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Abstract
Introduction  Access to preventive care is essential for addressing the stark health inequities between people 
with intellectual disability and the general population. Despite evidence that structured annual preventive health 
assessments in primary care can support the delivery of evidence-based care to people with intellectual disability, 
their uptake remains low. This scoping review synthesises the literature examining the multiple dimensions of access 
to health assessments to identify the supply- and demand-side factors that are impacting on people with intellectual 
disability’s access to them.

Methods  This scoping review followed JBI methodology. We systematically searched six databases on 15 February 
2024 for relevant peer-reviewed empirical research. Two independent reviewers completed full-text screening and 
extracted data, mapping it to Levesque and colleagues’ theoretical framework of access, which incorporates supply-
side features of health systems and services, and demand-side characteristics of consumers and populations.

Results  Of the 1639 identified publications, 40 met the inclusion criteria, all originating from six high-income 
countries. Most of the published research focused on supply-side factors, such as the availability and promotion 
of assessments by health services, practitioners’ views on their effectiveness; communication challenges; and the 
provision of reasonable adjustments. Less frequently included were demand-side factors such as communication 
challenges between the practitioners and the person with intellectual disability, the health literacy both of people 
with intellectual disability and their carers/supporters, and the level of involvement in, and engagement with, the 
process by carers/supporters.

Conclusion  This review systematically assesses the supply and demand-side factors impacting on access to health 
assessments for people with intellectual disability. Supply-side factors are well-documented, and findings on these 
factors show some consistency across multiple reviews, including this one. There is a need for further research to 
explore the perspective of practitioners who do not currently offer health assessments. Demand-side factors remain 

Access to preventive health assessments 
for people with intellectual disability: 
a systematic scoping review informed by the 
Levesque Access Framework
Maddison Eveleigh1,2, Jodie Bailie2,3*, Alison Laycock2, Sally Hall Dykgraaf4, Paul Caltabiano1,5, Bradley Shea6, 
Nicholas Lennox7, Kanchana Ekanayake8 and Ross Stewart Bailie9

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s12913-025-13060-6
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-025-13060-6&domain=pdf&date_stamp=2025-6-24


Page 2 of 19Eveleigh et al. BMC Health Services Research          (2025) 25:867 

Introduction
People with intellectual disability experience higher rates 
of morbidity [1], mortality [2, 3] and potentially prevent-
able hospitalisations compared with the general popu-
lation [4]. With an estimated 240 million people with 
intellectual disability worldwide, these disparities rep-
resent a significant global health concern [5, 6]. People 
with intellectual disability typically need more support in 
navigating the health system compared to other groups 
[7]. Ensuring access to preventive health care is widely 
recognised as key to improving health outcomes for this 
population [8].

Although preventive health care may be addressed dur-
ing any primary care visit, structured annual preventive 
health assessments (herein referred to as ‘health assess-
ments’) are becoming more widely used to improve 
the delivery of evidence-based preventive care. Health 
assessments provide a comprehensive health evaluation 
of medical history, physical examination of all systems, 
and ensure screening for vision, hearing, and cancer are 
current. They also enable the identification of risk factors 
for chronic diseases to facilitate preventive care and early 
intervention [9, 10].

For several decades, health assessments targeting people 
with intellectual disability have been a feature of health 
policy in several high-income countries, such as Australia 
[11, 12] and the United Kingdom (UK) [13]. Health assess-
ments for people with intellectual disability have been 
used to identify unrecognised health conditions [14–17], 
to improve the management of existing conditions [18, 
19], and to facilitate health promotion [15–17, 19, 20]. For 
example, a study in Wales examining the medical records 
of 26 954 people found that health assessments were asso-
ciated with reduced mortality both for people with Down 
Syndrome and for those with autism co-occurring with 
intellectual disability [21]. Despite this emerging evidence 
as to their effectiveness of these assessments, and efforts to 
promote them assessments at the primary care level, their 
uptake remains low [22, 23].

