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Abstract

Background: Access to primary health care (PHC) is a fundamental human right and central in the performance of
health care systems, however persons with disabilities (PWDs) generally experience greater barriers in accessing
PHC than the general population. These problems are further exacerbated for those with disabilities in rural areas.
Understanding PHC access for PWDs is particularly important as such knowledge can inform policies, clinical
practice and future research in rural settings.

Methods: We conducted a synthesis of published literature to explore the factors affecting access to PHC for PWDs
in rural areas globally. Using an adapted keyword search string we searched five databases (CINAHL, EMBASE,
Global Health, Medline and Web of Science), key journals and the reference lists of included articles. We imported
the articles into NVivo and conducted deductive (framework) analysis by charting the data into a rural PHC access
framework. We subsequently conducted inductive (thematic) analysis.

Results: We identified 36 studies that met our inclusion criteria. A majority (n = 26) of the studies were conducted
in low-and middle-income countries. We found that PWDs were unable to access PHC due to obstacles including
the interplay of four major factors; availability, acceptability, geography and affordability. In particular, limited availability
of health care facilities and services and perceived low quality of care meant that those in need of health care services
frequently had to travel for care. The barrier of geographic distance was worsened by transportation problems. We also
observed that where health services were available most people could not afford the cost.

Conclusion: Our synthesis noted that modifying the access framework to incorporate relationships among the barriers
might help better conceptualize PHC access challenges and opportunities in rural settings. We also made
recommendations for policy development, practice consideration and future research that could lead to more
equitable access to health care. Importantly, there is the need for health policies that aim address rural health
problems to consider all the dimensions and their interactions. In terms of practice, the review also highlights
the need to provide in-service training to health care providers on how to enhance their communication
skills with PWDs. Future research should focus on exploring access in geographical contexts with different
health care systems, the perspectives of health care providers and how PWDs respond to access problems in
rural settings.
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Background
Equitable access to health care is a major principle of
national health systems globally [1, 2]. However, per-
sons with disabilities (PWDs) generally experience
greater barriers in accessing PHC than the general
population, and these problems are further exacer-
bated for those with disabilities in rural areas [3].
PWDs in rural settings confront a wide range of in-
formational, geographical and financial barriers to
health care access [3, 4]. These barriers can lead to
negative health outcomes and widen rural health dis-
parities between PWDs and the general population
[5]. In the past decade there has been a growing
interest in the study of health care access for rural
residents, particularly in Australia, Canada and United
States, where there is a long tradition in rural health
care research. Similar studies have also been con-
ducted recently in low-and middle-income countries
(LMICs) [6, 7]. This review seeks to identify and
synthesize evidence regarding factors affecting access
to primary health care (PHC) for PWDs in rural areas
globally.
PHC is an approach that encompasses health policy

and service provision that is delivered at the individual
level (i.e. primary care services) and population level
(public health) [8]. Within the health services delivery
domain, PHC is broadly regarded as the first level of
contact that health consumers have with the health care
system [9]. Care services under PHC may include: health
education; environmental health; public health nutrition;
reproductive and family health; immunization against
common communicable diseases; epidemiological inves-
tigation and disease control; appropriate treatment of
common ailments and injuries; and provision of essential
drugs [10, 11].
We use Russell and colleagues’ [2] conceptual framework

for evaluating access to PHC in rural communities, particu-
larly for PWDs, in conceptualizing the review. In this
framework, access is conceptualized as the “fit” between
the characteristics of the individual/client (i.e. PWD) and
the characteristics of the health care system. Access is thus
defined as the ease with which PWDs can seek and obtain
health services when the need arises [1, 2]. According to
Russell and colleagues’ [2] framework, access to PHC is
achieved through the following seven dimensions; availabil-
ity, geography, affordability, accommodation, timeliness, ac-
ceptability and awareness.
Most of the existing reviews on disability and health care

access to date have been mostly focused on the following
PHC services: preventive, screening and oral health for
PWDs [12]; water and sanitation for PWDs [13]; oral health
care among persons with intellectual and learning disabil-
ities [14, 15]; maternity services for women with physical
disabilities [16, 17]; health care access for PWDs who are

members of underserved racial/ethnic groups in the United
States [18] and persons with hearing impairments [19].
These studies are mostly urban centric and focus mainly on
the barriers to health care services for PWDs. Though a re-
view by Lishner and colleagues [3] delved into the perspec-
tives of rural residents with disabilities about access to
health care, the authors mainly focused on rural care in the
United States, and only examined studies published up to
1996.
Evidence suggests that access to health care and

services is the major concern for rural populations
globally [20, 21]. Further, researchers have identified
access to appropriate health care services as the num-
ber one research priority for PWDs [22], including
those in rural areas. To date primary empirical stud-
ies, with diverse and sometimes contradictory find-
ings, from a wide range of countries have provided
insights into PHC access for PWDs in rural areas.
Our goal in conducting a synthesis of these studies is
to provide a holistic and comprehensive understand-
ing of this wide range of primary research studies.
This review therefore seeks to identify existing evi-

dence regarding factors affecting access to PHC services
in rural areas worldwide. A global picture of such evi-
dence is timely as the recent United Nations Declaration
on Sustainable Development Goal 3 emphasizes univer-
sal health coverage, access to quality health and equity
in health care as key to achieving the overall health goal
for sustainable development [23]. Furthermore, this re-
view provides insight that is useful in assessing health
policies, improving clinical practice and advancing
knowledge on PHC access for PWDs in rural areas
globally.

