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Abstract 

Purpose  The aim of this study was to analyse the different barriers to accessing healthcare, social services and long-
term care among older adults.

Methods  A systematic review and narrative synthesis were conducted to analyse barriers to accessing healthcare, 
social care and long-term care services among older adults. We followed the PRISMA guidelines. A systematic search 
was conducted in the PubMed, Scopus, and Web of Science databases.

Results  Seventenn studies were included in the systematic review. Seven articles were systematic reviews, six were 
scoping reviews, two were literature reviews, one was a rapid review and the last one was an integrative review. The 
results show that the different types of barriers that hinder access to services for older adults are, on the demand side, 
socioeconomic factors; and on the supply side, geographical factors. Community factors and the digital divide are 
on both the supply and demand side. Interaction between barriers should be considered.

Conclusion  Adequate access to social and health services is crucial for the health and well-being of older adults 
and to guarantee equity in health. In summary, access to health services for older adults is determined by a heteroge-
neous interaction of these factors, on both the demand and supply side. Overcoming these barriers requires a com-
prehensive approach involving the collaboration of governments, healthcare providers, communities and older adults 
themselves.
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Introduction
Health is a human right, equity in the distribution of 
which is also necessary [1]. Access to services is one of 
the factors affecting equity [2]. Inequities in access to 
health have different causes and barriers, including soci-
oeconomic status, gender, age, geographical location 
and historical characteristics [3], which can be modified 
by developing regulations and legislation that affect the 
social determinants of health [4, 5]. The current pro-
cess of population ageing is associated with an increased 
demand for health care and social care, among other 
services [6–8]. To ensure healthy or successful ageing, it 
is important that older people have adequate access to 
healthcare, social and long-term care services [9]. For 

*Correspondence:
Roberto Martinez‑Lacoba
roberto.mlacoba@uclm.es
1 Facultad de Ciencias Económicas y Empresariales, Universidad de 
Castilla-La Mancha, Plaza de La Universidad 1, Albacete 02071, Spain
2 Grupo de Investigación en Economía, Alimentación y Sociedad (GEAS), 
Universidad de Castilla-La Mancha, Albacete, Spain
3 Centro de Estudios Sociosanitarios (CESS), Universidad de Castilla-La 
Mancha, Cuenca, Spain
4 Departamento de Análisis Económico y Finanzas, Universidad de 
Castilla-La Mancha, Albacete, Spain
5 Departamento de Economía Aplicada I, Universidad de Castilla-La 
Mancha, Albacete, Spain

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12939-025-02429-y&domain=pdf


Page 2 of 13Cabañero‑Garcia et al. International Journal for Equity in Health           (2025) 24:72 

example, healthcare may include services such as primary 
care or hospital care; social care typically encompasses 
services which help people carry out activities of daily life 
—i.e.: home care, semi-residential care, residential care, 
etc., while long-term care, which in most countries is 
not a distinct social policy issue, can include long-term 
services for dependent people which are related to both 
health and social care, and other specific policies, such as 
cash benefits for care [10, 11]. However, current care sys-
tems are not adequately adapted to older adults’ complex 
needs, such as chronic conditions, as they tend to focus 
more on treating individual diseases than on providing 
comprehensive person-centred care [12, 13].

The available evidence indicates that, across OECD 
countries, 11.5% of people over 65 years of age receive 
long-term care, but there remains an unmet demand 
for care among those who have limitations in perform-
ing activities of daily living and instrumental activities 
of daily living [14]. In addition, older people face par-
ticular barriers to accessing these services, such as eco-
nomic limitations, reduced mobility or remote locations. 
e-Health, which encompasses any electronic health inter-
vention, has the potential to improve access and sup-
port the delivery of efficient care for older adults [15, 
16]. Thus, older people’s adoption of information and 
communication technology (ICT) is on the rise, being 
perceived as beneficial for their daily lives [17, 18]. Mean-
while, most older people prefer to age in place [19]. How-
ever, barriers such as a lack of financial resources, family 
support and access to health and social services [20] and 
health shocks [21], make such aging difficult. Therefore, 
the implementation of local health systems (LHSSs) has 
positive effects on improving the older population’s qual-
ity of life [22, 23], since the inability to access this sys-
tem is linked to greater use of social and health services 
[22]. In addition, this would mean administrations could 
reduce their costs [24]. Another important issue is asso-
ciated with older adults living in rural areas or those who 
have low economic resources, since they have greater 

