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Abstract 

Introduction People with intellectual disability experience poorer health outcomes compared with the general 
population, partly due to the difficulties of accessing preventive care in primary care settings. There is good evi-
dence that structured annual health assessments can enhance quality of care for people with intellectual disability, 
and their use has become recommended policy in several high-income countries. However, uptake remains low. 
The Theoretical Domains Framework (TDF) offers a conceptual structure for understanding barriers to implementa-
tion and has been usefully applied to inform implementation of health assessments for other high-need groups, 
but not for people with intellectual disability. We conducted a scoping review of the literature, using the TDF, to iden-
tify barriers and facilitators influencing primary care practitioners’ implementation of annual health assessments 
for people with intellectual disability as part of routine primary care practice.

Methods This study was conducted according to the JBI methodological approach for scoping reviews. Searches 
were conducted in Medline (OVID-SP), Embase (OVID-SP), PsycINFO (OVID-SP), CINHAL (EBSCO), Scopus (Elsevier) 
and Web of Science (Clarivate) for relevant peer-reviewed publications up to May 2023. Screening, full-text review 
and data extraction were completed by two independent reviewers. Data were extracted and mapped to the TDF 
to identify relevant barriers and facilitators.

Results The search yielded 1057 publications, with 21 meeting the inclusion criteria. Mapping data to the TDF, 
the most frequently identified domains were (a) environmental context and resources, (b) skills, (c) knowledge and (d) 
emotion. Predominant factors impacting on implementation included practitioners’ lack of awareness about health 
assessments and their identified benefits; inadequate training and experience by practitioners in the delivery 
of health assessments for people with intellectual disability; insufficient time to provide health assessments; and prac-
titioner burnout.
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Contributions to the literature

• Using a theory-informed behavioural framework, this 
scoping review systematically identifies and categorises 
barriers and facilitators affecting primary care practi-
tioners’ implementation of structured annual health 
assessments for people with intellectual disability.

• Barriers and facilitators to implementation were 
most frequently mapped to the following framework 
domains: (a) environmental context and resources, (b) 
skills, (c) knowledge and (d) emotion.

• There is a need for further qualitative research to 
examine the perceptions of primary care practitioners 
regarding implementation barriers and facilitators to 
health assessments in general, and to ensure that the 
views of primary care practitioners not currently pro-
viding health assessments are investigated.

Introduction
People with intellectual disability experience higher rates 
of mortality [1] and morbidity [2] compared with the 
general population. These additional health burdens are 
present across the life-course and are often ineffectively 
managed or under-recognised [3]. Inadequate access to 
preventive care is thought to contribute to inequitable 
health outcomes for people with intellectual disability [4].

To address these health disparities, structured compre-
hensive annual health assessments for people with intel-
lectual disability, delivered in primary care settings, have 
become a feature of health policies in some high-income 
countries [5, 6]. These assessments are best viewed as a 
vehicle for improving the delivery of evidence-based pre-
ventive care and have been used to target priority popu-
lation groups, such as people with intellectual disability, 
the elderly, children and, in Australia, Aboriginal and 
Torres Strait Islander people.

Multiple publications, including a systematic review 
that synthesised evidence from 80 studies in the UK 
[7], have found that health assessments for people with 
intellectual disability identify new health needs [8, 9], 
improve the management of existing health needs [10, 
11] and enable the provision of health promotion [8, 12, 

13]. Crucially, patients with intellectual disability who 
receive regular health assessments have a lower mortality 
rate than those who do not [14]. Despite this evidence, 
uptake of annual health assessments in primary care has 
been low [9, 15].

The Theoretical Domains Framework (TDF) was ini-
tially developed and validated by behavioural scientists 
to identify behavioural barriers and facilitators related to 
the implementation of evidence-based recommendations 
among health professionals [16, 17]. The TDF, which 
has 14 theoretical domains and 84 constructs derived 
through a systematic expert consensus process, provides 
a basis for understanding the broad set of factors that 
may influence behaviours (Table 1). It has also been used 
as a framework for synthesising behavioural influences 
in reviews reporting perceived barriers and facilitators, 
including: the adoption of prescribing guidelines [18], the 
de-implementation of low-value care [19], and the treat-
ment and transfer of acute stroke patients in emergency 
care settings [20].

In addition, the TDF has been used to examine the 
uptake of health assessments for targeted population 
groups, such as for people with autism [21], children [22] 
and adults with cardiovascular disease [23]. However, to 
date it has not been used to understand determinants of 
effective implementation of health assessments for peo-
ple with intellectual disability.