Three reviews have highlighted the barriers to uptake 
of these assessments, and all primarily focus on dimen-
sions of healthcare access [24–26]. Barriers include lack 
of awareness among general practitioners and practice 
nurses (herein referred to collectively as practitioners) 
of health assessments and their benefits; limited training 
and experience by practitioners in the delivery of health 
assessments; communication challenges; and insufficient 
time for practitioners to complete assessments.

Over recent decades, various frameworks have been 
developed to understand healthcare access [27–31]. 
The Conceptual Framework of Access to Healthcare 
(herein referred to as the ‘Levesque Access Frame-
work’), published in 2013 by Levesque and col-
leagues’ [32], conceptualises access as being achieved 
through an interaction of factors on the ‘supply-side’ 
(health services) and ‘demand-side’ (health care 
users) (Fig. 1) [32]. Supply-side factors are defined as: 
approachability, acceptability, availability and accom-
modation, affordability, and appropriateness. The 
corresponding demand-side factors follow a patient’s 
journey through accessing health care and are defined 
as: ability to seek, ability to perceive, ability to reach, 
ability to pay, and ability to engage. The Levesque 
Access Framework has previously been used to exam-
ine factors impacting healthcare access for people from 
socially vulnerable backgrounds [7, 33–35], including 
those with intellectual disability [7, 36, 37].

To date, a holistic framework that incorporates 
both supply- and demand-side dimensions has yet 
to be applied to understand the full range of factors 
impacting access to health assessments in primary 
care for people with intellectual disability. Our review 
addresses this evidence gap by assessing the pub-
lished literature in this area using the Levesque Access 
Framework to identify these supply- and demand-side 
factors impacting on access to health assessments for 
people with intellectual disability in primary care. 
We anticipate that our review findings will contrib-
ute to a greater understanding of access barriers and 
facilitators, and guide further research on developing 
strategies to address these on both the supply and the 
demand side.

Methods
A scoping review methodology was selected to com-
prehensively identify and map existing research on 
supply- and demand-side factors influencing access to 
health assessments. Our review drew on the methodol-
ogy developed by JBI (formerly known as Johanna Briggs 
Institute) and was conducted according to a published 
a priori protocol [38]. Reporting was guided by the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses Extension for Scoping Reviews (PRISMA-ScR) 
checklist [39]. Consistent with JBI guidelines for scoping 
reviews, neither critical appraisal of quality nor risk of 
bias were assessed.

less explored than supply-side factors and warrant further investigation and research is needed to understand the 
perspectives of people with disability who do not currently access health assessments.
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Research question
The research question was: “What supply and demand 
side factors impact access to structured annual preventive 
health assessments for people with intellectual disability 
in primary care?”.

Inclusion criteria
The scoping review parameters were defined using the 
“PCC—Population, Concept, Context” framework out-
lined in the JBI guidelines. The population of interest 
are people with intellectual disability, defined as having 
permanent decreased intellectual function, present dur-
ing developmental periods and before age 18. All age 
groups were included. People with cerebral palsy, autism 
or other neurodevelopmental disorders are only included 
if they have a co-existing intellectual disability.

The concept of interest for the review was the deter-
minants of access to structured annual preventive health 
assessments in primary care, which encompasses fea-
tures of services and characteristics of users that may act 
as barriers or enablers to access. Publications relating to 
screening for specific conditions such as cervical screen-
ing and mammography are to be excluded.

The context was general practice, family medicine or 
primary care, in all countries. Empirical peer-reviewed 
research studies with any design were included. We 
excluded publication that were not peer-reviewed, 
including commentaries, perspectives, opinion, editori-
als, letters to the editor, books, book chapters, conference 
abstracts and proceedings, theses, and reviews (such as 

scoping and systematic reviews). Grey literature sources 
were excluded.