difficulties in receiving medical attention when needed 
[25, 26]. Similarly, primary care analysis, including pre-
vention of social isolation, can make a great difference 
through early assessment and management of a risk pro-
file, as negative health exchanges can affect older adults’ 
well-being [27].

Improving universal access to care services generates 
positive externalities [28, 29], while strengthening equity 
. Thus, our work focuses on health, social and long-term 
care in a broad sense, because these are the services older 
adults most need for well-being and successful ageing. 
Numerous studies have investigated barriers to access-
ing services in the older population through systematic 
reviews and other types of reviews, but no works have 
combined and analysed this information. For this rea-
son, the objective of this systematic review of reviews 
is to summarize, synthesize, and organize the evidence 
from these studies to present an analysis in an aggregated 
form. Additionally, this work can be useful for decision-
makers and for the development and improvement of 
health, social and long-term care policies, guaranteeing 
quality care for the older and/or dependent population.

Method
This study is a systematic review of reviews. It follows, 
albeit with slight variations, the procedure applied in 
the work by Martinez-Lacoba et  al. [30] [31]. This sys-
tematic review followed the principles established by 
the PRISMA statement of systematic reviews and meta-
analyses [32].

Data sources and searches
The literature search was carried out during December 
2024 to identify all the articles published in Spanish and 
English. Owing to the multidisciplinary approach of the 
systematic review, the PubMed, Web of Science and Sco-
pus databases were consulted. The search strategy and 
the terms used can be found in Table 1.

Table 1  Search strategy

"accessibility"
OR "access"
OR
"accessibilities"
OR
"barrier"
OR
"barriers"

AND "services" OR "provision" AND "factor"
OR "factors"

AND "health"
OR
"care"
OR
"cares"
OR
"healthcare"
OR
"health care"
OR
"social care"
OR
"long-term care"

AND "elderly"
OR
"ageing"
OR
"aging"
OR
"older adults"

AND "systematic review"
OR
“review”
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Study selection and eligibility: inclusion and exclusion 
criteria
The initial search identified n = 2,338 records. First, two 
researchers (EC, RM) removed duplicate studies, and 
then selected the articles to be fully reviewed. In this 
step, the results were compared, and a third researcher 
(IP) was consulted to solve possible discrepancies in 
the inclusion criteria and to reach a consensus. Addi-
tionally, the references of the n = 16 were reviewed to 
detect any relevant studies that did not appear in the 
search process, but none were found.

Studies were included if they met the following require-
ments: 1) they focused on barriers to access to social and 
health care —health care, social care and long-term care; 
2) they focused on older people; 3) they were published in 
Spanish or English; and 4) they were reviews of any type. 
Studies were excluded if: 1) they focused on specific dis-
eases; 2) they focused on a specific country (e.g., China); 
or 3) they focused on specific population groups.

Quality of the included studies
To assess the quality of the reviews, two investiga-
tors (EC, RM) independently used the Joanna Briggs 
Institute’s (JBI) Quality Assessment Tool for System-
atic Reviews and Research Synthesis [33]. This instru-
ment has 11 questions or components. Each component 
receives one point if the answer is "yes" or zero points if 
the answer is "no", "unclear" or "not applicable". Papers 
that obtained scores between zero and three points 
were of low quality from four to seven points of mod-
erate quality, and from eight to eleven points of high 
quality. Any differences in the evaluation of a particular 
study were resolved by consensus by consulting a third 
researcher (IP). The mean quality score was 9.63 points 
out of 11, with the main reasons for receiving zero points 
being conflict of interest, the absence of an a priori 
design, the status of publication as an inclusion criterion 
and not presenting a list of included and excluded stud-
ies. The quality of the individual studies included in each 
systematic review or meta-analysis was not assessed.

