding
117  administrative roles within palliative care or hospice organizations. These contacts were asked to
118 identify additional professionals involved in administrative or clinical roles within PCS. Potential

119  participants were then asked to provide permission for the researchers to contact them.

120  Once permission was obtained, typically through email, the research team sent a recruitment
121  email describing the study. The email included a link to a written informed consent form, which
122 participants were required to review and sign before participation. Written informed consent

123 was obtained electronically from all participants, and signed consent forms were securely
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124 retained by the research team for record-keeping purposes. Participants were then able to

125  indicate their preferred day, time, and format for the interview.

126  Seven participants volunteered to participate in the study, including two palliative care directors,
127  one palliative care manager, one administrator/lead physician, two Doctor of Nursing Practice
128  (DNP) and Advanced Practice Registered Nurses (APRNs), one APRN, and one physician assistant.
129  Participants were given the option to meet with the researcher prior to the interview to learn
130  more about the study and ask questions. The sample size is consistent with qualitative case study
131  research, where smaller samples are often used to obtain in-depth perspectives from participants
132 with relevant expertise. Recruitment continued until thematic saturation was reached, meaning

133 that no substantially new information or perspectives were emerging from additional interviews.

134  The study involved a one-time semi-structured interview, that lasted approximately 60 minutes,
135  conducted by members of the research team. The researchers conducting the interviews had
136  prior experience in qualitative research and palliative care services research. Participants were
137  asked to describe what would constitute an ideal palliative care service and how the current PCS
138 in their region aligns with that ideal system. This approach allowed researchers to explore

139  similarities and gaps between ideal and existing services (see Appendix 1 for the interview guide).

140  Interviews were audio and/or video-recorded with participant permission and conducted using
141  the Zoom platform. No non-participants were present during the interviews. Following the
142 interviews, transcripts were reviewed and cleaned by the researcher who conducted the

143 interview to ensure accuracy and remove identifying information.
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Two members of the research team independently analysed the interview transcripts using the

analytical framework developed in the previously mentioned study (18) and following the model

of directed content analysis described by (19). Initial codes were generated from the predefined

framework and applied to the interview transcripts. These preliminary codes were then grouped

into broader categories and compared across cases. The coding framework used in the directed

content analysis, including the main categories, preliminary codes, grouped codes, and generic

categories, is presented in Table 1.

Table 1. Analytical framework including main categories, preliminary codes and generic
categories
MAIN CATEGORIES PRELIMINARY CODES GROUPS OF CODES GENERIC CATEGORIES
Multidisciplinary / Integrated

Comprehensive team of
Interdisciplinary ~ PC specialists multidisciplinary and

palliative care professionals
teams interdisciplinary teams
Case management Nurse Nurse coordinator Nurse-led care coordination

Team coordination and Coordination within

Coordination Coordination, collaboration

collaboration

healthcare services

Integrated approach and

Integrated approach
interconnection of services

connecting inpatient,

Continuity of care (inpatient, outpatient,

outpatient and
hospital, primary care, home

community services
care, community care)

Continuity of care across

healthcare levels
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MAIN CATEGORIES

Early intervention

of IPC

PRELIMINARY CODES

Early identification of
patients; avoiding PC
provision only in the last six

months of life

GROUPS OF CODES

Early referral and
integration of PC

services

GENERIC CATEGORIES

Early identification and
provision of palliative care to

patients in need

Patient-centred

Holistic care; individualized

care plans; advance care

Holistic patient-centred

care with individualized

Holistic and individualized

care directives; family care for patients and families
care plans
involvement
Need for healthcare Education for
Training and Education and training in
professionals’ PC training;  professionals and
education palliative care

family education on PC

families

Supportive policies

and leadership

Need for PC policies

Supportive policy

framework

Supportive palliative care

policies

Shared information

systems

Electronic health records;
shared communication

systems

Electronic shared

communication

systems

Shared information systems
for patient records and

professional communication

Community-based

palliative care

Outpatient and community

PC services

Community-based PC

services

Provision of

outpatient/community PCS

Support for

grieving processes

Bereavement support

Bereavement services

Provision of bereavement

support services



https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

MAIN CATEGORIES PRELIMINARY CODES GROUPS OF CODES GENERIC CATEGORIES

Need to better organize PC Organized PC network
PC system Coordinated PC

services and connect them connecting healthcare and
organization network

with community services community services
Patient symptom  Pain control and symptom  Improved symptom Improved pain and symptom
management management control management

Provision of virtual and face-
Virtual visits (rural Virtual care and face-to-face
Hybrid care delivery to-face visits for palliative
patients) care
care patients

153  After independent coding, the two researchers met to discuss the findings and resolve
154  discrepancies. When disagreements occurred, they were reviewed with a third researcher until
155  consensus was reached. This process of independent coding and consensus discussions helped

156  enhance the credibility and trustworthiness of the qualitative analysis.

157

158  3.RESULTS

159  The findings of this study addressed two primary objectives: 1) to identify the integrated
160  elements that should be present in an ideal IPCS, and 2) to examine which of these elements are
161  currently present within the Southern Minnesota Palliative Care Services (SMPCS) and which

162  require improvement.

163 3.1 Essential Elements for an Ideal Integrated Palliative Care System

10
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The key themes and subthemes identified through deductive analysis are summarized in Table 2,

which presents the essential elements of an optimal integrated palliative care system (IPCS). The

main elements identified through the interviews are described below.

Table 2. Key Themes and Subthemes Identified for Integrated Palliative Care Services

Theme

Subthemes

Description

Example Quote

Multidisciplinary

Care Teams

Interdisciplinary
collaboration;
diverse healthcare

professionals

Participants emphasized the

importance of teams composed of

multiple healthcare disciplines to

address complex patient needs

holistically.

“You need a
collaborative,
interdisciplinary team of
professionals that can
respond to these
patients’ complex

needs.”