By assessing the published literature against the TDF, 
we aimed to identify and categorise barriers and facili-
tators that influence the implementation of structured 
health assessments for people with intellectual disability 
as part of routine practice in primary care. We antici-
pate that our review findings will contribute to a greater 
understanding of implementation barriers and facilitators 
and how they operate to influence practitioner behaviour.

Methods
Scoping review methodology was selected because our 
purpose was to systematically identify and characterise 
the breadth of research that exists around implementa-
tion factors, and distinguish the barriers and facilita-
tors to implementation of preventive health assessments 
[24, 25]. This review drew on methodological guidance 

Conclusion Using a theory-informed behavioural framework, our review aids understanding of the barriers and facili-
tators to improving the implementation of health assessments as part of routine care for people with intellectual 
disability. However, there is a clear need for further qualitative research to examine the perceptions of primary care 
practitioners regarding implementation barriers and facilitators to health assessments in general, including views 
from practitioners who are not currently undertaking health assessments.

Keywords Health assessments, Intellectual disability, Primary care, Implementation, Theoretical domains framework, 
Scoping review
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for scoping reviews from JBI [26], and was conducted 
in accordance with a published a priori protocol [27]. 
Reporting was guided by the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses Extension for 
Scoping Reviews (PRISMA-ScR) checklist [28]. Critical 
appraisal and risk of bias assessment were not conducted, 
consistent with JBI methodology for scoping reviews.

Stage 1: research question
The research question was: ‘What are the barriers and 
facilitators to primary care practitioners implement-
ing comprehensive health assessments as part of rou-
tine practice in primary care for people with intellectual 
disability?’

Stage 2: relevant literature identification
An initial search of Medline (OVID-SP) and Google 
Scholar was conducted to identify key publications on 
the topic and develop a list of search terms. A full search 
strategy for MEDLINE (OVID-SP) was subsequently 
developed in consultation with an academic librar-
ian (KE) and research experts in the fields of preventive 

health assessments, primary care and disability (SHD, 
NL, RB, JB, BS, AL). The search was then systematically 
repeated in Medline (OVID-SP), Embase (OVID-SP), 
PsycINFO (OVID-SP), CINHAL (EBSCO), Scopus (Else-
vier) and Web of Science (Clarivate). Database searches 
were conducted on 1 May 2023. The final search strategy 
can be found in Additional file 1. Grey literature and the-
ses were not searched.

Stage 3: study selection
All identified citations were uploaded into COVIDENCE 
[29], a web-based review platform, and duplicates 
removed. Following a pilot review, we undertook title 
and abstract screening and then full-text review using 
predetermined inclusion and exclusion criteria (Table 2). 
Two reviewers (PC and JB) independently conducted all 
stages, with disagreements resolved through discussion.

Stage 4: data extraction
A data extraction template, developed within COVI-
DENCE and based on the scoping review template by JBI, 
was utilised. The template considered the methodological 

Table 1 TDF Domains and constructs, as espoused by Cane et al. [16]

Domain Constructs

Knowledge—An awareness of the existence of something Knowledge (including knowledge of condition / scientific rationale); Proce-
dural knowledge; Knowledge of task environment

Skills—An ability or proficiency acquired through practice Skills development; Competence; Ability; Interpersonal skills; Practice; Skill 
assessment

Social/Professional Role and Identity—A coherent set of behaviours 
and displayed personal qualities of an individual in a social or work setting

Professional identity; Professional role; Social identity; Identity; Professional 
boundaries; Professional confidence; Group identity; Leadership; Organisa-
tional commitment

Beliefs about Capabilities—Acceptance of the truth, reality, or validity 
about an ability, talent, or facility that a person can put to constructive use

Self-confidence; Perceived competence; Self-efficacy; Perceived behav-
ioural control; Beliefs; Self-esteem; Empowerment; Professional confidence

Optimism—The confidence that things will happen for the best 
or that desired goals will be attained

Optimism; Pessimism; Unrealistic optimism; Identity

Beliefs about Consequences—Acceptance of the truth, reality, or valid-
ity about outcomes of a behaviour in a given situation

Beliefs; Outcome expectancies; Characteristics of outcome expectancies; 
Anticipated regret; Consequents;

Reinforcement—Increasing the probability of a response by arrang-
ing a dependent relationship, or contingency, between the response 
and a given stimulus

Rewards (proximal / distal, valued / not valued, probable / improbable; 
Incentives; Punishment; Consequents; Reinforcement; Contingencies; 
Sanctions

Intentions—A conscious decision to perform a behaviour or a resolve 
to act in a certain way

Stability of intentions; Stages of change model; Transtheoretical model 
and stages of change