Data extraction
Two researchers (EC, RM) extracted the data from each 
study. The following information was extracted and 
included: i) reference and authorship; ii) geographical 
area; iii) study design; iv) barriers to accessing; v) results —
both summarised and extended; and vi) quality measure.

Results
Study selection
The selection process identified 2,496 articles, of which 
1,937 were maintained after eliminating duplicates. 

After reviewing titles and abstracts, n = 66 studies 
remained. Following the full-text review, n = 17 studies 
met the inclusion and exclusion criteria. The flow dia-
gram of the study search and selection procedure can 
be found in Fig. 1. The excluded articles and their refer-
ences can be found in Table A2 of the Annex.

Study characteristics
The studies included in this systematic review of 
reviews have different methodological approaches. 
Seven articles were systematic reviews, six were scop-
ing reviews, two were literature reviews, one was a 
rapid review and the last one was an integrative review.

The results have been organized into four blocks, 
grouping the different studies according to the type of 
barriers or factors that hinder access to the social and 
health services on which they focus. The types of fac-
tors identified are socioeconomic factors, the digital 
divide, community factors and geographical factors.

Narrative synthesis of results
The main characteristics and results of each study are 
presented in Table  2. To organize the information, 
Fig. 2 shows the thematic areas of the studies by groups 
of factors or barriers. In addition, the figure includes a 
possible relationship between them.

Socioeconomic factors
Three studies agreed that socioeconomic factors are 
determinants of access to health services for older peo-
ple [34–36], one of which considers that unfavourable 
socioeconomic conditions, such as living in rural envi-
ronments or insufficient economic resources, influence 
consultation with, or access to, health specialists [34]. 
The other two studies cater to ethnic minority groups 
of older people, examining the need to promote health 
among these groups, improve access to these services, 
encourage the development of their physical and cogni-
tive abilities, reduce the occurrence of disease and thus 
improve long-term care [35, 36].

Digital divide
Six of the included studies reported that the introduc-
tion of an electronic health system has positive effects 
on the health system [37–42]. However, older people 
are unfamiliar with technology and have difficulties 
using them. Thus, one study focused on the introduc-
tion of mHealth technology [37], i.e., medical assistance 
through mobile phones, which reduces the burden on 
caregivers and positively affects their physical and men-
tal health by increasing their ability to receive health 
care faster. Another study analysed how the loss of 
confidence and knowledge about technologies harms 
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independence and quality of life, and having a smart 
home thus has positive effects on improving quality of 
life and personalized attention [38]. Another study pre-
sents the digital divide with the older population as a 
barrier, since there is a lack of confidence and skill in 
its use [39]. This makes it necessary to carry out inte-
grated care in ICT for older adults, as it will facilitate 
the access to and updating of, health with vertical 
and horizontal integration, improving primary care. 
Another study established the need to have integrated 
care for health services for the older population, since 
these services have beneficial effects on health, as there 
is limited support for older people and caregivers in 
accessing these systems [40]. Another study examines 
the facilitators of the use of e-health among older peo-
ple, who have difficulties in using it due to the digital 
divide —training and education— and because they live 
in rural areas, making it difficult to use [41]. A further 
review determined that, to avoid barriers and facilitate 
the use of e-Health among older adults, interventions 

should focus on four areas [42]: enhancing social sup-
port and community involvement —community peer-
to-peer learning and family or caregiver involvement in 
e-Health education; improving accessibility and usabil-
ity in diverse living environments —considering space 
at home, urban vs. rural difference, unequal Internet 
connectivity; addressing economic barriers and offering 
cost-effective solutions; and embracing cultural sensi-
tivity and personalized approaches when designing and 
delivering e-health services, given that cultural tradi-
tions influence e-health use.