Method
Review design
The methodological approach for this review is based on
framework synthesis [24]. We specifically adopted the
“best fit” framework synthesis [25, 26]. The “best fit” ap-
proach is a recent development, adapted from frame-
work analysis, which involves systematically organizing
data into a prior conceptual framework [25–27]. We
used this approach for three reasons. First, there is a
prior framework (i.e. rural centred PHC access frame-
work) that can inform sorting and charting of the data.
Second, the approach increases coding transparency and
fosters teamwork in analysing the data [27]. Finally, al-
though the approach is largely deductive (testing a
framework), it also includes inductive (thematic) analysis
that is useful in understanding a phenomenon [25, 26],
especially rural health access for PWDs. Thus, the “best
fit” approach capitalizes on the strengths of both frame-
work synthesis and thematic synthesis [26, 27].
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Search strategy
We comprehensively searched for relevant literature
using five electronic databases—CINAHL, EMBASE,
Global Health, Medline and Web of Science. The first
author in collaboration with a health sciences librarian
developed the search strategy. We included all possible
key words for three main areas relevant to the review:
PWDs, PHC and rural (See details in Table 1). We con-
ducted the search using a combination of medical sub-
ject headings (MeSH) key terms and free text adapting
the syntax required for each database.

Study selection
We exported the search results into Refworks (a refer-
ence management software) and selected relevant stud-
ies based on the following inclusion/exclusion criteria:

a) Study designWe included quantitative, qualitative
and mixed methods primary empirical studies that
explored at least one of the dimensions in the rural
access framework [2]. We excluded review articles,
dissertations/thesis, commentaries, letters to
editors, case reports, book reviews and chapters or
articles that did not report a primary study.

b) Language, source and time period We included
English language, peer reviewed articles published
between 2006 and early November 2017. We chose
2006 as the cut-off point because it was the year in
which the United Nations adopted the Convention
on the Rights of Persons with Disabilities (CRPD),

which guarantees access to health care for PWDs as
a fundamental human right [28]. As such, various
countries have ratified the CRPD and set out
policies that are in line with its principles. We also
adopted November 2017 as the end date as it was
the month prior to when we conducted the review.
We excluded non-English articles because we could
not immediately access translation services.

c) Study participants We included articles that focused
on any type of disability (e.g. physical, mental,
vision, hearing, intellectual and developmental
disabilities). We also included studies that
compared PWDs and those without disabilities
provided it was feasible to identify and separate the
perspectives of those with disabilities. We did not
include disabilities associated with HIV/AIDS
related. Although this condition is recognized as a
form of disability and included in a rural health
review [3], the complexity and uniqueness of this
population in recent times may require its own
study. As a result of this, we excluded all the
articles that explored disability and HIV/AIDS
access to health care (especially anti-retroviral
drugs) or those articles that explored the
perspectives of PWDs who also have HIV/AIDS.

d) Phenomenon of interest We included PHC that
relates to primary medical care including: (a)
treatment of diseases and injuries; and (b) provision
of essential drugs. We included these two primary
core services because they are the urgent care needs

Table 1 Detailed search terms

CINAHL (Via EBSCOhost) EMBASE (Via Ovid) Global Health (Via Ovid) Medline (Via Ovid) Web of
Science

Persons
with
disabilities

(MH“Disabled+”) OR Disab* exp disability/OR exp disabled
person/OR disab*.mp.

exp disabilities/OR exp
people with mental
disabilities/OR exp children
with disabilities/OR exp
people with disabilities/OR
exp learning disabilities/OR
exp people with physical
disabilities/OR disab*.mp

exp Disabled Persons/OR
disab*.mp.

