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ABSTRACT

This capstone explored the lived experiences of rural older adults managing multiple chronic conditions and identified barriers and facilitators to
healthcare access and health management. Using qualitative interviews, thematic analysis revealed that health management impacts daily routines and
participation. Key barriers included limited access to care and the complexity of chronic condition management, while facilitators included strong provider
relationships and established routines. Findings highlight a gap between medical care and daily life management. Occupational therapy is uniquely
positioned to address this gap, supporting improved outcomes through integration into primary care.

EXPLANATION OF BRIEF

This executive summary provides a concise overview of a capstone project examining how rural older adults manage chronic conditions and access
healthcare services. It highlights key findings, impact, implications, and an example of an emerging model, with a focus on the role of occupational therapy
in improving patient outcomes and supporting primary care systems.
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