Continuity of Care

Across Settings

Inpatient—
outpatient
transitions;
community and

home-based care

Continuity of care across

healthcare settings was described

as essential to ensure coordinated

and seamless patient care.

“A whole service line
that includes outpatient
and inpatient care,
offering a smooth
transition with the same

team.”

Interprofessional
Collaboration and

Coordination

Team meetings;
shared decision-

making

Regular communication and

“Every morning we meet

collaboration among professionals to discuss each patient

11
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Theme

Subthemes

Description

Example Quote

were considered critical for

delivering patient-centered care.

and brainstorm options

for their care.”

Early Identification

and Referral

Early patient

Participants highlighted the need

identification; timely to introduce palliative care earlier

referral to palliative

care

in the disease trajectory rather

than only at the end of life.

“Educating clinicians to
identify patients early is
critical to offering

4

palliative care services.’

Comprehensive and

Individualized Care

Holistic care
planning; family-
centered care;
symptom

management

Participants stressed the
importance of care plans tailored
to patients and families, including

psychosocial and supportive care.

“Care needs to be
individualized and
responsive to both
patient and family

needs.”

System Integration
and Service

Networks

Unified service
networks;
coordination across

organizations

Fragmentation in the healthcare
system was identified as a barrier,
highlighting the need for
integrated palliative care

networks.

“Sometimes the system
feels like a bunch of

episodic encounters.”

Nurse-led Care

Case management;

Nurses were frequently described

as key coordinators of care due to

“Nurses are well

positioned to coordinate

Management care coordination  their ability to manage complex comprehensive care
care plans. plans.”
Information Shared electronic  Participants identified the need for “A shared system would

Sharing Systems

records;

shared information systems to

allow us to exchange

12
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Theme Subthemes Description Example Quote
communication facilitate continuity of care and care plans and patient
across providers provider communication. information.”

“We catch them
Participants emphasized the need

Access to Outpatient palliative inpatient during crisis,
to expand community-based

Community-Based care; rural access but we lack an
palliative care services, particularly

Services barriers integrated outpatient

for rural populations.
approach.”

Telehealth and policy frameworks

Virtual visits; were identified as important tools “Virtual visits are
Telehealth and
supportive policies for improving access and essential for patients
Policy Support
and models standardizing palliative care living in remote areas.”
delivery.

Participants highlighted the

importance of providing
“It would be beneficial to
bereavement support and

Bereavement and Bereavement integrate bereavement
resources for families following
End-of-Life Support services; family support services to help
the loss of a loved one. Such
support families cope after the

services were considered an
patient’s death.”
important component of

comprehensive palliative care.

169

13
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170

171  Multidisciplinary teams were consistently identified as a fundamental component of effective
172  PCS. Participants emphasized the need for collaborative, interdisciplinary teams capable of
173  addressing patients’ complex needs through a holistic approach to care. As one participant
174  explained, “you need a collaborative, interdisciplinary team of professionals that can respond to

175  these patients’ complex needs and provide robust, holistic palliative care.”

176  Another frequently mentioned element was continuity of care across service levels. Participants
177  highlighted the importance of ensuring coordinated transitions between inpatient care,
178  outpatient services, primary care, home care, and community-based services. One interviewee
179  described this as “a whole service line that includes outpatient and inpatient care, offering a

180  smooth transition with the same team.”

181 Interprofessional collaboration and coordination were also emphasized as essential
182 components of IPCS. Participants described how regular team meetings and collaborative
183  decision-making processes support effective patient-centered care. One participant noted that
184  “every morning we meet to discuss each patient, which helps us brainstorm the best options to

185 meet their needs.”

186  Approximately half of the participants emphasized the importance of early identification of
187  patients who could benefit from palliative care. Participants suggested that improved education
188  for healthcare providers could facilitate earlier referrals and prevent PCS from being introduced

189  only during the final stages of illness.

14
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190  Participants also highlighted the importance of comprehensive and individualized care that
191 addresses both patient and family needs throughout the disease trajectory. This includes
192  symptom management, goals-of-care discussions, advance care planning, and bereavement

193 support.

194  Another key element identified was the need for well-organized palliative care networks to
195 improve coordination and access to services. Participants noted that the current healthcare

196  system can be fragmented, which may limit timely access to palliative care in rural communities.

197  Several participants also emphasized the importance of nurse-led care management, noting that
198  nurses are particularly well positioned to conduct comprehensive assessments and coordinate
199  individualized care plans. In addition, participants highlighted the importance of shared
200  information systems to facilitate communication between providers and ensure continuity of

201  care through access to electronic patient records and care plans.

202  Participants also identified several additional elements that could strengthen integrated
203  palliative care systems (IPCS), including the expansion of community-based and outpatient PCS,
204  the use of telehealth or virtual visits to reach patients living in remote areas, and the
205  development of supportive policies and standardized implementation models. These elements
206  were described as important mechanisms for improving access to services and facilitating the

207  coordination of care within rural healthcare systems.

208  Participants further emphasized the importance of providing bereavement support for families

209  following the death of patients receiving palliative care. Bereavement services were described as

15
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210  an essential component of comprehensive palliative care, helping families cope with loss and
211  ensuring continuity of support beyond the patient’s death. Several participants noted that
212  integrating bereavement resources within palliative care programs could strengthen family

213 support during the end-of-life process and improve the overall continuity of care.

214 3.2 Elements in Southern Minnesota Palliative Care Services Requiring Improvement

215  Participants identified several strengths within the existing SMPCS, as well as areas requiring

216  further development to achieve greater system integration.

217  Acomparison between the ideal elements of an integrated palliative care system and the current

218  situation in SMPCS is presented in Table 3.

