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Abstract
Background: The implementation of universal health care in the Philippines depends on the availability of accessible, equitable, comprehensive, and people-centered health services. However, residents of rural and geographically isolated and disadvantaged areas continue to encounter barriers related to distance, transportation, limited health facilities, shortages of health professionals, and fragmented referral systems. Nurses occupy a critical position in addressing these barriers because they provide clinical services, health education, disease prevention, care coordination, community engagement, emergency response, and program management within local health systems. This integrative review aims to synthesize available evidence on the roles and contributions of nurses in advancing universal health care in rural and geographically isolated communities in the Philippines. It also seeks to identify barriers affecting rural nursing practice, enabling conditions that strengthen nurses’ performance, and gaps requiring policy and research attention. The review followed the integrative review framework of Whittemore and Knafl. Relevant quantitative, qualitative, mixed-methods, program evaluation, and policy-oriented studies were identified through searches of PubMed, CINAHL, Scopus, Web of Science, Google Scholar, HERDIN, Philippine E-Journals, and selected government and institutional repositories. Studies focused on nursing practice, primary health care, rural health, geographically isolated and disadvantaged areas, and universal health care in the Philippines were considered. Methodological quality was assessed using design-appropriate appraisal tools, and findings were synthesized through data reduction, comparison, categorization, and thematic analysis.
Keywords: community health nursing, geographically isolated and disadvantaged areas, primary health care, rural health
* Corresponding Author
   e-mail: lan.nguyen@vnu.edu.vn
Introduction
Universal health care is founded on the principle that all people should be able to obtain the health services they need without incurring financial hardship. These services include health promotion, disease prevention, diagnosis, treatment, rehabilitation, and palliative care. In the Philippines, Republic Act No. 11223, otherwise known as the Universal Health Care Act, institutionalized major reforms intended to provide Filipinos with access to comprehensive and coordinated health services. The law automatically includes all Filipino citizens in the National Health Insurance Program and promotes the organization of health care provider networks capable of delivering a continuum of care from the community and primary care levels to higher-level facilities (Republic Act No. 11223, 2019; World Health Organization [WHO], 2019).
Although the enactment of the Universal Health Care Act represented an important policy achievement, legal entitlement does not necessarily guarantee the practical availability of services. Universal health care becomes meaningful only when health facilities, qualified health workers, essential medicines, diagnostic services, referral mechanisms, and financing arrangements are accessible to the population. These requirements are particularly difficult to meet in rural, geographically isolated, and disadvantaged areas, where communities may be separated from municipal centers by mountains, rivers, poor roads, or long sea journeys. Seasonal weather conditions, limited public transportation, poverty, unreliable electricity, and weak communication systems may further delay access to health services. Globally, rural health inequities are associated with unfavorable social and environmental conditions as well as health systems that are less adequately resourced than those in urban areas (WHO, n.d.).
The geographical characteristics of the Philippines intensify these challenges. Its archipelagic configuration requires health systems to serve communities located on remote islands, in mountainous settlements, in agricultural municipalities, and in areas affected by disasters or armed conflict. A study conducted in the island municipality of Jomalig, Quezon, illustrated how residents of geographically isolated communities may face several hours of sea travel to reach larger service centers. The study identified deficiencies in health personnel, facilities, available services, water, electricity, and transportation. Even when services were available at the main municipal health center, the financial and physical costs of travel prevented some residents from using them (Collado, 2019). Such circumstances demonstrate that health coverage cannot be measured only by the existence of national programs or formal enrollment in health insurance. It must also be assessed according to whether essential services can actually be reached and used by people when needed.
A persistent difficulty in achieving equitable health coverage is the unequal distribution of human resources for health. The Philippines produces a substantial number of health professionals, particularly nurses, but many are concentrated in hospitals, highly urbanized areas, or overseas employment. Falguera and Sana (2023) reported that only 23.25% of the nurses in their national dataset worked in primary health care facilities, while 76.75% worked in hospitals. Their analysis also identified lower health workforce densities in regions containing substantial rural and geographically remote populations. This maldistribution means that the communities with the greatest geographical and socioeconomic barriers may also have the least access to qualified health professionals.