Relevant literature search
An initial search of Medline and Google Scholar was 
conducted to identify key peer-reviewed publications 
on the topic and to develop a list of search terms. Sub-
sequently, a full Medline search strategy was devel-
oped with an academic librarian (KE) and experts in 
the field of intellectual disability and health services 
research (JB, SHD, NL, RB) (Table  1). The Medline 
search terms were then translated to Embase, Psy-
cINFO, CINAHL, Scopus and Web of Science. Data-
base searches were from database inception to 15 
February 2024. The final search strategy for each data-
base can be found in Appendix 1.

Study selection
Search results were uploaded into COVIDENCE [40], 
a web-based review platform, and duplicates removed 
for screening. Following a pilot test of the eligibility cri-
teria, title and abstracts were screened by one reviewer 
(JB), with a randomly allocated sample of 20% sampled 
by another reviewer (AL). At full-text screening, three 
reviewers (ME, JB, AL) independently screened all publi-
cations using predefined inclusion and exclusion criteria. 
Throughout the review process, conflicts were resolved 
by JB or, if required, through further discussion between 
reviewers.

Fig. 1  Conceptual framework of access to health care, adapted from Levesque and colleagues [32]
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Data extraction
A data extraction template was developed within COVI-
DENCE. The template was developed a priori and piloted 
on five randomly selected publications to ensure all rel-
evant results were extracted. The template was updated 
after the pilot process. The template captured authors, 
year of publication, country and region, study setting 
and population, study design, methods, aims and factors 
influencing access to health assessments. Data extraction 
was performed independently by two reviewers (ME, JB). 
Where extracted data differed between the reviewers, 
consensus was reached through discussion.

Data analysis and presentation
As data were extracted, ME and JB independently applied 
deductive coding using the Levesque Access Framework. 
This was achieved by ME and JB reading the whole publi-
cation and then, line by line, considering the relevance of 
the text to each dimension in the Levesque Access Frame-
work, and coding it to the relevant domains. To guide this 
process, we developed a codebook reflecting our concep-
tualisation of access to health assessments, based on the 
Framework’s dimensions (outlined in Table 2), which was 

regularly updated throughout data extraction and analy-
sis. ME and JB met regularly throughout this process and 
resolved any differences through discussion.

Data coded according to the dimensions of the 
Levesque Access Framework were analysed through a 
recursive process, following the steps of content analysis 
as outlined by Elo and Kyngäs [41]. Specifically:

1.	 ME and JB independently immersed themselves in 
the extracted data, reading and re-reading to gain a 
general understanding of the content that had been 
deductively coded to the dimensions.

2.	 Within each dimension ME coded data as barriers 
or facilitators, writing notes and headings describing 
the content. ‘Barriers’ were defined as impeding 
access to health assessments, and ‘facilitators’ were 
defined as improving access to health assessments.

3.	 Building on the categorisation of barriers and 
facilitators, ME, in consultation with JB and AL, 
developed higher-level ‘factors’ that described each 
barrier and/or facilitator.

4.	 ME, JB, and AL refined the barriers, facilitators, 
and factors within each dimension by comparing, 

Table 1  Medline search strategy, showing the population, context and concepts
Population 1 exp Intellectual Disability/or Fragile X Syndrome/or Rett Syndrome/or Angelman Syndrome/

2 (Intellectual Disabilit* or intellectual disorder* or Cri-du-Chat Syndrome* or down syndrome* or de lange syndrome* or Men-
tal retardation* or Rubinstein-taybi syndrome* or trisomy 13 syndrome* or WAGR syndrome* or Williams Syndrome* or Prader-
Willi syndrome* or genetic disorder* or Fragile X* or Rett* or Angelman* or cat cry syndrome* or happy puppet syndrome*).mp.
3 Developmental Disabilities/
4 developmental disabilit*.mp.
5 Learning Disabilities/
6 learning disabilit*.mp.
7 (mental handicap* or Mental deficien* or mental retard*).mp.
8 1 or 2 or 3 or 4 or 5 or 6 or 7