219  Table 3. Comparison Between Ideal IPCS Elements and Current SMPCS Implementation
220

Current Situation in

Element Ideal IPCS Improvement Needed
SMPCS
Multidisciplinary Fully integrated Present and
Maintain and strengthen

teams interdisciplinary teams functioning

Seamless transitions across Improve coordination
Continuity of care Partial continuity

services across settings
Early patient Improve provider

Early referral and integration Often late referrals
identification education

16
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Current Situation in
Element Ideal IPCS Improvement Needed
SMPCS

Develop coordinated

System integration Unified service network Fragmented services
network
Community-based Strong outpatient and
Limited availability = Expand rural services
care community PC
Funding and
Stable funding and staffing  Limited funding Increase resources
resources

Information systems  Shared electronic care plans Limited integration Improve data sharing

Integrated bereavement Expand bereavement
Bereavement support Limited support
services programs

221

222 All participants agreed that SMPCS currently includes multidisciplinary teams of palliative care
223 specialists, including nurses, physicians, nurse practitioners, physician assistants, social workers,
224  dietitians, physiotherapists, pharmacists, chaplains, and professionals providing integrative

225  therapies such as music, energy, and massage therapy.

226  Several participants reported effective team coordination, supported by regular interdisciplinary
227  meetings and collaboration between inpatient palliative care teams and hospice services.
228  Participants also emphasized the importance of comprehensive, individualized care plans that

229  consider the needs of both patients and their families.

17
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230  Some participants noted that nurse-led case management and professional training in palliative

231  care communication were important strengths of the current system.

232 Despite these strengths, participants also identified several areas where improvements are
233 needed. A commonly mentioned concern was the lack of a unified palliative care network
234  connecting services across healthcare organizations and community settings. Participants
235  described fragmentation in communication and coordination between services, which can lead
236  to underutilization of palliative care resources. Participants also highlighted the need for
237  improved information sharing systems to facilitate communication and coordination across

238 services.

239  Issues related to continuity of care were also frequently reported. Participants described gaps
240  between inpatient and outpatient care, as well as limited service availability outside regular

241  hours, which may result in fragmented care for patients.

242  Funding limitations and insurance coverage were also identified as barriers affecting access to
243  PCS. Participants indicated that limited resources and staffing shortages can make it difficult to

244 provide adequate services across large rural geographic areas.

245  Participants also highlighted the need for expanded outpatient and community-based PCS,
246  particularly for patients living in remote rural areas. Transportation challenges and geographic

247  distance were identified as significant barriers to access.

248  Several interviewees emphasized the need for improved education and training for healthcare

249  professionals, as well as greater education for families regarding the role and benefits of PCS.
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250  Participants also indicated that improving early identification of patients who could benefit from
251  PCS remains an important area for development within the current system.In addition,

252 participants noted the need for expanded pediatric PCS within the region.

253  Finally, participants identified opportunities to strengthen collaboration between organizations,
254  develop standardized models for palliative care delivery, and enhance bereavement support

255 services for families.

256

257 3.3 Conceptual Framework for Integrated Palliative Care in Rural Settings

258 Based on the themes identified in this study, a conceptual framework illustrating the key
259  components of an integrated palliative care system in rural settings was developed (Figure 1).
260  The framework synthesizes the findings from the interviews and illustrates how the identified

261  elements operate across different levels of the healthcare system.

262  Figure 1. Conceptual Framework for Integrated Palliative Care in Rural Healthcare Systems

263  The conceptual framework organizes the components of integrated palliative care into three
264  interconnected levels: micro (clinical), meso (organisational), and macro (health system) levels.
265 At the micro level, integration occurs primarily through multidisciplinary care teams,
266  comprehensive patient-centered care, nurse-led care coordination, early identification of
267  patients, and symptom management. These elements reflect the direct delivery of care to

268  patients and families.
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269 At the meso level, integration involves organisational mechanisms that support coordinated
270  service delivery, including continuity of care across healthcare settings, interprofessional
271  collaboration, shared information systems, and coordinated service networks linking hospital,

272 community, and outpatient services.

273  Finally, at the macro level, system-level factors such as healthcare policies, funding mechanisms,
274  insurance coverage, and the development of standardized models for palliative care delivery
275 influence the broader implementation and sustainability of integrated PCS in rural healthcare

276  systems.

277 4. DISCUSSION

278  This study explored the perspectives of healthcare professionals involved in the SMPCS regarding
279  the level of integration of their PCS. Understanding these perspectives is particularly important
280  inrural settings, where access to specialized services is often limited and coordination between
281  services may present additional challenges. The findings of this study identified key components
282  necessary for an ideal IPCS and highlighted both strengths and areas requiring improvement
283  within the SMPCS to enhance system integration. This study contributes to the growing literature
284  on integrated palliative care and health system integration by providing empirical evidence on
285  how integration is experienced and operationalized within a rural healthcare system in the

286 United States.

287 4.1 Essential Elements for an Ideal Integrated Palliative Care System

20


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

288  Participants identified several essential components for an ideal IPCS, including comprehensive
289  patient-centered care, professional training and education, coordinated care networks, shared
290 information systems, standardized frameworks and guidelines, interdisciplinary collaboration,
291  continuity of care, case management, early patient identification, the use of technology to reach

292 rural patients, and supportive community services and policies.

293  These elements are widely described in the literature on integrated care and palliative care
294  systems (20-26). Their recurrence across diverse healthcare contexts highlights their

295  fundamental importance for achieving integrated palliative care delivery.

296  Beyond their theoretical relevance, these components represent the practical foundation of
297  effective PCS. Their identification reinforces the importance of coordinated service structures

298  capable of addressing the complex needs of patients with chronic or life-limiting illnesses.