Goals—Mental representations of outcomes or end states that an indi-
vidual wants to achieve

Goals (distal / proximal); Goal priority; Goal / target setting; Goals (autono-
mous / controlled; Action planning; Implementation intention

Memory, Attention and Decision Processes—The ability to retain 
information, focus selectively on aspects of the environment and choose 
between two or more alternatives

Memory; Attention; Attention control; Decision making; Cognitive overload 
/ tiredness

Social influences—Those interpersonal processes that can cause indi-
viduals to change their thoughts, feelings, or behaviours

Social pressure; Social norms; Group conformity; Social comparisons; 
Group norms; Social support; Power; Intergroup conflict; Alienation; Group 
identity; Modelling

Emotion—A complex reaction pattern, involving experiential, behav-
ioural, and physiological elements, by which the individual attempts 
to deal with a personally significant matter or event

Fear; Anxiety; Affect; Stress; Depression; Positive / negative affect; Burn-out

Behavioural Regulation—Anything aimed at managing or changing 
objectively observed or measured actions

Self-monitoring; Breaking habit; Action planning
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and design characteristics of each publication, study set-
ting, and factors influencing uptake or implementation of 
health assessments. The data extraction tool underwent 
a pilot phase using two randomly selected publications. 
Following refinement through discussion, the tool was 
updated before application to the remaining publications 
(Additional file 2). Data extraction was carried out inde-
pendently by JB and PC.

Stage 5: data analysis and presentation
As data were extracted, JB and PC independently deduc-
tively coded according to the single most relevant TDF 
domain. To do this, JB and PC read the whole publication, 
and then line-by-line considered the relevance to the def-
initions of each domain, attributing the data to the most 
relevant domain. To guide the data extraction and cod-
ing we developed a code book a priori. This code book 
was updated iteratively throughout the data extraction 
and analysis process by PC and JB. To facilitate consen-
sus for coding extracted data to the most relevant TDF 
domain, JB and PC articulated their understanding of the 
coded text (i.e. key meaning) and justified their rationale 
for selecting the TDF domain by writing notes. JB and 
PC meet regularly, and resolved through discussion any 

differences in understanding of the most relevant domain 
the data should be coded to. Examples of data coded and 
categorised is provided in Table 3.

Data coded to TDF domains were analysed in a recur-
sive process that followed the steps of content analysis 
outlined by Elo and Kyngas [35]. Specifically:

(1) PC and JB independently immersed themselves in 
the extracted data, reading and re-reading publica-
tions to get a sense of the whole, primarily to gain 
a general understanding of the data that had been 
deductively coded to TDF domains.

(2) Within each TDF domain, PC and JB coded data 
as barriers or facilitators, writing notes and head-
ings describing the content. ‘Barriers’ were defined 
as behaviours that impeded the implementation of 
health assessments, and ‘facilitators’ those that pro-
moted health assessments. Examples of coded data 
categorised as a barrier or facilitator are detailed in 
Table 3.

(3) Building on the initial categorisation of barriers and 
facilitators, PC and JB developed higher level ‘fac-
tors’ that described the barrier/and or facilitator.

Table 2 Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

1. Population: People with intellectual disability, defined as permanent 
decreased intellectual function, present during developmental periods, 
before age 18. People with cerebral palsy, autism or other neurodevelop-
mental disorders are only included if they have a co-existing intellectual 
disability.
2. Concept: Barriers and facilitators to implementation of comprehensive 
health assessments/health checks as identified by clinicians in primary care 
(GPs and practice nurses).
3. Context: General practice / family medicine / primary care, in all countries 
(i.e. both high and low-income settings).
4. Types of evidence sources: Original research from peer-reviewed publica-
tions, including quantitative, qualitative, and mixed-method study designs.

1. Full text is not published in English.
2. Full text unavailable.
3. Publication is a report of a research protocol, book, book chapter, thesis, 
letter to editor, conference abstract, commentary, expert opinion, system-
atic or narrative review, or practice guidelines.

Table 3 Examples of data coding and categorisation for the first two domains of the TDF

TDF Domain Example of extracted data coded to TDF domain and then categorised

Domain 1: Knowledge Facilitator: ‘When asked to consider their experience with patients with ID, almost two-thirds of the participating GPs (61%) 
believed the health of these patients was worse than that of the general population’ [30].

Facilitator: ‘... the health assessment process was viewed by GPs as a means of improving knowledge and understanding 
of the wide range of health issues and needs experienced by people with ID’ [30].

Barrier: ‘[There was a] lack of awareness by GPs of the Medicare funded health assessments [for people with intellectual dis-
ability]’ [31].