Context 9 exp Primary Health Care/
10 Primary* care*.mp.
11 Preventive Medicine/
12 preventative medicine*.mp.
13 exp General Practice/
14 (General practice* or Family practice* or GP service* or family doctor* or family medicine*).mp.
15 health services/or health services for persons with disabilities/or health services, indigenous/or preventive health services/
16 (health service* or"health services for persons with disabilit*"or Indigenous health service* or preventive health service*).mp.
17 Community Health Services/
18 community* health service*.mp.
19 Aboriginal health service*.mp.
20 nurse practitioners/or family nurse practitioners/
21 (nurse practitioner* or family nurse practitioner*).mp.
22 Primary Care Nursing/
23 primary care nurs*.mp.
24 Physicians, Family/
25 family physician*.mp.
26 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25

Concept 27 Health check*.mp.
28 Health assessment*.mp.
29 Preventive health check*.mp.
30 Health Screen*.mp.
31 27 or 28 or 29 or 30
32 8 and 26 and 31
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rereading, and revisiting the source publications to 
review the context.

During this process, ME regularly conferred with JB and 
AL to discuss, reflect on and cross-check the emerg-
ing factors of the analysis to ensure consistency and 
conceptual clarity. All authors, drawing on their expe-
rience, checked the results against their understand-
ing of how targeted preventive health assessments were 
implemented in primary care, and the barriers to their 
implementation.

Results
Search results and study selection
The search identified 1639 publications. After duplicate 
removal, title and abstract screening, and full-text review, 
40 publications were included (Fig. 2).

Characteristics of included studies
The characteristics of the 40 included publications are 
presented in Table  3. Most publications had a qualita-
tive study design (n = 21), 11 had a quantitative design, 
six were mixed methods (with integration of qualitative 
and quantitative data), and two included both a quali-
tative and quantitative design without integration. All 
publications were conducted in one of six high-income 
countries, predominantly the UK (n = 27), followed by 

Canada (n = 5), the Netherlands (n = 3), Australia (n = 3), 
New Zealand (n = 1), and Norway (n = 1). Over half of the 
included publications were published in the last 10 years 
(n= 21). Nine included rural and regional perspectives, 
but only two of these were based in a rural or remote set-
ting [42, 43], and none presented results disaggregated 
by rurality. Two publications from one study had people 
with intellectual disability on the research team [44, 45]. 
Most included the perspectives both of primary care 
practitioners (such as general practitioners and/or prac-
tice nurses) who had implemented health assessments, 
and of people with intellectual disability who had under-
gone a health assessment (n = 29). 

Barriers and facilitators to accessing preventive health 
assessments
Nineteen publications identified factors solely impacting 
the supply-side dimensions of access (characteristics of 
health services), seven focused solely on factors impact-
ing demand-side dimensions (characteristics of people 
with intellectual disability), and 14 identified factors 
related both to supply- and demand-side dimensions.

‘Approachability’ and ‘ability to perceive’
Twenty-five publications identified supply-side fac-
tors that impacted on the approachability of health 
assessments which, in the context of this review, mainly 

Table 2  Levesque and colleagues’ dimensions and how we conceptualised these in this review
Levesque Ac-
cess Framework 
dimensions

How we conceptualised in our review

Supply side 
dimensions

Approachability Relates to whether people with intellectual disability and practitioners are aware that health assessments 
exist. Primary care practices may actively promote health assessments through patient identification, invita-
tion, and recall.

Acceptability Relates to practitioners’ view of health assessments including their confidence and role in providing them 
and the judged appropriateness and importance of these assessments.

Availability and 
Accommodation

Availability relates to whether practitioners have enough time to complete a health assessment, which 
encompasses the availability of other primary care staff i.e. nurses and administrative staff. Accommodation 
relates to the provision of reasonable adjustments to a health assessment environment and appointment 
and wait times to receive an appointment.