299  The need to strengthen IPCS is particularly important in rural settings, where structural barriers
300 frequently limit access to specialized care. Rural populations often experience greater health
301 disparities, geographicisolation, insufficient healthcare professionals in rural regions, and limited
302 availability of PCS, all of which contribute to inequalities in palliative and end-of-life care delivery
303  (27-29). These disparities highlight the importance of developing coordinated and integrated

304  PCS that are specifically adapted to the needs of rural populations.

305 4.2 Elements Included or Requiring Improvement in the Southern Minnesota Palliative Care

306 System
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307  Participants reported that SMPCS currently incorporates several important components of IPCS,
308 including multidisciplinary teams that are well-trained, coordinated care delivery, nurse-led case
309 management, and the provision of comprehensive and individualized care. In addition, the use
310  of virtual and face-to-face visits enables professionals to reach patients living in geographically
311  dispersed rural areas. These findings are consistent with previous research highlighting the
312 importance of interdisciplinary teams, coordinated service delivery, and professional training in
313  improving care for patients with chronic and complex health conditions (30,31). The presence of
314 these elements within SMPCS suggests that certain aspects of integration are already well

315  established within the system.

316 However, participants also identified several areas requiring further development to strengthen
317 integration. One of the most frequently mentioned aspects was the need to establish stronger
318  palliative care networks and improve interorganizational collaboration. Integrated care networks
319 and coordinated care pathways can significantly enhance communication between services and
320 improve the distribution of clinical responsibilities across organizations involved in patient care
321  (22). Strengthening these networks may help reduce care fragmentation and improve continuity

322  of care between hospital, primary care, and community-based services (24).

323  Funding mechanisms, insurance coverage, and standardized protocols were also identified as
324  areas requiring improvement. Standardized clinical protocols can help ensure consistent care
325 delivery across healthcare settings and improve overall service quality. In addition, national
326  strategies addressing funding, infrastructure, and resource allocation are essential to support

327 integrated palliative care efforts (30).
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328 In addition, recent policy discussions and proposed reductions in federal healthcare funding in
329  the United States raise concerns regarding the sustainability of services that rely heavily on public
330 reimbursement mechanisms such as Medicaid. Rural healthcare systems are particularly
331 vulnerable to funding reductions because many facilities operate with limited financial margins
332  anddepend on publicinsurance programs to maintain essential services (32,33). Recent analyses
333 suggest that reductions in federal health spending and Medicaid funding could place many rural
334  hospitals at risk of service reductions or closure, further limiting access to healthcare for rural
335  populations (34). These financial pressures may significantly affect the availability and expansion

336  of PCSin underserved areas, where access to specialized services is already limited (35).

337  Participants also reported limitations related to reimbursement mechanisms for PCS. Insufficient
338  reimbursement may restrict service availability and limit the number of visits that providers can
339  offer to patients. These barriers can hinder effective management of chronic and life-limiting
340 conditions and negatively impact the quality of care delivery. As highlighted in the WHO report
341  on integrated care (36), financial policies that support coordinated care between health and

342 social services are essential for improving access and sustainability of integrated care systems.

343  Early identification of patients requiring palliative care was also identified as an important area
344  for improvement. Early integration of PCS has been associated with improved patient outcomes
345  and better symptom management (37). Therefore, implementing structured referral systems and
346 clinical screening tools may facilitate earlier identification of patients who could benefit from PCS

347  (38).
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348  Participants further emphasized the potential of telehealth and virtual care models to address
349  geographical barriers in rural communities. Telemedicine can improve access to PCS for patients
350  who face transportation challenges or limited availability of local providers (37,39). However,
351 the effectiveness of telehealth interventions in rural settings may be constrained by limited

352  broadband infrastructure and technological access(40).

353  Finally, participants emphasized the importance of strengthening community-based support
354  systems for patients receiving palliative care. Community support networks, including family
355 caregivers, social services, and volunteer organizations, can play a critical role in addressing care
356 needs and supporting patients throughout the disease trajectory (26). However, research
357  suggests that reliance on informal care networks in rural communities may vary significantly
358 depending on family structure and available social support(41). These findings highlight the

359 importance of integrating community-based resources into palliative care delivery systems.

360 Importantly, although this study was conducted in a specific rural region of the United States, the
361 findings provide transferable insights into integrated palliative care delivery that may be

362  applicable to rural healthcare systems internationally.

363 4.3 Integration of Care in the Southern Minnesota Palliative Care System

364 Integrated care is widely recognized as a multidimensional concept that operates across different
365 levels of healthcare systems. According to Valentijn and colleagues(42), integrated care should
366 be considered across three interrelated levels: micro (clinical care), meso (organizational and

367 professional integration), and macro (system-level policies and governance).
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368 The conceptual framework developed from the findings of this study (Figure 1) illustrates how
369 these elements operate across the micro (clinical), meso (organisational), and macro (system)

370 levels of integrated palliative care.

371 The findings of this study suggest that SMPCS demonstrates several facilitating elements at the
372 micro level, particularly in relation to the delivery of PCS by multidisciplinary clinical teams.
373  Micro-level integration is commonly observed in many healthcare systems, where coordinated
374  clinical care models are implemented at the patient level (43). However, as noted in previous
375 research, achieving sustainable integrated care requires coordination across all system levels.
376  While clinical-level interventions may improve patient outcomes, they are often insufficient to
377 achieve system-wide integration without supportive organizational structures and policy

378  frameworks (43).

379  Consistent with these observations, the areas requiring improvement identified in this study
380  were primarily located at the meso and macro levels. At the meso level, participants highlighted
381 the need for stronger collaboration between organizations and improved continuity of care
382  across healthcare settings. At the macro level, improvements in funding mechanisms, policy
383 development, insurance coverage, and the establishment of unified palliative care networks

384  were identified as necessary to support broader system integration.

385 Despite increasing recognition of the importance of PCS in the United States, access to these
386  services remains uneven across regions (24). Even with the implementation of the Medicare
387  Hospice Benefit, further policy and regulatory developments are needed to improve the

388  accessibility and sustainability of PCS (44).
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389  Overall, the findings of this study suggest that SMPCS demonstrates several elements of
390 integrated care at the clinical level, while further development is needed at the organizational
391 and system levels to achieve more comprehensive integration. Strengthening coordination
392  between services, improving funding mechanisms, and developing unified care networks may

393  support the continued evolution of integrated PCS in rural healthcare systems.