Barrier: ‘GPs noted that they do not always label patients with ID with a specific ICPC code in the GP’s medical system. The 
reasons given for this were that some GPs did not know this code...’ [32]

Domain 2: Skills Facilitator: ‘... ongoing efforts are necessary to continually educate GPs to ensure that the health needs of people with learning 
disabilities are understood’ [33].

Barrier: ‘... [GPs] simultaneously reported having little practical knowledge of working with individuals with IDs’ [34].
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(4) Through a process of comparison, rereading and 
revisiting source publications to review context, PC 
and JB refined the barriers, facilitators, and factors 
within each TDF domain.

During analysis it became apparent that study partici-
pants within some publications perceived the same fac-
tor differently. Consequently, a TDF domain could be 
mapped as both a barrier and a facilitator for the same 
publication. For example, some practitioners within a 
publication had known of or were already implement-
ing health assessments for people with intellectual disa-
bility, whereas others within the same publications were 
unaware. Throughout this process, PC and JB conferred 
to resolve any differences in categorisation or percep-
tions of relevance. This included reflection sessions 
between PC and JB, and collaboration with authors RB 
and AL. To ensure consistency, all authors, drawing 
on their experience, checked the results against their 
understanding of how targeted preventive health inter-
ventions were implemented in primary care, any access 
barriers to primary care for people with intellectual dis-
ability and the TDF itself.

Results
Search results and publication selection
The search yielded 1057 publications. After duplicate 
removal, title and abstract screening, and full-text review, 
21 publications were included as depicted in Fig. 1.

Characteristics of included studies
The characteristics of the 21 included publications, 
derived from 20 studies, are presented in Table  4. The 
majority were qualitative study designs (n=12). All 
included publications were undertaken in one of four 
high-income countries, presented here in descending 
order by frequency: United Kingdom (n=14) [33, 34, 36–
41, 43, 45, 46, 48–50], Australia (n=3) [30, 31, 44], Can-
ada (n=3) [12, 42, 47], and the Netherlands (n=1) [32]. 
Most were published between 2011 and 2023 (n=15), 
with the remaining (n=6) published between 1996 and 
2002. The majority did not specify the rurality of the 
study setting, but five did include regional or rural per-
spectives [31, 45, 48–50]. Some publications had the pri-
mary care practice as the unit of analysis (n=8), whereas 
others included perspectives solely from individual gen-
eral medical practitioners (GPs) (n=7), both GPs and 
practice nurses (n=5), or practice nurses alone (n=1). 

Publications included in review 

(n=21)

Full text publications assessed for 

eligibility (n=187)

Publications excluded (n=803)

Publications excluded (n=166)

Reasons for exclusion: 

- Publication is a report of a research protocol, 

book, thesis, conference abstract, or book review 

(n=77) 

- Not focused on structured, comprehensive

health assessments as part of routine care (n=75)

- Full text unavailable (n=6)

- Not focused on general practice or family

medicine (n=5)

- Not focussed on patients with an intellectual 

disability (n=3)

Publications identified from data

base search (n=1057)

Medline (OVID-SP) (n=135); Embase (OVID-SP) 

(n=96); PsycINFO (OVID-SP) (n=621); 

CINHAL(EBSCO) (n=145); Scopus (Elsevier) 

(n=33); (Elsevier) and Web of Science (Clarivate) 

(n=27)

Publications imported for title

and abstract screening

(n=990)

Duplicates removed (n=67)
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Fig. 1 PRISMA-ScR flow diagram
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Most publications (n=13) were set in primary care prac-
tices that were already implementing health assessments. 
Two publications from one study included people with 
intellectual disability as part of the research team [48, 49].

Barriers and facilitators to implementation
In our review of the barriers and facilitators influencing 
practitioners’ behaviour regarding the implementation 
of health assessments, data were most frequently coded 
to the following TDF domains: a) environmental con-
text and resources, b) skills, c) knowledge, and d) emo-
tion. The frequency of each TDF domain is presented in 
Table 5.

Domain 1: Knowledge
Factors identified within 13 publications corresponded 
to the knowledge domain. In the context of this review, 
this domain encompasses the awareness, or lack thereof, 
of vital information regarding people with intellectual 
disability and health assessments. Some practition-
ers expressed a lack of awareness regarding the adverse 
health outcomes experienced by people with intellectual 
disability [12, 32, 48], a lack of understanding about the 
assessments themselves [12, 31, 36] and unfamiliarity 
with their proven health benefits [30, 31, 33, 45, 46, 50]. 
Although some GPs questioned the need for any screen-
ing at all in this patient group [45], others were aware of 
[12, 30, 43, 44], and acknowledged the existence [31, 45] 
and benefits of, health assessments [30, 34]. More specific 
barriers included a lack of knowledge regarding precise 
codes in clinical information systems to identify patients 
with intellectual disability [32, 50], and of evidence-based 
preventive care guidelines [31].