Affordability Relates to the adequacy of practitioner’s remuneration for delivering a health assessment.
Appropriateness Relates to the quality of the health care encounter and follow up care, including fit between the service and 

the person’s need, communication, including practitioner expertise and training and suitability of written 
information provided, and suitability of the health assessment proforma.

Demand side 
dimensions

Ability to perceive Relates to the health literacy and knowledge of people with intellectual disability and their support work-
ers/carers and therefore their recognition of the need for, and potential benefits of preventive care.

Ability to seek Relates to the concepts of personal autonomy and capacity to choose to seek a health assessment, knowl-
edge about health assessments including the steps and procedure involved in undertaking an assessment, 
and the related medical anxiety associated with attending a primary care practice.

Ability to reach Relates to the capacity of people to book and attend a health assessment, including transport, personal mo-
bility, and occupational flexibility that would enable one person to physically reach a primary care practice.

Ability to pay Relates to people’s and support systems’ ability to generate economic resources– through income, savings, 
borrowing, or loans to pay for health assessments.

Ability to engage Relates to the participation and involvement of a person with intellectual disability and their support 
worker/carer in decision-making and treatment decisions, which in turn is strongly determined by capacity 
and motivation to participate in care and commit to its completion.
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encompasses the promotion of health assessments 
(Table  4). Primary care practices often failed to provide 
or promote health assessments [20, 42–44, 46, 47, 52–56, 
61, 68, 71–73, 75], in part due to the inability of their 
clinical systems to identify patients with intellectual dis-
ability, thereby limiting their ability to identify eligible 
patients and invite or recall them for a health assessment 
[43, 44, 46, 47, 61, 63, 68, 73, 77, 79]. Some primary care 
practices promoted health assessments through routine 
invitations and reminders to attend [20, 44, 46, 52, 53, 56, 
61, 72–75], but these were not always issued in ways that 
were clear and accessible to people with intellectual dis-
ability [44, 45, 54, 60, 74, 80], Further barriers included 
practitioners having little or no knowledge of health 
assessments and/or of the associated preventive health 
guidelines [20, 42, 73].

Seven publications identified demand-side factors 
impacting on the ability to perceive, which was concep-
tualised by whether people with intellectual disability and 
their carers/supporters value health assessments. Mixed 
views were identified, with some individuals perceiving 

limited value or significance in health assessments [43, 
54, 56, 73, 74, 80], while others recognised them as a use-
ful approach for maintaining good health [42, 54, 73, 74].

‘Acceptability’ and ‘ability to seek’
Twenty-six publications identified supply-side factors 
impacting the acceptability of health assessments, a 
dimension that encompassed practitioner perspectives 
and continuity of care (Table 5). There were several rea-
sons that practitioners viewed health assessments nega-
tively: there is a lack of evidence they improve long-term 
health outcomes [42, 44, 45, 47, 56, 62, 67, 69, 71, 72, 75, 
80]; they are seen as too time intensive [50, 67, 69–72, 78, 
80]; and there is uncertainty around the practitioners role 
in providing them [51, 65, 67, 69–71, 78, 79]. Some also 
felt unprepared or lacked confidence in carrying out a 
thorough health assessment for people with intellectual 
disability [20, 42, 44, 47, 50, 57, 69]. Conversely, some 
practitioners did see health assessments as a positive 
intervention [20, 42, 44, 47, 50, 66, 67, 69, 78]. Another 
factor identified in this dimension was the degree of 

Fig. 2  Preferred Reporting of Items for Systematic Reviews and Meta-Analysis Extension for Scoping Reviews (PRISMA-ScR) flow diagram
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continuity of care between practitioners and people with 
intellectual disability. A long-term professional relation-
ship, in which the practitioner is familiar with the person, 
facilitated access to health assessments [42, 45, 46, 54, 69, 
70, 73, 74].