More recent evidence suggests that staffing difficulties cannot be understood solely through national workforce numbers. Staffing must also be considered in relation to workload, population needs, the range of services delivered, and the conditions under which health workers perform their duties. Parial et al. (2024) examined staffing and workload pressures in selected primary care facilities serving geographically isolated and disadvantaged communities. The study identified potential workforce maldistribution and dependence on temporary staff-augmentation arrangements. These findings indicate that short-term deployment may help maintain essential services but may not provide the stability required for continuity of care, long-term community relationships, and sustainable local health-system development.
In these resource-constrained settings, nurses often take on responsibilities that extend beyond conventional bedside care. Rural and community health nurses may undertake health assessment, maternal and child health services, immunization, disease surveillance, noncommunicable disease screening, home visitation, health education, referral coordination, emergency response, documentation, program implementation, and supervision of community-based health workers. In facilities with limited physician availability, nurses may also serve as the most consistently available licensed health professionals. Their continued presence enables local health systems to maintain contact with households, monitor vulnerable patients, identify emerging health problems, and connect communities with services available at other levels of care.
The contribution of nurses to universal health care can therefore be understood through several interconnected dimensions. First, nurses improve access by bringing essential services closer to households through health centers, barangay health stations, outreach programs, mobile clinics, schools, and home visits. Second, they promote continuity by monitoring patients over time, following up referrals, supporting treatment adherence, and maintaining health records. Third, nurses contribute to quality and safety through clinical assessment, infection prevention, patient education, early recognition of complications, and appropriate referral. Fourth, they advance equity by providing services to populations who might otherwise remain excluded because of geography, poverty, disability, ethnicity, age, or social disadvantage. Finally, nurses strengthen community participation by translating health information into locally understandable forms and working with families, barangay health workers, traditional leaders, local government officials, and community organizations.
However, nurses' ability to perform these functions is shaped by their employment and working conditions. Philippine health workers involved in UHC implementation have reported difficulties related to restrictive hiring arrangements, personnel budget limitations, inadequate preparation for health-system responsibilities, poor working conditions, uncompetitive salaries, limited job security, costly professional training, and overseas migration (Pepito et al., 2025). These problems may have greater consequences in rural and geographically isolated communities, where nurses frequently manage wider service areas, difficult transportation conditions, supply shortages, limited professional supervision, and fewer opportunities for continuing education.
The effect of workforce instability extends beyond individual nurses. Frequent turnover can weaken continuity of care, disrupt health programs, increase the workload of remaining personnel, and reduce community confidence in local services. Temporary deployment arrangements may also create uncertainty for health facilities that depend on nationally funded workers but lack permanent local positions. Conversely, supportive supervision, secure employment, adequate compensation, safe housing, transportation assistance, continuing professional development, functional referral systems, and meaningful community participation may encourage nurses to remain in rural practice. WHO has emphasized that health workforce shortages are especially serious in rural and underserved Philippine communities and that equitable distribution, career development, primary health care orientation, digital innovation, and stronger workforce information systems are necessary to close service gaps (WHO, 2024).
Despite the recognized importance of nurses, evidence concerning their contributions to universal health care in rural Philippine settings remains dispersed across workforce studies, community health research, program evaluations, qualitative accounts, government reports, and studies of particular services or locations. Some publications describe staffing and workload, while others focus on maternal health, communicable diseases, health promotion, emergency care, or the experiences of health workers in isolated communities. This fragmentation makes it difficult to determine the full range of nursing roles, the outcomes associated with those roles, and the conditions required for nurses to contribute effectively to UHC.
An integrative review is appropriate because it permits the inclusion and systematic synthesis of evidence derived from diverse research methodologies. Unlike reviews restricted to randomized or quantitative studies, an integrative review can combine empirical findings from quantitative, qualitative, mixed-methods, and nonexperimental research. It can therefore capture measurable service outcomes as well as nurses’ experiences, community perspectives, organizational conditions, and policy issues. Whittemore and Knafl (2005) emphasized that integrative reviews can contribute to evidence-based nursing by combining diverse sources through systematic problem identification, literature searching, data evaluation, data analysis, and presentation.