Domain 2: Skills
Sixteen publications identified factors corresponding 
to the skills domain, which in the context of this review 
refers to practitioners’ perspectives about possessing the 
training and skills required to perform the health assess-
ments. Communication difficulties as a primary obstacle 
in conducting the health assessments were identified in 
six publications [30, 32, 34, 41, 48]. For example, prac-
titioners may rely on support workers to communicate 
with the patient, which has the potential for diminishing 
the patient’s autonomy and ability to communicate effec-
tively [40]. Conversely, this same publication suggested 
that interacting directly with the patient establishes both 
respect for, and empowerment of, the patient. One prac-
tice attempted to overcome barriers to communication 
by assigning all contact with patients to the member of 
their staff who had the most skills in, and comfort with, 
communicating with people with intellectual disability 
[42].

Other barriers mapped included both inadequate expo-
sure to people with intellectual disability, and not enough 
relevant curriculum content throughout medical school 
as well as a lack of advanced training in this area [12, 
31, 32, 34, 45, 47, 48]. Practitioners also recommended 
further education on the delivery of care to people with 
intellectual disability [31–33, 38, 44, 47, 50], and on how 
to conduct their health assessments [33, 34, 36]. There 
were a number of GPs who expressed the belief that all 
patients should be treated the same, which simply high-
lights the lack of training about the need for reasonable 
adjustments for people with intellectual disability and 
targeted interventions to ensure access to care [12, 48, 
50].

Domain 3: Social/professional role and identity
Factors identified within 10 publications corresponded to 
the social/professional role and identity domain, which in 
the context of this review covers the recognition that it is 
the practitioners’ responsibility to conduct health assess-
ments. While most GPs acknowledged their responsi-
bility to provide medical care to people with intellectual 
disability, some did not feel that it was their responsibility 
to undertake a yearly health assessment [37, 43, 45]. Oth-
ers sought further clarity about the role before commit-
ting, as they felt out of their depth [30, 34]. Conversely, 
several practitioners acknowledged that since people 
with intellectual disability live in the community, the ini-
tiation and management of medical care falls within the 
remit of general practice [31–33, 37, 45, 47, 50]. There 
were contradictory views regarding whose role it was 
to follow up any abnormal findings or referrals required 
as part of the health assessment. Some practitioners felt 
themselves to be responsible in ensuring that these plans 
are followed up and monitored [50], whereas others were 
confused as to whose role this was [47].

Domain 4: Beliefs about capabilities
Factors identified within seven publications corre-
sponded to the beliefs about capabilities domain, which 
in the context of this review encompasses practition-
ers’ level of confidence in their ability to conduct health 
assessments. Practitioners at times felt unprepared, 
incompetent and/or lacked confidence in their ability to 
perform all aspects of the health assessments, thereby 
creating a barrier to their implementation [12, 32, 39, 
46]. However, as identified in four publications, some 
practitioners felt comfortable with caring for people with 
intellectual disability [34] and believed themselves to be 
capable of providing adequate care without having a spe-
cial interest in the patient population [12, 31, 47].
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Domain 5: Optimism
Factors identified within nine publications corresponded 
to the optimism domain, which in the context of this 
review refers to the general belief that health assessments 
are worthwhile, without specifying any expected out-
comes. Barriers to implementing the health assessments 
were identified in six publications, specifically practition-
ers’ scepticism about the value of screening [31, 34, 45, 
46, 48] and their inability to perceive any associated ben-
efits from providing the assessments [30]. Conversely, a 
sense of optimism among practitioners that assessments 
were beneficial for patients was identified in seven publi-
cations [12, 30, 31, 33, 34, 47, 48].

Domain 6: Beliefs about consequences
Factors identified within 10 publications corresponded 
to the beliefs about consequences domain, which in 
the context of this review relates to understanding the 
potential outcomes of providing health assessments. The 
majority of publications identified the provision of health 
assessments as a facilitating factor both for practitioners 
[12, 32, 47] and for support workers [30] to gain further 
knowledge on how best to care for patients with intellec-
tual disability. The assessments were also seen as a means 
of building collaboration between the parties involved 
[44, 47], and of further developing the practitioner–
patient relationship through enhanced continuity of care 
[32, 47, 48]. Furthermore, there was a common belief 
among practitioners that assessments specifically lead to 
an improvement in health outcomes for those patients 
who utilise them [30, 32, 44, 45, 47, 48, 50]. However, a 
perception that more evidence on the benefits of health 
assessments was required to support their implementa-
tion was identified in three publications [31, 32, 43].