394 5. LIMITATIONS

395  This study provides insights into the integration of PCS in rural areas of southern Minnesota;
396 however, several limitations should be considered when interpreting the findings. First, the
397 limited availability of PCS in these rural settings restricted the recruitment of healthcare
398  professionals eligible to participate in the study. As a result, the relatively small sample size may

399  have limited the diversity of perspectives captured and the breadth of experiences represented.

400 Second, the qualitative design of this study aimed to explore in depth the experiences and
401  perceptions of healthcare professionals rather than to produce statistically generalizable
402 findings. Therefore, the results should be interpreted as context-specific insights that may not be
403  directly generalizable to all healthcare systems or geographic regions; however, the findings offer

404  transferable insights for similar rural healthcare contexts.

405  Finally, this study focused exclusively on the perspectives of healthcare professionals involved in
406  PCS. Future research should incorporate the perspectives of patients, family caregivers, and
407  community stakeholders in rural areas in order to provide a more comprehensive understanding

408 of integrated palliative care experiences and needs.
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409 Despite these limitations, the findings of this study offer several important implications for
410  practice and policy. At the clinical level, strengthening multidisciplinary collaboration, early
411  patient identification, and coordinated care pathways may enhance the delivery of PCS in rural
412  communities. At the organisational level, improving communication systems, interorganizational
413  collaboration, and care continuity across healthcare settings may support greater service

414  integration.

415 At the system level, policymakers should consider strategies to strengthen funding mechanisms,
416 expand insurance coverage, and support workforce development for palliative care in rural
417  regions. In addition, investments in telehealth infrastructure and community-based services may
418 help reduce geographic barriers and improve access to palliative care for underserved
419  populations. Addressing these challenges across micro, meso, and macro levels of the healthcare

420  system may support more sustainable and equitable palliative care delivery in rural communities.

421

422

423 6. CONCLUSIONS

424  PCS have demonstrated significant benefits for individuals living with chronic and life-threatening
425 illnesses. Although PCS have expanded substantially in urban areas, rural communities remain
426  underserved, creating important disparities in access to care. This study examined the integration
427  of PCS within SMPCS and identified several elements that facilitate integrated care in this rural

428 context.
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429  The findings highlight key strengths within SMPCS, including well-trained and coordinated
430  multidisciplinary teams that provide comprehensive and individualized care. Participants also
431  emphasized the importance of nurse-led care management, patient education, and the use of

432  both virtual and in-person visits to reach patients in geographically dispersed rural areas.

433 At the same time, several areas requiring improvement were identified. These include
434  strengthening continuity of care, improving early identification of patients who may benefit from
435  palliative care, expanding funding mechanisms and insurance coverage, increasing the
436  availability of community-based and outpatient PCS, and developing unified networks that better

437  integrate services across healthcare organizations.

438  Overall, the findings suggest that SMPCS demonstrates elements of integrated care at the clinical
439 level, while additional efforts are needed to strengthen integration at the organizational and
440  system levels. Addressing these challenges will be particularly important as the population of
441  older adults continues to grow in the United States. Strengthening IPCS in rural settings may help
442  reduce disparities in access to care and support more coordinated, equitable, and sustainable
443  palliative care delivery, and these findings may also inform the development of integrated

444  palliative care models in rural healthcare systems beyond the study setting.

445
446 DECLARATIONS
447

448  Ethics approval and consent to participate

28


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

449  This study was conducted in accordance with the ethical principles of the Declaration of Helsinki
450  and applicable regulations for research involving human participants. The study was approved by
451  the Institutional Review Board at Minnesota State University, Mankato (IRB#1877595; approved

452 5/19/2022).

453  Consent to participates

454  All participants were informed about the study's objectives, procedures, and potential risks and
455  benefits, and they provided informed consent before participation. Participants were informed
456  of their right to withdraw from the study at any time without consequence. Their personal

457  information was kept confidential and used solely for the purposes of this study.

458

459  Availability of data and materials

460  The datasets generated and/or analysed during the current study are not publicly available due
461  to the qualitative nature of the data and potential participant identification but are available
462  from the corresponding author on reasonable request.

463

464  Competing interests

465  The authors report there are no competing interests to declare.

466  Funding

467  This research received no external funding.

468 Author’s contribution

29


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

469 MMP, EV and KAA contributed to the conceptualization of the article. They all participated in
470  data collection; MMP and KAA contributed to data curation and formal analysis. The three of
471  them were involved in writing, reviewing and editing the Manuscript. MMP was responsible for
472  the supervision. All authors have read and agreed to the final version of the manuscript.

473

474  Acknowledgements

475  Not applicable.

476  Author’s information

477 MMP is a Professor at the Department of Community Health and Life Cicle interventions,
478  University of Vic-Central University (UVIC-UCC) of Spain. A member of the research group on
479  Methodology, Methods, Models of Health and Social Outcomes (M30). She obtained a
480  bachelor’s degree in education at Blanquerna University Ramon Llull, Spain and a master’s degree
481  in Comparative International Education at the University of Minnesota, USA. She graduated from
482  St. Catherine University, USA, and obtained a post-baccalaureate degree in Nursing, later she
483  completed a PhD in Comprehensive Care and Health services program at UVIC-UCC. She has
484  more than 15 years of teaching experience at the university and the community level, and 5 years
485  of experience as an oncology nurse. Her research is in the area of integrated palliative care and

486  the chronically ill patient.