Synthesizing this evidence is important for nursing practice, health workforce planning, education, and local health governance. A clearer understanding of nurses’ contributions can help policymakers determine which services should be supported, which competencies should be strengthened, and which employment and organizational arrangements are necessary for sustainable rural nursing practice. It can also identify communities and nursing functions that remain underrepresented in existing research. This review therefore examines nurses not merely as an additional category of health worker but as central actors in making universal health care accessible, continuous, culturally responsive, and equitable in rural and geographically isolated Philippine communities.
Objective(s)
This integrative review aims to synthesize available evidence concerning the roles, contributions, challenges, and enabling conditions of nurses in advancing universal health care in rural and geographically isolated communities in the Philippines.


Research Methodology
This study employed an integrative review design to examine the roles and contributions of nurses in advancing universal health care in rural and geographically isolated communities in the Philippines. An integrative review was selected because the subject has been investigated through diverse forms of evidence, including qualitative studies, cross-sectional research, workforce analyses, program evaluations, policy studies, and government reports. The method enables the integration of findings from different research designs to develop a comprehensive understanding of nursing practice and its relationship to health-system outcomes (Whittemore & Knafl, 2005).
The review followed the five stages proposed by Whittemore and Knafl: problem identification, literature search, data evaluation, data analysis, and presentation of findings. Relevant elements of the Preferred Reporting Items for Systematic Reviews and Meta-Analyses were also considered to strengthen transparency in the identification, screening, and reporting of the literature (Page et al., 2021).
A focused literature search was conducted in July 2026. The search covered publications from January 2015 to July 2026 to capture evidence produced before and after the enactment of the Philippine Universal Health Care Act in 2019. The databases and information sources consulted included PubMed/MEDLINE, CINAHL, Scopus, Web of Science, Google Scholar, HERDIN, Philippine E-Journals, and the institutional repositories of the Department of Health, the University of the Philippines Manila, the Philippine Institute for Development Studies, and other Philippine research institutions.
Search terms were combined using Boolean operators. The core search expression was:
(“nurse” OR “nursing” OR “public health nurse” OR “community health nurse”) AND (“universal health care” OR “primary health care” OR “community health”) AND (“rural” OR “remote” OR “underserved” OR “geographically isolated” OR “GIDA”) AND (“Philippines”)
Supplementary searches included terms such as nurse deployment program, rural health unit, barangay health station, health workforce retention, telemedicine, telenursing, nursing leadership, noncommunicable disease care, and barangay health workers. Reference lists of relevant articles were examined to identify additional sources.
Studies were included when they met the following criteria: they examined nurses, public health nurses, community health nurses, or nursing-related health services; were conducted in the Philippines; involved rural, remote, underserved, island, mountainous, Indigenous, or geographically isolated communities; and addressed primary care, public health, health workforce distribution, UHC implementation, community engagement, digital health, or local health-system strengthening.
Quantitative, qualitative, mixed-methods, workforce mapping, program evaluation, and policy-oriented studies were eligible. Government and institutional reports were included when they presented relevant data or evaluated programs affecting nurses in underserved areas.
Studies were excluded when they focused exclusively on urban tertiary hospitals, did not provide identifiable nursing findings or implications, were conducted outside the Philippines, consisted solely of commentaries without supporting evidence, or lacked sufficient methodological information for evaluation.
Titles and abstracts were initially screened for relevance to nursing, primary health care, rural health, or UHC. Potentially eligible records were then examined in full text. Duplicate publications and records with substantially overlapping data were removed. The final evidence base consisted of 13 principal sources published between 2017 and 2025.
The included literature consisted of qualitative studies, cross-sectional and ecological studies, workforce and workload assessments, program evaluations, and health-policy research. Although the evidence covered several Philippine regions, studies specifically focused on nurses in geographically isolated communities remained limited.
Empirical studies were assessed for the clarity of research objectives, the appropriateness of study design, the adequacy of sampling and data collection, the transparency of analysis, the consistency between results and conclusions, and the relevance to the review questions. The principles of the Mixed Methods Appraisal Tool were used to evaluate studies involving qualitative, quantitative, and mixed-methods designs.
Policy and program documents were assessed according to authority, accuracy, objectivity, coverage, and relevance. No study was excluded solely because of methodological limitations. However, findings from small, single-site, descriptive, or non-peer-reviewed studies were interpreted with caution and not treated as nationally representative.