Domain 7: Reinforcement
Factors identified within seven publications corre-
sponded to the reinforcement domain, which in the 
context of this review looks at the incentives needed to 
influence the implementation of health assessments. Five 
publications indicated that practitioners believed there 
is insufficient financial compensation for the extra time 
required to prepare for and provide these assessments 
[12, 32, 38, 47, 48]. However, in two other publications, 
these sentiments were contradicted, with participants 
claiming that there was adequate compensation both to 
implement health assessments [31] and to attend the nec-
essary training [42].

Domain 8: Intentions
Factors identified within nine publications corresponded 
to the intentions domain, which in the context of this 
review relates to how inclined practitioners are to provide 

health assessments to people with intellectual disability. 
Barriers to this included a perceived lack of willingness 
to do so [47], an explicit admission that the provision of 
health assessments was not a priority [42] and a general 
lack of interest in providing care for people with intel-
lectual disability at all [30]. Additionally, some practices 
had practitioners attempting to conduct the assessment 
within a 15-min consultation, thereby demonstrating 
a lack of intent to provide a comprehensive service [36, 
48]. Practitioners who were facilitating the implementa-
tion of health assessments were driven either by a per-
sonal interest [33, 45, 50] or a practice-wide focus [42]. 
Practices that intended to implement reasonable adjust-
ments—including the offer of home visits [48], weekend 
clinics [36], greater choice in appointment times, reduced 
wait times [50] and the provision of Easy Read heath 
information [39]—were identified in four publications.

Domain 9: Goals
A factor identified within one publication corresponded 
to the goals domain, which indicated that a practice had 
set a specific goal of providing health assessments to 
75% of its patients with intellectual disability within an 
18-month period [42]. This facilitating factor demon-
strated a commitment to the goal of promoting the deliv-
ery of health assessments and to improving the quality of 
care to people with intellectual disability.

Domain 10: Memory, attention and decision processes
Factors identified within seven publications corre-
sponded to the memory, attention and decision pro-
cesses domain. In the context of this review, this domain 
relates to the ability to remember, or to pay attention to, 
the relevant information needed to make informed deci-
sions relating to health assessments. Barriers identified in 
seven publications were associated with actually identify-
ing people with intellectual disability due to the lack of a 
sufficient pre-existing registry or list of eligible patients 
on clinical information systems [32, 33, 36, 42, 43, 48, 50]. 
One of the publications described a practice that utilised 
an alert system to inform practitioners about upcoming 
health assessments. Timely reminders such as this are an 
excellent mechanism to enhance memory and attention 
[42].

Domain 11: Environmental context and resources
Factors identified within 18 publications corresponded 
to the environmental context and resources domain. In 
the context of this review, this domain refers to the avail-
ability of the resources needed to encourage or discour-
age the implementation of health assessments. Concerns 
were raised about the ability of support workers and 
advocates to contribute effectively to the assessment 
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process due to a lack of clarity about their roles [30], their 
unfamiliarity with the patients [31] and even that their 
involvement could result in disempowering the patients 
[40] or practitioner [41]. However, the important role 
that support workers play, both in making patients feel 
comfortable and in encouraging their acceptance of rec-
ommended health interventions, was also recognised [31, 
33, 40, 41, 45, 48, 50]. Some practitioners reported that a 
lack of support workers [30, 38], allied health staff or spe-
cialist service providers [31, 32, 37, 48] posed a barrier to 
conducting health assessments. These professionals were 
valued for their ability to enhance the process and reduce 
the time required to perform health assessments [31–33, 
37, 43, 45]. There was a suggestion from several GPs that 
physicians who specialise in treating patients with intel-
lectual disability could aid in the identification of patients 
requiring assessment [32].

A general lack of resources and inadequate time to 
support the implementation of health assessments were 
other barriers indicated by practitioners, as assessments 
not only take longer than standard consultations but also 
require additional preparation and training [12, 30–32, 
34, 38, 41, 42, 47, 48]. Patient-related barriers identified 
as acting as a deterrent included the perceived lack of 
demand for health assessments from people with intellec-
tual disability [46], their limited access to general practice 
[30], practitioners’ difficulties in contacting patients [48] 
and the need for longer appointments [42]. Easy access to 
patient histories [31, 34] and to health assessment tem-
plate scripts [30, 44, 47, 48], along with electronic com-
patibility of these templates with existing information 
systems, were identified as facilitators [42, 47].