Five publications identified factors impacting on the 
demand-side dimension of ability to seek, which encom-
passed people’s knowledge of health assessments. Some 
people with intellectual disability did not wish to seek a 
health assessment due to medical anxiety, including the 
worry of discovering they are ill [42, 73], anxiety regard-
ing potential discomfort such as injections [53], or a 
more general fear of doctors and/or health professionals 
[42, 43]. Others were simply unaware of the existence of 
health assessments [42, 43], thereby limiting their access 
to them. One publication reported a previous health 
assessment to be a positive predictor of whether some-
one accessed a future assessment [75].

‘Availability and accommodation’ and ‘ability to reach’
Twenty-two publications identified supply-side fac-
tors impacting the availability and accommodation 
of health assessments (Table 6). In the context of this 
review, availability and accommodation were concep-
tualised by the provision of reasonable adjustments 
and practitioner time to complete a health assessment. 
Practitioners reported that health assessments take 
longer to prepare for and conduct than a standard con-
sultation [20, 42, 46, 47, 55, 67, 69, 70, 78, 80]. Some 
primary care practices had employed a practice nurse 
to assist with health assessments which was effective 
in relieving time pressure on general practitioners 
[42, 47, 48, 73]. Situations that can discourage a per-
son from undertaking a health assessment include long 
wait times in the waiting room [46, 53, 70, 73, 74], as 
these can be anxiety-provoking due to sensory needs 
[43, 46, 73], and/or clinics having inaccessible spaces 
for people with mobility needs [60, 73]. Some primary 
care practices and practitioners were unaware of what 
constitutes a reasonable adjustment for people with 
intellectual disability [43–45], but others did see the 
value in offering reasonable adjustments to health 
assessments [50, 71], such as home visits [44, 46] and 
flexible appointment times [43, 46, 64, 79, 80].

Seven publications identified factors impacting on the 
demand-side dimension of ability to reach, such as access 
to transport and the availability of a person with intellec-
tual disability to attend a health assessment. People with 
intellectual disability can experience arduous coordina-
tion of their journey to an appointment [42, 54, 67, 73], 
particularly pertinent for those living in rural locations 
[42]. Other people with intellectual disability and carers/
supporters expressed concerns as to how a health assess-
ments could be accommodated within a busy schedule 

[53, 73]. People were also more likely to schedule a health 
assessment appointment if they had support [60, 72].

‘Affordability’ and ‘ability to pay’
Eleven publications identified a supply-side factor 
impacting on the affordability of health assessments, 
which in the context of this review was conceptualised 
by the adequacy of financial remuneration for primary 
care practitioners (Table  7). A majority of publications 
found that remuneration for health assessments did not 
reflect the time invested by practitioners in preparing 
and conducting the assessments [20, 44, 47, 55, 72, 73, 
78–80]. Only three publications identified a perception 
from practitioners that health assessments were being 
adequately remunerated [42, 47, 52].

The demand-side dimension of ability to pay, which 
encompasses a person’s ability to pay for and afford a 
health assessment, was identified in three publications. 
Being of younger age and from a lower socioeconomic 
background were the greatest barriers to a person’s abil-
ity to pay [52, 75]. A facilitator for this dimension was the 
availability of a government subsidy to reduce the cost of 
the health assessment for the person undergoing a health 
assessment [80].