A data-extraction matrix was developed to record the following information: Author and publication year, study design and location, participants and health setting, nursing roles and activities, population groups served, contributions to UHC, barriers affecting nursing practice, enabling factors and recommended interventions, evidence gaps
The extracted findings were compared, coded, and grouped according to conceptual similarity. Repeated findings were combined into descriptive categories, which were subsequently developed into five major themes. Contradictory findings and differences among rural settings were retained to prevent the synthesis from presenting rural Philippine communities as a uniform population.
Results
The reviewed evidence demonstrated considerable methodological and geographic diversity. Some studies focused directly on the work of public health nurses, while others examined nurses within the broader rural health workforce. Research settings included rural health units, community hospitals, barangay health centers, geographically isolated island municipalities, and underserved communities in Luzon, the Visayas, and Mindanao.
Rombaoa et al. (2025) examined the roles and experiences of 12 public health nurses employed in rural health units in Tarlac. Parial et al. (2024) assessed staffing and workload among physicians, nurses, and midwives in six primary care facilities in geographically isolated communities in Surigao del Norte. Tamayo et al. (2024) examined the tasks performed by nurses and physicians in delivering hypertension and diabetes services in rural areas. Other studies investigated workforce distribution, deployment, and retention; community health barriers; telemedicine; nursing leadership; health worker migration; and decentralized health governance.
Five major themes emerged: nurses as frontline providers of accessible and continuous care; nurses’ contributions to disease prevention, health promotion, and chronic care; community engagement and supervision of community-based health workers; nursing leadership, coordination, and digital health; and structural constraints affecting rural nursing practice.
Nurses frequently function as the most consistently available licensed health professionals in rural communities. Their accessibility allows them to provide initial assessment, basic clinical care, patient monitoring, health counseling, follow-up, and referral. This role is particularly important in communities where physicians visit only periodically or where travel to higher-level facilities requires substantial time and expense.
The experiences described by public health nurses in Tarlac revealed an expanding and diverse scope of practice. Nurses delivered primary care services while simultaneously implementing Department of Health programs, preparing reports, coordinating with other providers, and responding to community concerns. Their work was characterized by direct clinical care combined with population-based and administrative responsibilities (Rombaoa et al., 2025).
Nurses also contributed to continuity by maintaining contact with patients after consultations, monitoring treatment adherence, reminding patients about follow-up appointments, and helping families obtain referrals. In rural hypertension and diabetes care, taking vital signs, obtaining patient histories, and advising patients about regular follow-up were among the most frequently performed activities. Eighty-one percent of participants in the task-analysis study were nurses, indicating their substantial involvement in routine chronic disease services (Tamayo et al., 2024).
Access was not determined solely by the availability of a health facility. In geographically isolated communities, distance, sea travel, limited transportation, deficient infrastructure, and the indirect costs of seeking care continued to prevent residents from using available services. Nurses helped reduce these barriers through outreach, community-based activities, home visits, referral coordination, and communication with patients who could not easily travel to municipal centers (Collado, 2019).
The evidence suggests that nurses advance UHC by reducing the practical distance between households and formal health services. Their presence does not eliminate the need for physicians, midwives, diagnostic personnel, and referral hospitals. Rather, nurses provide an essential first point of contact and help connect different levels of the health system.
The reviewed studies consistently portrayed rural nursing as strongly oriented toward health promotion and disease prevention. Public health nurses provided health education, encouraged participation in preventive programs, implemented national and local health initiatives, and communicated information about disease risks, treatment, nutrition, sanitation, immunization, and healthy behaviors.
Communication was identified as a central nursing function. Public health nurses served as educators, advocates, facilitators, and partners, translating technical health information into messages that community members could understand. Effective communication improved health literacy, strengthened rapport, encouraged healthier choices, and supported community participation in health programs (Rombaoa et al., 2025).
The increasing burden of noncommunicable diseases has expanded nurses' responsibilities in rural primary care. The task analysis conducted by Tamayo et al. (2024) showed that nurses and doctors engaged in many of the same activities in the care of patients with hypertension and diabetes. Nurses commonly measured vital signs, recorded health histories, promoted regular follow-up, and performed preventive and health-promotion tasks. However, several critical procedures were performed less frequently because of limited training, equipment, or confidence.