Community factors
Four studies reported that community factors, such as 
education, culture or government rigidity, make it diffi-
cult for older people to access health services [43–46]. 
Similarly, one study analysed the need for multi-pro-
fessional communication and transitional care, in 
which information is transmitted from the health envi-
ronment to the home [43]. This multi-professional 

Fig. 1  Flow diagram
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communication allows for a reduction in hospitaliza-
tions among older people. However, the absence of 
dialogue between the parties is a barrier, as is the lack 
of understanding on the part of the older population. 
Another study focused on cultural and educational bar-
riers, that is, the lack of knowledge about health-related 
issues [44]. The authors indicated that both inefficient 
access to resources and a lack of communication and 
service competence affect access to services, suggesting 
that equity in health coverage is essential to guarantee 
adequate care. Another study focused on government 
rigidity, standardization, and lack of resources as bar-
riers that hinder the sustainability of the local health 
system for the older population [45]. As measures to 
improve this system, they proposed greater flexibility in 
the participation of older people in the health system. 
They also pointed to greater financing in health care out-
side the health system and improved working conditions 
to have more health personnel to improve health care for 
the older population. The last study analyses communi-
cation factors (accessibility to appointments, support, 
health information, focused care, credibility and trust) as 
determinants in enhancing participation of older people 
in the health system [46].

Geographical factors
Four of the studies agreed that geographical factors, 
such as social isolation, affect access to health care ser-
vices among older people [27, 47–49]. In this sense, a 
study shows that social isolation has negative effects on 
behaviour and psychological and physiological well-being 
among the older population, and health personnel with 
listening and communication skills are needed. Also 
necessary is a transport system that facilitates access for 
older persons [47]. Another study analysed social isola-
tion as a negative factor in access to health care among 
older people who are isolated and who, in addition, have 
no support from informal caregivers [48]. They argued 
that to improve this, it is important to introduce pre-
ventive models, funded by the reallocation of resources 
to public health infrastructure. Another study revealed 
how physical, social and economic factors among older 
people favour social isolation [27]. To address this access 
barrier, it is essential to assess isolation, providing the 
necessary resources to alleviate it. The last study focuses 
on those cases in which, because of social isolation, 
non-primary care services are unavailable or the older 
population do not use them [49]. In this way, access to 
the five non-primary health services —dental, nutrition, 

Fig. 2  Diagram with the number of studies included, barriers and connections
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ophthalmologist, pharmacy and psychology— is essential 
for older people who are confined to their homes. They 
also find that older people confined to their homes have a 
greater propensity for diseases and a poorer diet.

Discussion
Summary of evidence
To the best of our knowledge, this systematic review of 
reviews is the first to synthesize and organize, in an aggre-
gated manner, the scientific evidence provided by system-
atic reviews on barriers and factors that hinder access to 
social and health services for older people. This paper 
includes the results of 17 reviews that, in turn, incorpo-
rate the results of a total of 479 studies. The results of this 
work are relevant and useful for the development and 
improvement of social, health and long-term care policies. 
This systematic review of a high level of quality has iden-
tified key factors and barriers to accessing services that 
must be considered to guarantee quality care. In addition, 
following these results, we have built a conceptual frame-
work that relates or connects the barriers to each other.

This review demonstrates that the factors or barriers 
obstructing access to social and health services for older 
adults are socioeconomic, geographical or community-
based, or stem from the digital divide. All these barriers 
could be eliminated or reduced through the development 
of policies appropriate for this stratum of the population.