‘Appropriateness’ and ‘ability to engage’
Twenty-seven publications identified supply-side factors 
that impacted the appropriateness of health assessments, 
which was conceptualised by the quality of care provided 
to people with intellectual disability (Table 8). Additional 
training in health assessments appears to be important 
for practitioners to provide high-quality, thorough health 
assessments to people with intellectual disability [42, 45, 
47, 50, 69–71, 73, 78]. The communication skills of prac-
titioners were frequently reported as being insufficient or 
needing to be improved [42, 43, 53, 54, 73, 79] if practi-
tioners were to interact effectively with people with intel-
lectual disability. A similar barrier to communication was 
the failure to offer, or the underutilisation of, accessible 
health information such as Easy Read format [43–46, 
49, 54, 57, 73]. Three important aspects of the effective-
ness of health assessments are the action plan, referrals 
to further services, and follow-up. However, some pub-
lications found practitioners were not developing action 
plans to follow-up on identified health needs [60]. Addi-
tionally, practitioners’ knowledge of disability support 
services was limited [20, 42, 54, 70], with many unclear 
as to whose responsibility it was to provide follow-up 
care [54, 78], thereby reducing the quality of care given to 
those completing health assessments. The facilitators of 
appropriateness were twofold: firstly, that health assess-
ments improved practitioner awareness and knowledge 
of people with intellectual disability [20, 47, 50, 67, 78, 
80] so they were able to provide better care [20, 66, 78]; 
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and secondly, that some practitioners were comfortable 
using patient-friendly language [42, 46, 54, 58, 59, 70].

The demand-side dimension of ability to engage, which 
was identified in 15 publications, was conceptualised as 
a person with intellectual disability being able to partici-
pate with the health assessment and the practitioner. The 
main barriers were a lack of inclusive communication 
[43, 49, 73] and of continuity of carers/supporters [45, 47, 
67]. The main facilitator of a person’s ability to engage is 
having effective communication channels to relay health 
information to the practitioner, supported by a carer/
supporter [42, 43, 50, 54, 58, 59, 79].

Discussion
This scoping review adds to the existing evidence base 
through systematically identifying supply- and demand-
side factors that impact access to understand utilisation 
of structured annual preventive health assessments in 
primary care for people with intellectual disability. In our 
review, the most common supply-side factors were the 
provision and promotion of health assessments, practi-
tioners’ views and attitudes towards the effectiveness of 
these assessments, the degree of effective communication 
established between practitioners and people with intel-
lectual disability, and the provision of reasonable adjust-
ments. Less frequently studied were demand-side factors 
such as the ability of people with intellectual disability to 
communicate with a practitioner, the health literacy of 
people with intellectual disability and their carers/sup-
porters, and the level of involvement and engagement of 
the carer/supporter.

There was limited research focusing on understanding 
the perspectives of people with disability who do not cur-
rently access health assessments and of practitioners who 
do not conduct health assessments for this population. 
However, our review confirmed our initial impressions 
that there has been relatively limited attention in the 
peer-reviewed literature to demand-side factors affect-
ing access to health assessments. This is an important gap 
because it limits the ability of services to move to a more 
patient-centred approach to improving health outcomes.

The factors identified in our review align with findings 
from recent reviews [24–26]. For example, the work of 
Caltabiano and colleagues focused on supply-side factors 
and highlighted primary care practitioners’ behaviours 
influencing the implementation of health assessments for 
this population [24]. Sonderlund and colleagues used an 
ecological approach to outline barriers to implementing 
both health assessments and screening programs; how-
ever, their review may be limited by search terms requir-
ing the word ‘implementation’ and use of an automated 
pre-screening process that might have omitted some 
eligible studies [25]. Gregson and colleagues examined 
the experiences of people with intellectual disability in Ta
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accessing not only health assessments, but also broader 
screening programs and primary care [26]. While these 
reviews applied different analytical frameworks, they 
converge on the same core issue: the low uptake of health 
assessments related to access issues.

Efforts to improve access to health assessments are 
more likely to succeed when identified barriers and facili-
tators are targeted [81]. Given the consistency of barri-
ers and facilitators on the supply-side, across multiple 
reviews [24–26], including this review, we propose this 
established knowledge base could be used to co-design 
targeted interventions to improve access and uptake of 
health assessments. Simultaneously, research is under-
taken into the perspectives of currently underrepresented 
groups—such as individuals who do not access health 
assessments and practitioners who do not offer them—
will be essential to continuously refine and optimise these 
strategies.