These findings indicate that nurse-led or nurse-supported chronic-care services could increase the availability of screening, counseling, treatment monitoring, and referral. Nevertheless, task sharing should be supported by competency-based training, clinical protocols, continuing supervision, reliable medicines and diagnostic services, and clear legal and professional boundaries. Nurses should not be expected to compensate informally for workforce shortages without appropriate authority and support.
Disease prevention also depends on the quality of the relationship between nurses and local communities. Health education is less effective when communities lack trust in providers, cannot afford recommended services, or encounter inconsistent supplies. Nurses therefore contribute not only by transmitting information but also by identifying the social and practical conditions that prevent individuals from acting on health advice.
Public health nurses frequently act as the link between formal health facilities and community-based workers. Barangay health workers are often the first individuals residents contact for basic information or assistance. However, they require regular training, guidance, supervision, supplies, and functional referral relationships with licensed professionals.
Reyes et al. (2023) found that public health nurses supervised barangay health workers operating in underserved communities. Barriers to effective service delivery occurred at several levels. These included limited motivation and misunderstanding of health needs at the individual level; inadequate training, poor communication, and problematic professional behavior at the interpersonal level; staffing shortages, insufficient supplies, limited physical space, and weak accountability at the institutional level; and inconsistent resources, infrastructure, and policies at the community and governmental levels.
The findings show that nurses cannot advance UHC through individual effort alone. Community nursing takes place within a network involving barangay health workers, midwives, physicians, local officials, families, community organizations, traditional leaders, schools, and referral facilities. Nurses help organize this network by clarifying roles, supporting community workers, responding to referrals, and ensuring that health programs reflect local needs.
Community engagement was also associated with empowerment and participation. Public health nurses reported that stronger nurse-community relationships increased cooperation in health programs. Their consistent interaction with residents allowed them to understand local concerns, recognize misinformation, respond to cultural practices, and adapt communication to the community context.
This role is especially significant in Indigenous and culturally diverse communities. Health interventions may be rejected when they disregard local language, beliefs, leadership structures, or traditional health practices. Nurses are well positioned to negotiate between biomedical recommendations and community realities, but culturally responsive care requires preparation, humility, language support, and sustained relationships rather than one-time health campaigns.
Nursing leadership emerged as an important but underrecognized contribution to UHC. Public health nurses perform program planning, supervision, data management, disease surveillance, resource coordination, quality improvement, community mobilization, and advocacy. They also coordinate referrals and collaborate with local governments and health facilities.
The Leadership Development Course for Public Health Nurses trained 183 nurses from 2019 to 2022 in competencies related to health-system strengthening. Participants implemented workplace projects addressing local UHC challenges. Supervisors observed improvements in leadership, supervision, program implementation, and delivery of health services following the training (Posadas et al., 2024).
These findings indicate that public health nursing should not be understood only as the delivery of assigned national programs. Nurses can contribute to assessing population needs, setting priorities, analyzing service data, designing local interventions, monitoring results, and advocating for resources. However, their participation in planning and decision-making remains dependent on local administrative structures and the willingness of health leaders to recognize nursing expertise.
Leadership is also necessary for coordinating services across fragmented facilities. The devolved Philippine health system gives local governments substantial responsibility for health financing, staffing, facilities, and service delivery. Local decision-making can support context-sensitive programs, but unequal fiscal capacity and differences in accountability produce uneven service availability. Effective decentralization requires alignment among local decision space, institutional capacity, and accountability mechanisms (Liwanag & Wyss, 2019).
Digital health offers an additional mechanism for nurses to connect isolated communities with higher-level services. Telemedicine can reduce unnecessary travel, facilitate remote consultation, support follow-up, and allow rural providers to communicate with specialists. A Philippine study across urban, rural, and remote settings found general interest in telemedicine but also identified concerns about internet access, digital skills, continuity of care, trust, privacy, and the need for an established relationship with providers (Fabian et al., 2024).
Nurses may serve as digital facilitators by helping patients use teleconsultation platforms, gathering clinical information, explaining recommendations, documenting care, and arranging referrals. Nevertheless, digital services cannot replace physical examination, emergency transportation, reliable medicines, laboratory services, or adequately staffed facilities. The digital divide identified by public health nurses demonstrates that technology can reproduce inequity when devices, connectivity, electricity, technical support, and data protection measures are inadequate.