Domain 12: Social influence
Factors identified within five publications corresponded 
to the social influence domain, all of which were mapped 
as facilitators. In the context of this review, this domain 
relates to interpersonal processes and relationships that 
influence the implementation of health assessments, 
such as the encouragement received from colleagues who 
shared good practices and provided positive reinforce-
ment [50]. Additional support for practices to conduct 
the health assessments came from stakeholder groups 
[37, 47] and communities [31, 44] and was also mapped 
as a motivating factor in their implementation.

Domain 13: Emotion
Factors identified within 12 publications corresponded to 
the emotion domain, which in the context of this review 
encompasses the complex feelings and attitudes of prac-
titioners regarding the provision of health assessments. 
Emotions coded as barriers were identified in nine of 
these publications with burn-out, the most commonly 

mentioned, appearing in six [34, 37, 38, 43, 45, 46]. Prac-
titioners with an already high workload expressed con-
cerns about feeling overwhelmed by the additional work 
required to provide health assessments. Conversely, 
within six publications facilitating factors were identi-
fied with the most frequently mentioned being eagerness 
to perform assessments [32, 47, 48, 50] and satisfaction 
with the care that practitioners were able to provide [33, 
34, 47]. Other less commonly identified barriers included 
anxiety about performing health assessments [33] and an 
aversion to completing the checklists [32], along with the 
fear of stigmatising patients, particularly if they had not 
yet received a formal diagnosis of intellectual disability 
[32, 42].

Domain 14: Behavioural regulation
Factors identified within five publications corresponded 
to the behavioural regulation domain, which in the con-
text of this review refers to the self-monitoring and 
management of implementation strategies that will con-
tinuously improve the health assessment process. Bar-
riers relating to organisational factors were identified 
in two publications. One highlighted the coordination 
issues that arise from the regular scheduling of these 
periodic assessments [30], while the other described a 
practice’s difficulties in scheduling patients due to the 
limitations of its clinical information system [50]. Facili-
tating factors identified in two publications included 
the recruitment of a coordinator to a practice to han-
dle the organisation and uptake of health assessments 
[36, 50] and a proposal by another practice to automate 
its computer system to prompt staff when a patient was 
due for their next assessment [42]. Other facilitating fac-
tors mapped related to whether practices actively sought 
[33, 42] or responded to feedback from patients and 
their families. Feedback that was thought to improve the 
implementation of health assessments was identified in 
three publications [50].

Discussion
This scoping review identified a range of barriers and 
facilitators that influence the implementation of health 
assessments in primary care for people with intellec-
tual disability. These were mapped to each of the 14 
TDF domains. Potential barriers and facilitators were 
identified within each domain. The most commonly 
identified barriers were a lack of awareness regarding 
the availability and advantages of health assessments 
specifically targeting individuals with intellectual dis-
ability, and concerns about a perceived deficiency in the 
training and experience of the health care profession-
als conducting these assessments. Time constraints, 
lack of availability of staff to support health assessment 
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processes, and practitioner burnout given already high 
workloads also emerged as barriers. A further barrier to 
implementation was the inability of many practices to 
identify the records of patients with intellectual disabil-
ity in primary care clinical information systems.

Conversely, several facilitators were identified and 
mapped. Primary care professionals recognised their 
role in providing health assessments to people with 
intellectual disability and an eagerness to provide pre-
ventive health care. Also identified was a belief in the 
overall effectiveness of assessments in improving health 
outcomes, and the potential for these health assess-
ments to facilitate care coordination among prac-
titioners, support personnel and others. Access to 
resources such as health assessment template scripts, 
complemented by the electronic compatibility of 
these templates with existing information systems, 
was highlighted as pivotal in supporting successful 
implementation.

The most frequently mapped TDF domains were as fol-
lows: (a) environmental context and resources, (b) skills, 
(c) knowledge and (d) emotion. The predominance of 
the environmental context and resources domain iden-
tified in this review is consistent with other studies that 
have utilised the TDF to assess barriers and facilitators 
to accessing preventive health care [22, 23, 51]. It is also 
in line with contemporary evidence about the impor-
tance of taking a systems perspective when implementing 
interventions [52]. Under-reported in our review were 
the domains of (a) goals, (b) behavioural regulation and 
(c) social influences. Similarly, Atkins and colleagues [23] 
undertook a systematic review using the TDF to examine 
the uptake of health assessments for people aged 40–74 
years in the UK and found a paucity of reporting of the 
TDF domains related to goals and behavioural regula-
tion. Interestingly, our study differed with Atkins and 
colleagues [23] in that we found a deficit in the report-
ing of barriers and facilitators related to social influences 
whereas they did not. There is a need for further inquiry 
into these three TDF domains to ensure that primary 
care practices have a nuanced understanding of the bar-
riers and facilitators to implementation of health assess-
ments for people with an intellectual disability.