487  KAA is Dean and Professor in the College of Nursing at the University of Wisconsin Eau Claire,
488  USA. She earned her diploma in nursing (Portland, OR, USA), Bachelor of Science in human
489  development (2007) in Portland, Oregon, a master’s degree (2009) and Ph.D. (2015) in Nursing

490 from the University of Wisconsin-Madison. Her Ph.D. dissertation entailed development of a

30


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

491  sexual concerns questionnaire for women with gynecological cancer. Her current research
492  focuses on individuals living with Alzheimer’s disease or related dementias, hospice and palliative
493  care. She has extensive clinical practice and research experience in Alzheimer’s
494  disease/associated dementias, and women'’s health across the lifespan. Along with experience as
495  a hospice RN and volunteer, she is also a trained End-of-Life doula as well an an End-of-Life

496  Nursing Education Consortium (ELNEC) educator in core and geriatric curricula.

497  EVis an Associate Professor of Nursing at Minnesota State University, Mankato, with 15 years in
498  nursing education and over 30 years as a registered nurse. She has 23 years of experience as an
499  Advanced Practice Nurse Practitioner, specializing in adult and geriatric care, palliative and
500  hospice services, and complex wound and continence management. She holds certifications in
501  adult care, evidence-based practice mentoring, and higher education teaching. EV earned her
502  DNP from Minnesota State University and her MSN from the University of Southern Maine. Her
503  research focuses on improving palliative care in rural and underserved areas, and advancing

504  excellence in online education and interprofessional leadership.

505

506  REFERENCES

507 1. Rao VB, Belanger E, Egan PC, LeBlanc TW, Olszewski AJ. Early Palliative Care Services and
508 End-of-Life Care in Medicare Beneficiaries with Hematologic Malignancies: A Population-

509 Based Retrospective Cohort Study. J Palliat Med. gener de 2021;24(1):63-70.

31


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

510 doi:10.1089/jpm.2020.0006 PubMed PMID: 32609039; PubMed Central PMCID:

511 PMC8020510.

512 2. Sheridan PE, LeBrett WG, Triplett DP, Roeland EJ, Bruggeman AR, Yeung HN, et al. Cost

513 Savings Associated With Palliative Care Among Older Adults With Advanced Cancer. AmJ
514 Hosp Palliat Care. octubre de 2021;38(10):1250-7. doi:10.1177/1049909120986800
515 PubMed PMID: 33423523; PubMed Central PMCID: PMC9019862.

516 3. YosickL, Crook RE, Gatto M, Maxwell TL, Duncan |, Ahmed T, et al. Effects of a Population

517 Health Community-Based Palliative Care Program on Cost and Utilization. J Palliat Med.
518 setembre de 2019;22(9):1075-81. do0i:10.1089/jpm.2018.0489 PubMed PMID: 30950679;
519 PubMed Central PMCID: PMC6735317.

520 4. Clearly, AS. En: Cleary, A. S. (2016). Integrating palliative care into primary care for patients

521 with chronic, life-limiting conditions. The Nurse Practitioner, 41(3), 42-48.

522 https://doi.org/10.1097/01.npr.0000480588.01667.58 - Cerca de Google [Internet]. [citat
523 10 de agost de 2024]. p. 42-8. Disponible a:

524 https://www.google.com/search?q=Cleary%2C+A.+S.+(2016).+Integrating+palliative+care+i
525 nto+primary+care+for+patients+with+chronic%2C+life-

526 limiting+conditions.+The+Nurse+Practitioner%2C+41(3)%2C+42%E2%80%9348.+https%3A
527 %2F%2Fdoi.org%2F10.1097%2F01.npr.0000480588.01667.58&rlz=1C5CHFA_enES735ES735
528 &oq=Cleary%2C+A.+S5.+(2016).+Integrating+palliative+care+into+primary+care+for+patients
529 +with+chronic%2C+life-

530 limiting+conditions.+The+Nurse+Practitioner%2C+41(3)%2C+42%E2%80%9348.+https%3A

32


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

531 %2F%2Fdoi.org%2F10.1097%2F01.npr.0000480588.01667.58&aqs=chrome..69i57.1157j0j7

532 &sourceid=chrome&ie=UTF-8

533 5. Enguidanos S, Rahman A, Fields T, Mack W, Brumley R, Rabow M, et al. Expanding Access to
534 Home-Based Palliative Care: A Randomized Controlled Trial Protocol. J Palliat Med.

535 setembre de 2019;22(S1):58-65. d0i:10.1089/jpm.2019.0147 PubMed PMID: 31486727.

536 6. RuizS§, Snyder LP, Giuriceo K, Lynn J, Ewald E, Branand B, et al. Innovative Models for High-

537 Risk Patients Use Care Coordination and Palliative Supports to Reduce End-of-life Utilization
538 and Spending. Innov Aging. setembre de 2017;1(2):igx021. doi:10.1093/geroni/igx021
539 PubMed PMID: 30480116; PubMed Central PMCID: PMC6176974.

540 7. Sanders, A, Cromartie, J. USDA ERS - Rural Classifications [Internet]. 2024 [citat 10 de agost
541 de 2024]. Disponible a: https://www.ers.usda.gov/topics/rural-economy-population/rural-

542 classifications/

543 8. Bernstein RH, Singh LA. A Value-Based Payment Model for Palliative Care: An Analysis of
544 Savings and Return on Investment. J Ambul Care Manage. 2019;42(1):66-73.

545 doi:10.1097/JAC.0000000000000259 PubMed PMID: 30499902.

546 9. Britt HR, JaKa MM, Fernstrom KM, Bingham PE, Betzner AE, Taghon JR, et al. Quasi-

547 Experimental Evaluation of LifeCourse on Utilization and Patient and Caregiver Quality of
548 Life and Experience. Am J Hosp Palliat Care. maig de 2019;36(5):408-16.

549 doi:10.1177/1049909118817740 PubMed PMID: 30541333; PubMed Central PMCID:
550 PMC6442020.

33


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

551

552

553

554

555

556

557

558

559

560

561

562

563

564

565

566

567

568

569

570

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

10.