The most persistent finding was that nurses’ contributions to UHC are restricted by workforce shortages, unequal distribution, insecure employment, heavy workloads, inadequate resources, and limited professional development. The Philippines has a large nursing workforce, but nurses are disproportionately concentrated in hospitals and more urbanized regions.
National workforce data for 2020 identified approximately 90,205 nurses in hospitals and primary care facilities. About 69,236 were working in hospitals, compared with 24,969 in primary health care. A substantial proportion of nurses recorded in primary care were nationally deployed rather than permanently employed by local governments, illustrating the dependence of local health services on staff augmentation (Falguera & Sana, 2023).
The staffing study in Surigao del Norte found that facilities receiving additional personnel through deployment programs appeared to have adequate staffing and low-to-normal workload pressure. However, this apparent adequacy concealed possible maldistribution and dependence on temporary workers. Staffing pressure increased when service demands were high, responsibilities were delegated without adequate coordination, or health facilities were disrupted by disasters (Parial et al., 2024).
Local governments frequently rely on the Department of Health deployment program because they lack vacant permanent positions, sufficient funding, or available applicants. Tejero et al. (2022) found that 72.9% of participating rural municipalities requested personnel through national deployment programs, while 58.3% hired additional workers through job-order, casual, or contractual arrangements. Local recruitment and retention depended heavily on local revenue and the priority given to health by political and administrative leaders.
The national deployment program has substantially increased the number of health professionals serving underserved areas. However, program evaluations have identified weaknesses in targeting, integration, career progression, local absorption, and continuity after deployment contracts end. Temporary deployment addresses immediate vacancies but does not necessarily build a stable local workforce (Abrigo et al., 2021).
Health workers involved in UHC implementation have also reported restrictive hiring rules, personnel-service budget limitations, inadequate preparation for UHC responsibilities, poor working conditions, training costs, job insecurity, and uncompetitive compensation. Nurses may consequently spend clinical time performing record-keeping, information technology, financial, or administrative work because appropriate support personnel are unavailable (Pepito et al., 2025).
Migration remains a major workforce challenge. Filipino nurses may leave local practice due to low compensation, limited professional advancement, poor working conditions, and substantial salary differences between domestic and overseas employment. Migration benefits individuals and households but can weaken service continuity and increase the workload of nurses who remain, particularly in rural and underserved communities (Castro-Palaganas et al., 2017).
Discussion
The findings indicate that nurses are central to translating national UHC policy into services that rural households can experience. The Universal Health Care Act establishes entitlements and system reforms, but these reforms depend on health workers who can assess needs, provide services, educate communities, maintain records, coordinate referrals, and ensure follow-up. Nurses perform these functions at the point where communities encounter the health system.
Their contribution is especially important in geographically isolated settings because access involves more than enrollment in health insurance. A resident may be formally covered yet still be unable to obtain care due to distance, weather, transportation costs, limited facility schedules, staff shortages, or a lack of medications. By providing community-based services and maintaining communication with households, nurses help convert formal coverage into effective service coverage.
Nurses should not, however, be treated merely as substitutes for absent physicians. The evidence instead supports team-based primary care in which nurses, physicians, midwives, barangay health workers, and other professionals perform complementary and appropriately shared functions. Expanded nursing roles should be based on competencies, protocols, regulatory clarity, referral support, and patient-safety standards.
The nursing roles identified in the review contribute to several dimensions of UHC. Nurses improve accessibility by providing services closer to households. They contribute to comprehensiveness through preventive, promotive, clinical, chronic-care, and referral functions. They support continuity by maintaining records, monitoring patients, and following up treatment and referrals.
Nurses advance equity when they prioritize individuals who face poverty, disability, geographic isolation, cultural exclusion, or limited transportation. Their health education and community engagement activities improve acceptability by making services more understandable and responsive to local beliefs and circumstances.
Their contribution to financial protection is less directly documented but remains important. Early screening, health education, treatment monitoring, and timely referral may prevent complications that require costly hospitalization. Community-based and digital services may also reduce transportation and accommodation expenses. However, stronger economic evaluations are required before the financial effects of nurse-led rural services can be quantified.