Over two-thirds of publications were from the UK, fol-
lowed by Canada, Australia, New Zealand, and Norway. 
The UK and Australia have national policies to support 
the implementation of health assessments, including the 
UK Direct Enhanced Service [82] and Australia’s National 
Roadmap to Improve Health Outcomes for People with 
Intellectual Disability [11]. These policies are a recogni-
tion of and response to the need to improve healthcare 
for people with intellectual disability, and point to the 
importance of high-level policy support and resourcing 
for implementation to enhance the delivery of preven-
tive care [83]. Additionally, the role of advocacy organisa-
tions is crucial in increasing awareness of the availability 
of preventive health assessments at the community level 
[12]. These programs also provide essential support in 
building self-advocacy skills for people with intellectual 
disability. For example, in Australia, the Council for Intel-
lectual Disability has created a series of Easy-Read fact 
sheets to build awareness of the availability of preventive 
health assessments [84]. While outside the scope of this 
review, there may be differences in healthcare systems 
that influence the extent to which practitioners are will-
ing or able to work with people with intellectual disabil-
ity, and these differences may have influenced the focus 
and amount of research relevant to the review.

The Levesque and colleagues’ Access Framework is 
widely cited and provided a structured approach to iden-
tifying factors impacting access to health assessments 
in primary care. However, it does not explicitly include 
a health system domain, such as system-level policy. We 
recommend incorporating a health system element into 
the framework, potentially as an overarching component. 
In our review, national policies appeared to influence 
access to preventive health assessments. Like other schol-
ars who applied the framework [7, 33, 35, 85], we needed 
to continually reflect on how we were conceptualising the 

dimensions in our review, and applying the data to the 
most relevant dimension.

Strengths and limitations
A strength of the review was the use of a published a priori 
protocol, which improved its transparency and reproduc-
ibility, and the use of a well-cited framework that has been 
previously used effectively in the context of intellectual dis-
ability previously. A further strength was the involvement 
of two independent reviewers at the full-text screening 
and data extraction stages, ensuring rigour and reliability.

The limitations of this review include the potential 
for missing evidence, as grey literature and publications 
in languages other than English were excluded. There is 
also potential for selection bias in the included publica-
tions, as they were predominantly focussed on practitio-
ners who were already performing health assessments, 
and only a few centred-on patient perspectives. As the 
comprehensiveness of our review is contingent on the 
scope of the included publications, and not all of these 
have taken an approach of investigating factors impact-
ing access to health assessments, our insights are solely 
based on what has been studied and thereby provide only 
a partial picture. Additionally, all included publications 
originated from six high-income countries. We did not 
identify studies from other countries that met our inclu-
sion criteria, which may limit the relevance or applicabil-
ity of our findings to other countries.

Conclusion
This scoping review synthesises research on the supply 
and demand factors affecting access to health assess-
ments for people with intellectual disability, using a 
well-cited access framework. While supply side factors 
are well documented, further investigation into demand-
side factors is needed to understand fully what influences 
access. Future research should focus on practitioners and 
people with intellectual disability who are not currently 
utilising health assessments, as their perspectives are 
often underrepresented. Addressing this gap will provide 
a fuller understanding of the barriers to access from mul-
tiple perspectives. Simultaneously, given the consistent 
barriers and enablers related to supply-side factors across 
numerous reviews, including this one, efforts should now 
shift towards co-designing and implementing targeted 
interventions that leverage this established knowledge to 
improve access and uptake. Implementing interventions 
that translate this knowledge into practical strategies for 
improving access and uptake of health assessments holds 
the potential to drive lasting improvements in preven-
tive care for this population, while ongoing research into 
underrepresented perspectives will further inform and 
refine these strategies to ensure they are comprehensive 
and effective.
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