11.

It is made available under a CC-BY 4.0 International license .

Kaufman BG, Granger BB, Sun JL, Sanders G, Taylor DH, Mark DB, et al. The Cost-
Effectiveness of Palliative Care: Insights from the PAL-HF Trial. J Card Fail. juny de
2021;27(6):662-9. doi:10.1016/j.cardfail.2021.02.019 PubMed PMID: 33731305; PubMed

Central PMCID: PMC8180496.

Minnesota Department of Health. Minnesota Palliative Care Advisory Council ANNUAL
LEGISLATIVE REPORT [Internet]. 2022. Disponible a: chrome-
extension://efaidnbmnnnibpcajpcglclefindmkaj/https://www.health.state.mn.us/people/pa

lliative/docs/pcalegreport2022.pdf

12. Tedder T, Elliott L, Lewis K. Analysis of common barriers to rural patients utilizing hospice

13.

14.

15.

and palliative care services: An integrated literature review. ] Am Assoc Nurse Pract. juny de

2017;29(6):356-62. d0i:10.1002/2327-6924.12475 PubMed PMID: 28560759.

Huo J, Hong YR, Turner K, Chen C, Guo Y, Wilkie DJ, et al. Geographic variation in palliative
care delivery among patients diagnosed with metastatic lung cancer in the USA: Medicare
population-based study. Support Care Cancer. febrer de 2021;29(2):813-21.

doi:10.1007/s00520-020-05549-z PubMed PMID: 32495033.

Pinderhughes ST, Lehn JM, Kamal AH, Hutchinson R, O’Neill L, Jones CA. Expanding Palliative
Medicine across Care Settings: One Health System Experience. J Palliat Med. setembre de

2018;21(9):1272-7. doi:10.1089/jpm.2017.0375 PubMed PMID: 29957094.

World Health Organization. Palliative care [Internet]. 2020 [citat 10 de agost de 2024].

Disponible a: https://www.who.int/news-room/fact-sheets/detail/palliative-care

34


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

571

572

573

574

575

576

577

578

579

580

581

582

583

584

585

586

587

588

589

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

16.

17.

18.

19.

20.

21.

It is made available under a CC-BY 4.0 International license .

Ferrell B. National Consensus Project Clinical Practice Guidelines for Quality Palliative Care:
Implications for Oncology Nursing. Asia Pac J Oncol Nurs. 2019;6(2):151-3.
doi:10.4103/apjon.apjon_75_18 PubMed PMID: 30931359; PubMed Central PMCID:

PMC6371670.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care.

desembre de 2007;19(6):349-57. doi:10.1093/intghc/mzm042 PubMed PMID: 17872937.

Mondejar-Pont M, Rota-Musoll L, Gdmez-Batiste X, Ramon-Aribau A. Assessing Healthcare
Integration: An Integrated Palliative Care System in Spain. Int J Integr Care. 3 de octubre de

2024;24:1. doi:10.5334/ijic.8613

Assarroudi A, Heshmati Nabavi F, Armat MR, Ebadi A, Vaismoradi M. Directed qualitative
content analysis: the description and elaboration of its underpinning methods and data
analysis process. Journal of Research in Nursing. 2018;23(1):42-55.

doi:10.1177/1744987117741667

Bainbridge D, Brazil K, Krueger P, Ploeg J, Taniguchi A. A proposed systems approach to the
evaluation of integrated palliative care. BMC Palliative Care. 10 de maig de 2010;9(1):8.

doi:10.1186/1472-684X-9-8 PubMed PMID: 20459734.

Ewert B, Hodiamont F, Van Wijngaarden J, Payne S, Groot M, Hasselaar J, et al. Building a

taxonomy of integrated palliative care initiatives: Results from a focus group. BMJ

35


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

590

591

592

593

594

595

596

597

598

599

600

601

602

603

604

605

606

607

608

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

22.

23.

24.

25.

26.

It is made available under a CC-BY 4.0 International license .

Supportive and Palliative Care. 2016;6(1):14-20. doi:10.1136/bmjspcare-2014-000841

PubMed PMID: 26647043.

Hughes G, Shaw S, Greenhalgh T. Rethinking Integrated Care: A Systematic Hermeneutic
Review of the Literature on Integrated Care Strategies and Concepts. Milbank Quarterly.

2020;98(2):446-92. d0i:10.1111/1468-0009.12459 PubMed PMID: 32436330.

Mondejar-Pont M, Ramon-Aribau A, Gdmez-Batiste X. Integrated palliative care definition
and constitutive elements: scoping review. Journal of Integrated Care. 10 de octubre de

2019;ahead-of-p(ahead-of-print):285-304. doi:10.1108/jica-11-2018-0069

Threapleton DE, Chung RY, Wong SYS, Wong E, Chau P, Woo J, et al. Integrated care for
older populations and its implementation facilitators and barriers: A rapid scoping review.

International Journal for Quality in Health Care. 1 de juny de 2017;29(3):3.

Valentijn PP, Vrijhoef HIM, Ruwaard D, Boesveld |, Arends RY, Bruijnzeels MA. Towards an
international taxonomy of integrated primary care: A Delphi consensus approach Service
organization, utilization, and delivery of care. BMC Family Practice. 2015;16(1).

doi:10.1186/s12875-015-0278-x PubMed PMID: 25998142.

World Health Organization. Integrated care for older people (ICOPE) implementation
framework: guidance for systems and services [Internet]. Geneva: World Health
Organization; 2019 [citat 25 de mar¢ de 2024]. Disponible a:

https://iris.who.int/handle/10665/325669

36


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

609

610

611

612

613

614

615

616

617

618

619

620

621

622

623

624

625

626

627

628

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

27.

28.

29.

30.

31.

32.

It is made available under a CC-BY 4.0 International license .