The evidence suggests that national nurse deployment has been indispensable in maintaining primary care services in underserved municipalities. Facilities benefiting from deployed staff may appear adequately staffed, and many rural local governments actively request national personnel.
Nevertheless, deployment remains a temporary response to a structural problem. When deployed nurses leave at the end of their contracts, communities lose trained personnel, professional relationships, local knowledge, and continuity of care. Repeated cycles of short-term deployment may prevent local governments from developing stable staffing plans.
Deployment programs should therefore be connected to long-term workforce development. National support may remain necessary for poor and geographically disadvantaged local governments, but it should include clear pathways for local absorption, multiyear appointments, permanent regional staffing pools, or nationally funded positions assigned to priority communities.
The devolved health system allows local governments to design programs according to community needs. However, it also links nurses' availability to local revenue, administrative capacity, and political priorities. Wealthier local governments can create positions, provide allowances, improve facilities, and support continuing education, while poorer municipalities may remain dependent on temporary national deployment.
This creates a risk that communities with the greatest health needs will have the least capacity to finance the workforce required to address those needs. UHC therefore requires stronger national equalization mechanisms. Rural nursing services should not depend entirely on the fiscal capacity or changing political priorities of individual local governments.
Nurses should also have formal representation in local health boards and health care provider networks. Their direct knowledge of community needs can improve planning, budgeting, staffing, quality assurance, and program evaluation.
Community trust emerged as a critical but frequently overlooked resource. Facilities, medicines, and personnel are essential, but services may remain unused when residents do not trust providers or believe that recommendations conflict with cultural practices.
Nurses build trust through repeated interaction, respectful communication, confidentiality, and responsiveness. They also supervise and support barangay health workers who possess local knowledge and social relationships. These community connections enable the early identification of illness, correction of misinformation, and improved participation in health programs.
Trust should therefore be considered part of health-system infrastructure. Community engagement must receive protected time, training, logistical support, and recognition rather than being regarded as an informal addition to clinical work.
Digital health can strengthen rural nursing by improving communication, consultation, documentation, and referral. However, digital health is most effective when integrated with an existing primary care relationship. Nurses may help patients communicate with distant physicians or specialists while ensuring that recommendations are understood and implemented.
Technology cannot correct workforce shortages by itself. Remote consultation is unlikely to improve outcomes when communities lack medicines, diagnostics, emergency transport, electricity, or trained personnel to physically assess patients. Digital systems must consequently be implemented as part of a broader primary care and referral network.
The review identified limited research directly measuring the effects of rural nursing services on patient outcomes, service utilization, preventable hospitalizations, health expenditures, or mortality. Much of the existing evidence was descriptive, cross-sectional, or qualitative.
Several studies involved small samples or selected municipalities and may not represent the diversity of Philippine rural settings. Communities in remote islands, the Bangsamoro Autonomous Region in Muslim Mindanao, conflict-affected areas, Indigenous territories, and disaster-prone locations remain underrepresented.
Definitions of rural, remote, underserved, and geographically isolated communities were also inconsistent. Some studies used income classification, while others used geographic or administrative criteria. This variation limits direct comparison.
The review included policy and program documents to capture health-system evidence, but some were not peer-reviewed. Publication and language bias may also have occurred because most accessible literature was in English. Local program evaluations and nursing innovations may remain unpublished.


Suggestion
Rural health units should establish clearly defined nursing roles across clinical care, disease prevention, chronic-disease management, care coordination, health education, surveillance, and community engagement. Standardized protocols should clarify which services nurses may provide independently, collaboratively, or only after referral.
Nurse-led screening and follow-up programs for hypertension, diabetes, maternal risks, communicable diseases, older persons, and other priority conditions should be expanded where appropriate. These programs must be supported by medicines, diagnostic tools, referral pathways, and regular clinical supervision.
Public health nurses should receive adequate administrative and information-management support. Assigning nurses excessive clerical work reduces the time available for patient care, outreach, education, and program evaluation.
The government should prioritize permanent, adequately compensated nursing positions in rural health units, community hospitals, and barangay health stations. Staffing decisions should be based on workload, geographic difficulty, population vulnerability, disease burden, and service requirements rather than population ratios alone.