Barriers to accessing health services can be considered 
to arise on both the supply and demand side [50, 51]. 
Thus, on the supply side, we can consider geographical 
factors, and on the demand side, socioeconomic factors. 
The digital divide and the community factors, however, 
may belong to both supply and demand sides. For exam-
ple, the digital divide in care arises when the supply of 
ITC for these services is provided by policy makers, but 
the demand of older adults cannot benefit totally for dif-
ferent reasons —i.e.: lack of literacy; within community 
factors, education or culture lie on the demand side, but 
the rigidity of government is located in the supply. This 
distinction was made by O’Donell [51], considering that 
it is essential to be able to intervene appropriately.

First, socioeconomic factors, such as income level, 
the residential environment and membership of eth-
nic minority groups, are identified as significant deter-
minants of access to health care. A lack of financial 
resources and living in rural areas can hinder consulta-
tion with specialists and access to specialized services. 
This reality highlights the need for policies and pro-
grammes that address socioeconomic disparities and 
ensure equitable access to health care for all older people, 
regardless of their financial situation or geographic loca-
tion. In this regard, in 2005, the WHO endorsed the con-
cept of universal health coverage [52], defined as access 

to all promotion, prevention, cure and rehabilitation 
services at an affordable cost. Carrin et al. consider that 
this universal coverage guarantees the protection of the 
health system against possible financial risks [53]: popu-
lation coverage and the scope of health services. In their 
work, this socioeconomic barrier to accessing health ser-
vices is associated with direct payments as a means of 
financing health systems.

The digital divide emerges as another major challenge, 
especially in the age of technology. Although the intro-
duction of electronic health systems can improve the effi-
ciency and quality of care, older people face difficulties in 
adapting to these new technologies. A lack of familiarity 
and confidence in the use of electronic devices can exclude 
this group from more streamlined and personalized medi-
cal care. Therefore, it is crucial to implement strategies that 
promote digital literacy among older people and ensure 
they are not left behind in the digital age of healthcare. This 
is in line with the analysis of another article, which con-
sidered that the incorporation of ICT in the care of older 
adults has advanced slowly, often being unsatisfactory due 
to political, financial and infrastructure problems [54]. In 
addition, the WHO, in its report on the practice "Integrated 
Care for Older People" (ICOPE) [55], noted that the par-
ticipation of older adults, the training of providers and the 
digitization of health information are key enablers. Addi-
tionally, the implementation of ICT-based integrated care 
has been hindered by the fear, lack of confidence, and lim-
ited skills of older adults in the use of technologies, leading 
to lower adoption and acceptance of ICT [56].

In addition, community factors, such as education, 
culture, and government rigidity, significantly influence 
access to health care. The lack of communication between 
health care providers and communities, along with cul-
tural and educational barriers, can limit older people’s 
participation in the health care system. To overcome these 
challenges, it is necessary to encourage multi-profes-
sional communication, improve the cultural competence 
of healthcare providers, and advocate more flexible and 
patient-centered government policies. This coincides with 
another work that includes the importance of community 
participation to guarantee effective primary health care, 
with intersectoral participation being necessary to support 
it [57]. Similarly, another article highlights the importance 
of institutions addressing health and poverty together, 
guaranteeing access to services for these people and elimi-
nating the circumstances that promote them [58].

Finally, geographical factors, such as social isolation 
and physical accessibility, also play crucial roles in older 
people’s access to healthcare. This finding coincides with 
another article that analysed the improvement of health 
in environments where health personnel have appropri-
ate support and training [59]. Another study revealed 
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differences in the allocation of funds, productivity and 
use of resources depending on the geographical area 
of residence [60], with this preventing the provision of 
integrated services because of the high transport costs 
for people who are geographically isolated [61]. In this 
way, social isolation can have detrimental effects on the 
physical and mental health of older people, exacerbating 
the difference in access to health services. It is critical to 
implement measures that address social isolation, such as 
community support programs and accessible transpor-
tation services, to ensure that all seniors have equitable 
access to health care. This is reflected by Bosch-Farré 
et  al., who reported that interacting with other people 
and participating in local social institutions are key fac-
tors in improving the aging process [20].