Cai Y, Lalani N. Examining Barriers and Facilitators to Palliative Care Access in Rural Areas: A
Scoping Review. Am J Hosp Palliat Care. gener de 2022;39(1):123-30.

doi:10.1177/10499091211011145 PubMed PMID: 33906486.

Fasolino T, Mayfield ME, Valentine K, Rosa WE, Koci A. Palliative Care in Rural Communities.
Am J Nurs. 1 de agost de 2024;124(8):50-5. doi:10.1097/01.NAJ.0001027716.70431.35

PubMed PMID: 39051815; PubMed Central PMCID: PMC11616013.

Frydman JL, McKendrick K, Chen Y, Wun J, Goldstein NE, Sean Morrison R, et al. Disparities
in the Geographic Distribution of Palliative Care Specialists in 2022. J Gen Intern Med. juny
de 2024;39(8):1528-30. doi:10.1007/s11606-023-08598-2 PubMed PMID: 38347349;

PubMed Central PMCID: PMC11169117.

Payne S, Hughes S, Wilkinson J, Hasselaar J, Preston N. Recommendations on priorities for
integrated palliative care: transparent expert consultation with international leaders for the
InSuP-C project. BMC Palliat Care. desembre de 2019;18(1):32. do0i:10.1186/s12904-019-

0418-5

Smith SM, Soubhi H, Fortin M, Hudon C, O’'Dowd T. Managing patients with multimorbidity:
systematic review of interventions in primary care and community settings. BMJ. 3 de

setembre de 2012;345:e5205. doi:10.1136/bmj.e5205 PubMed PMID: 22945950.

Holmes GM, Kaufman BG, Pink GH. Predicting Financial Distress and Closure in Rural
Hospitals. J Rural Health. juny de 2017;33(3):239-49. d0i:10.1111/jrh.12187 PubMed PMID:

27500663.

37


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

629

630

631

632

633

634

635

636

637

638

639

640

641

642

643

644

645

646

647

648

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

33.

34.

35.

36.

It is made available under a CC-BY 4.0 International license .

MedPAC. Report to the Congress: Medicare Payment Policy [Internet]. 2022 [citat 8 de marg
de 2026]. Disponible a: https://www.medpac.gov/document/march-2022-report-to-the-

congress-medicare-payment-policy/

Shepherd. What proposed Medicaid cuts could mean for rural communities, hospital access
[Internet]. 2025 [citat 8 de marg¢ de 2026]. Disponible a:
https://sph.umich.edu/news/2025posts/what-proposed-medicaid-cuts-could-mean-for-

rural-communities-hospital-access.html

Dismore L, Frew K, Wakefield D, Bryan C, Swainston K. Remote and rural communities face
inequalities in access to specialist palliative care, could telemedicine enhance care? A
gualitative study of patient, carer and healthcare professionals’ experiences of video
consultation. Palliat Care Soc Pract. 30 de setembre de 2025;19:26323524251380632.
doi:10.1177/26323524251380632 PubMed PMID: 41049280; PubMed Central PMCID:

PMC12489204.

Worl Health Organization. Integrated care models: an overview: working document
[Internet]. 2019 [citat 8 de mar¢ de 2026]. Disponible a:

https://iris.who.int/items/ba7389a2-6ac5-4cb1-803d-75e1ac6d8f00

37. Vitorino JV, Duarte BV, Laranjeira C. When to initiate early palliative care? Challenges faced

by healthcare providers. Front Med (Lausanne). 2 de octubre de 2023;10:1220370.
doi:10.3389/fmed.2023.1220370 PubMed PMID: 37849489; PubMed Central PMCID:

PMC10577203.

38


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

649

650

651

652

653

654

655

656

657

658

659

660

661

662

663

664

665

666

667

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.

38.

39.

40.

41.

42.

43.

It is made available under a CC-BY 4.0 International license .

Hui D, Heung Y, Bruera E. Timely Palliative Care: Personalizing the Process of Referral.

Cancers. gener de 2022;14(4):4. doi:10.3390/cancers14041047

Manduca-Barone A, Brassolotto J, Waring D. Medical assistance in dying in rural
communities: A review of Canadian policies and guidelines. Journal of Rural Studies.

octubre de 2022;95:223-31. d0i:10.1016/j.jrurstud.2022.09.011

Montaiiez M. Medical ... we don’t have that”: (Not) accessing healthcare in rural new
Mexico. Journal of Rural Studies. 1 de octubre de 2025;119:103796.

do0i:10.1016/j.jrurstud.2025.103796

Hodgkin S, Mnatzaganian G, Warburton J, Winterton R. Networks of care in Australian rural
ageing populations. Journal of Rural Studies. 1 de maig de 2022;92:17-25.

doi:10.1016/j.jrurstud.2022.03.001

Valentijn PP, Schepman SM, Opheij W, Bruijnzeels MA. Understanding integrated care: A
comprehensive conceptual framework based on the integrative functions of primary care.
International Journal of Integrated Care. 2013;13(JANUARY-MARCH 2). doi:10.5334/ijic.886

PubMed PMID: 23687482.

Briggs AM, Valentijn PP, Thiyagarajan JA, Araujo de Carvalho I. Elements of integrated care
approaches for older people: a review of reviews. BMJ Open. 7 de abril de
2018;8(4):e021194. doi:10.1136/bmjopen-2017-021194 PubMed PMID: 29627819; PubMed

Central PMCID: PMC5892746.

39


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.03.25.26349325; this version posted March 27, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

668  44. Meier DE. Increased Access to Palliative Care and Hospice Services: Opportunities to

669 Improve Value in Health Care. The Milbank Quarterly. 2011;89(3):343-80.

670

671
672
673
674
675

676

677

40


https://doi.org/10.64898/2026.03.25.26349325
http://creativecommons.org/licenses/by/4.0/

Figure 1. Conceptual Framework for Integrated Palliative Care in Rural Healthcare Systems
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