Nationally deployed nurses should receive longer contracts, clear career pathways, continuing education, and reasonable opportunities for permanent appointment. Deployment agreements should define the responsibilities of the Department of Health and receiving local governments for supervision, accommodation, safety, transportation, benefits, and eventual local absorption.
A comprehensive rural-retention package should combine competitive compensation with hardship allowances, safe housing, transportation support, security measures, continuing professional development, supportive supervision, recognition, family assistance, and opportunities for advancement. Financial incentives alone are unlikely to retain nurses when facilities remain unsafe or professionally isolating.
Scholarships and return-service agreements should prioritize students from rural and geographically isolated communities, as individuals with local family, language, and cultural connections are more likely to remain. Return-service programs must include guaranteed placement in funded positions.
Nursing curricula should provide sustained exposure to rural and community health practice rather than relying on brief observational placements. Students should develop competencies in population assessment, primary care, chronic-disease management, health promotion, culturally responsive practice, disaster nursing, digital health, leadership, program management, and local health governance.
Postgraduate programs and professional certification in public health nursing, family and community nursing, and advanced primary care nursing should be strengthened. Continuing education must be accessible to nurses in remote areas through blended, low-bandwidth, and workplace-based formats.
Training should also prepare nurses to supervise barangay health workers, facilitate interprofessional teams, analyze local health data, manage referrals, and participate in policy and budget discussions.
Nurses should be formally included in local health boards, health care provider networks, quality-improvement committees, disaster councils, and UHC planning structures. Their participation should extend beyond program implementation to decision-making and evaluation.
National government should provide stronger fiscal and technical support to low-income and geographically disadvantaged local governments. Minimum primary-care staffing and service standards should be supported through equitable financing so that essential nursing positions do not depend solely on local revenue.
Workforce planning should use workload-based approaches, such as the Workload Indicators of Staffing Need, while also considering travel time, outreach responsibilities, disaster disruptions, administrative burden, and the population’s social and geographic vulnerability.
Rural digital-health initiatives should include reliable connectivity, equipment, technical support, privacy safeguards, and clear clinical workflows. Nurses should participate in the design and evaluation of digital systems because they are often responsible for entering data, coordinating consultations, explaining recommendations, and following up with patients.
Telemedicine platforms should be integrated with electronic medical records, referral systems, laboratory services, pharmacies, and emergency transportation services. Low-bandwidth alternatives, including telephone and asynchronous communication, should remain available for communities without stable internet access.
Future research should evaluate the effects of nurse-led rural services on access, continuity of care, clinical outcomes, patient satisfaction, household expenditure, preventable hospitalizations, and health equity. Longitudinal and multisite studies are needed to determine whether staffing and retention interventions produce sustainable improvements.
Research should examine nursing practice in remote islands, Indigenous communities, conflict-affected areas, disaster-prone municipalities, and underserved regions of Mindanao. Studies should also evaluate the experiences of contractual and deployed nurses, including the effects of job insecurity on performance and retention.
Economic evaluations are needed to compare permanent rural nursing positions, temporary deployments, mobile clinics, nurse-led chronic care programs, and digital health interventions. Community members, nurses, barangay health workers, and local governments should be involved in designing these studies.
Nurses play an essential role in advancing universal health care in rural and geographically isolated communities in the Philippines. They provide frontline clinical services, promote health and prevent disease, support chronic-care management, educate families, supervise community-based health workers, coordinate referrals, lead local programs, and connect patients with higher levels of care.
Their contribution is especially important where geography, poverty, transportation difficulties, limited infrastructure, and health-worker shortages restrict access to formal services. Through continued presence and community relationships, nurses help transform legal entitlement to health care into practical and usable services.
However, nurses cannot resolve rural health inequities through professional dedication alone. Their effectiveness depends on adequate staffing, permanent employment, fair compensation, supportive supervision, functional facilities, reliable supplies, digital connectivity, referral systems, and participation in health-system decision-making.
Advancing UHC therefore requires a transition from viewing rural nurses as temporary workforce substitutes to recognizing them as clinical providers, community partners, care coordinators, and health-system leaders. Sustainable investment in rural nursing is an investment in equitable, continuous, and people-centered health care for communities that have historically been underserved.
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