As mentioned in the synthesis of results, Fig. 2 shows a 
connection between the different barriers, since they are 
not always exclusive, and can be interrelated [62]. This 
proposal for a conceptual framework on barriers to access 
reveals a relationship between geographical and socioeco-
nomic factors, since the residence of the population will 
determine their economic situation; that is, those residing, 
for example, in Jordan, will have a lower income, which 
will lead to worse health benefits. However, the popula-
tion of Spain, for example, has greater health facilities —
because Spain has a public health system and has a higher 
GDP per capita. Geographical location also influences 
ICT knowledge, as the same technological opportunities 
and facilities are not available in all places. Likewise, it has 
a direct relationship with community factors, since cul-
ture, education, government rigidity or lack of resources 
are linked to the geographical area in which one lives. In 
turn, community factors are related to the digital divide 
and socioeconomic factors. In this way, government rigid-
ity or lack of resources on the part of the administration 
influences the country’s GDP per capita, which is closely 
related to financing and the ability to use technologies.

To summarize, the findings of this research have 
yielded a series of policy recommendations that have 
the potential to overcome the identified barriers. Firstly, 
developing policies that consider the disparities between 
older adults could serve to circumvent socioeconomic 
barriers. Such policies should guarantee universal health 
coverage, whilst also considering the residential environ-
ment and the ethnic group, and should strive to avert 
financial catastrophism related to care or long-term care 
[63]. Secondly, the digital divide could be reduced by 
promoting digital literacy with the support of communi-
ties, relatives and families. This would require adequate 
financing to create confidence in ICTs. Thirdly, the issue 
of community factors can be addressed by encourag-
ing multi-professional communication and introducing 
more flexible policies to encourage patient-centred care. 

Finally, geographical barriers should be avoided by pro-
moting local community programmes that combat social 
isolation and by ensuring affordable and accessible trans-
portation to services for older adults.

Ensuring equitable access is key to achieving better 
health systems and more inclusive societies [14]. The 
theoretical consequences of achieving equity could be, 
among others [4], greater collaboration between sectors 
and networks and greater organizational, community and 
individual capacity, which would favour a healthy life; 
better individual outcomes that would allow the highest 
health potential to be achieved —lower morbidity and 
mortality, better quality of life, etc.; or cost savings in the 
health system, which could impact the opportunity cost 
of public and private resources. Now, let us put theory 
into practice.

Limitations
This work has some limitations that should be consid-
ered. The first is the possible existence of selection bias 
depending on the databases consulted, the search strategy 
and the exclusion of articles published in languages other 
than Spanish and English. Considering two languages is 
a partial limitation, because systematic reviews typically 
include only articles in English, creating a language bias 
[64], which can lead to the loss of key information. How-
ever, estimations indicate that academia is dominated by 
the English language and almost 98% of publications are 
written in English [64]. Our strength in this point was 
including articles published in Spanish in the review pro-
cess. Even so, future works on this topic should include 
other findings from non-English or non-Spanish speak-
ing communities. Secondly, the conclusions presented are 
conditioned by the limitations of the studies included. On 
the other hand, the main strength of this work is the use 
of a systematic and structured methodology for the search 
of published studies, in addition to incorporating an anal-
ysis of the quality of the included articles.

Conclusions
Adequate access to health, social and long-term care 
services is essential to guarantee the health and well-
being of the older population. Older people’s access to 
health services is influenced by a complex interplay of 
socioeconomic, technological, community-based and 
geographical barriers or factors; demand and supply 
side barriers. Addressing these barriers requires a com-
prehensive approach involving multiple stakeholders, 
including governments, healthcare providers, communi-
ties, carers, families and older people themselves. Only 
through coordinated collaboration and a commitment 
to equity and inclusion at all levels can we ensure that all 
older people receive the care they need.
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