Consistent with our review, common findings across 
studies that have used the TDF to examine uptake of 
health assessments for other targeted population groups 
have included the perception that practitioners are inad-
equately trained in the delivery of comprehensive health 
assessments [22, 23] the belief that screening and pre-
ventive care should be performed by specialists in the 
respective patient population’s field [22, 23] and a per-
ceived lack of knowledge about relevant health informa-
tion relating to the patient group [21, 22].

A key finding in our review was that many practition-
ers identified a lack of skills, knowledge and confidence 
in providing preventive health care to people with intel-
lectual disability. This is unsurprising given that audits of 
medical and nursing curricula in Australia revealed that, 
on average, less than 6 h of teaching time was devoted to 
intellectual disability throughout any of the degree pro-
grammes, with the majority of nursing schools provid-
ing none [53, 54]. The Royal Commission into Violence, 
Abuse, Neglect and Exploitation of People with Dis-
ability, established in 2019, found that Australian health 
professionals often do not have the knowledge, skills and 
attitudes needed for addressing the health needs of peo-
ple with intellectual disability [55, 56]. However, research 
indicates that those health professionals who have 
received training in disability-related knowledge and 
communication skills feel more positive and confident in 
delivering care to those with disability [57].

Although this review included international literature 
with no date limits applied, there were only 21 publica-
tions, derived from 20 studies that met the eligibility cri-
teria. This limited amount of literature also only comes 
from four high-income countries—the UK, Australia, 
Canada and the Netherlands. This is likely to be because 
these countries have policy settings related to the imple-
mentation of structured annual health assessments for 
people with intellectual disability as part of routine prac-
tice in primary care, as well as the resources to investi-
gate their impact. For example, in the UK and Australia, 
there are specific policy directives to strengthen the 
uptake of health assessments, such as Australia’s National 
Roadmap to Improve Health Outcomes for People with 
Intellectual Disability [5] and the UK’s Direct Enhanced 
Service [6].

The need to improve health outcomes for people with 
intellectual disability is gaining increasing attention. 
However, even though interventions or actions designed 
to address known barriers to quality care are more likely 
to produce change, there have been few interventions 
based on a systematic assessment of barriers [58, 59]. As 
such, this review provides a foundation for future pri-
mary research regarding relevant behavioural change 
interventions [60]. In addition, there is a need for more 
qualitative research that examines the perceptions of pri-
mary care practitioners regarding the implementation 
barriers and facilitators to health assessments in general 
and that includes the views of primary care practitioners 
who are not currently undertaking health assessments.

Strengths and limitations
The strengths of our review are as follows: 1) a published 
a priori protocol; and 2) the rigour of having two review-
ers independently conducting screening, full text review 
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and data extraction. Review limitations include: 1) the 
risk of language bias as only publications in English were 
included; 2) potentially missing relevant evidence as we 
excluded grey literature and theses; 3) possible selection 
bias as more than half of the publications involved prac-
titioners who were already implementing health assess-
ments and so would potentially be more motivated to 
conduct them; 4) all publications were from high-income 
countries—potentially reflecting where the policy initia-
tives have driven related investigation.

The comprehensiveness of our review is contingent 
upon the scope of the incorporated studies, and these 
have not all taken a comprehensive approach to investi-
gating barriers and facilitators that hinder or support the 
implementation of health assessments. Consequently, 
the insights only present a partial picture of influences 
on behaviours. To clarify, when a TDF domain is indi-
cated as irrelevant to a certain behaviour, it could stem 
from the fact that no investigation into the barriers and 
facilitators related to that domain was conducted in the 
study, rather than from concrete evidence suggesting its 
irrelevance. A further limitation is that our coding of the 
barriers and enablers to the most predominant domain 
does not account for potential relevance of barriers and 
enablers across domains.

Conclusions
Using a well-established theory-based framework, this 
scoping review provides a synthesis of the current litera-
ture describing barriers and enablers that impact on the 
implementation of comprehensive health assessments for 
people with intellectual disability in the primary care set-
ting. Further inquiry into the TDF domains of (a) goals, 
(b) behavioural regulations and (c) social influences may 
be warranted to ensure a comprehensive understand-
ing of what drives and constrains the implementation of 
health assessments for people with intellectual disability 
in primary care. These insights provide a foundation for 
future research to improve the delivery and accessibility 
of preventive care for people with intellectual disability.
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