Disability

Primary
Health
Care

(MH “Primary health Care”) OR
(MH “Medical Care”) OR
(MH “Health Services
Accessibility+”)

Exp primary health care/OR exp
primary medical care/OR exp
“health care cost”/OR exp
health care delivery/ OR exp
health care quality/OR exp
health care access/ OR exp
health service/OR exp health
care/OR exp health care
system/OR exp health care
utilization/

exp primary health care/OR
(community health OR
health care OR health
services OR Community
health services OR medical
services).sh.

exp Primary Health Care/OR
exp Healthcare Disparities/
OR exp “Delivery of Health
Care”/OR exp Health
Services Accessibility/OR
exp “Health Services Needs
and Demand”/

Primary
health
care

Rural or
Remote

(MH “Rural Areas”) OR
(MH “Rural Health Personnel”)
OR (MH “Rural Health Centers”)
OR (MH “Rural Health Services”)
OR (MH “Rural Population”) OR
(MH “Hospitals, Rural”) OR
“rural*” OR “remote health”

exp rural area/ OR exp rural
population/exp OR rural health
care/OR exp rural urban
difference/OR rural*.mp OR
remote health.mp. OR

exp rural environment/ or
exp rural communities/or
exp rural society/or exp
rural areas/or exp rural
health/ or exp rural
settlement/OR exp rural
population/OR rural*.mp.

exp Rural Health/OR exp
Hospitals, Rural/OR exp
Rural Population/ OR exp
Rural Health Services/OR
exp Telemedicine/OR
rural*.mp. OR remote
health.mp.

Rural
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for minority groups such as PWDs in many rural
communities [29]. We define these core services as
basic health services/care that health care
practitioners, including family physicians and
nurses, provide to PWDs especially in rural areas.
We excluded studies that focused on access to
secondary or tertiary health care.

e) Research setting We adopted “rural” as defined
within each of the article rather than choosing a
definition. We took this decision because evidence
suggests that there is no universally accepted
definition of rural [30–33]. We also included
studies that involved rural and urban areas provided
it was feasible to extract the rural portions of such
studies.

Screening of articles
Two authors independently screened the titles and ab-
stracts of the studies using an exclusion criteria relating
to publication type and language, research topic and
study population and year of publication. We resolved
discrepancies through discussion. We retrieved the
full-text articles of the remaining studies and then read
and independently screened the full text articles to iden-
tify eligible studies. At this stage, we resolved discrepan-
cies through discussion, and if required we involved a
third reviewer. We also conducted a manual search of
disability, health and rural-related journals—Disability
and Rehabilitation; Disability and Health; Disability,
CBR and Inclusive Development; Journal of Rural
Health; and Rural and Remote Health. We also searched
the reference lists of eligible papers for additional stud-
ies. Finally, we used the titles of all eligible articles on
Google Scholar’s “cited by” and “related articles” to iden-
tify potential articles.

Data extraction and synthesis
We imported the included studies into NVivo 11, a soft-
ware program for managing data. Two reviewers ex-
tracted and coded the findings/results sections of the
included studies into the seven dimensions of the rural
PHC access framework [2]. Table 2 provides the opera-
tionalized definitions of each of these dimensions.
We used each dimension of the framework as a theme

for deductive analysis. The framework has alternative
terms to each of the access dimensions (i.e. the themes).
We used those alternative terms that are relevant to the
review as sub-themes. We also inductively analyzed the
data that did not fit into the themes or sub-themes of
the framework. We followed this process in order to
generate new themes and/or sub-themes and understand
the phenomenon of study (access to PHC for PWDs in
rural areas). For instance, through inductive analysis, we
found “Operation Hours” as a new sub-theme within the

“Accommodation” theme. This process has recently been
successfully used in similar reviews [34, 35].

Results
Search results
We screened 386 records after the removal of duplicates
from the databases and hand search of key journals. Of
the 386 records, we selected 83 full-text articles based
on title and abstract. We further screened the 83 articles
by reading the full text and reducing the number to 32
relevant articles based on the inclusion/criteria outlined
earlier. We then searched the reference lists of the
remaining 32 articles, and also used the titles of the arti-
cles to search on Google Scholar features “cited by” and
“related articles”. This led to the identification of 4 add-
itional articles that met our inclusion criteria for a total
of 36 empirical articles. The flowchart summary of
literature search is presented in the PRISMA diagram
(Fig. 1) [36].

Characteristics of included studies
Most of the articles (n = 33) in this synthesis were published
in the last five years 2012–2017, thus indicating a recent
interest on this topic. Of the 36 studies, 10 were conducted
in high income countries, including Australia [37–40],
United States [41–44] and Canada [45, 46]. The remaining
26 studies originated from LMICs primarily from Ethiopia
[47–54], South Africa [55–59], India [60, 61], Nepal [62,
63], Malawi [64], Mexico [65], Namibia [66], Pakistan [67],
Tanzania [68], Thailand [69, 70] and Vietnam [71]. One

Table 2 Rural primary health care access framework [2]

Dimensions Operationalized definitions

1. Availability Relates to the volume and types of services and
facilities in relation to the needs of the clients.

2. Geography Refers to the proximity of health services or
providers to clients, and also the ways that
clients’ can transcend the distance between their
location and that of the services or providers.

3. Affordability Relates to clients’ ability to pay the overall costs
of health care services, including direct and
indirect cost of care.

4. Accommodation Involves the ways PHC resources are organized
in relation to the clients’ ability to contact with,
gain entry to and navigate the system.

5. Timeliness Reflects the extent to which care can be sought,
offered or received within a time frame and
which is optimal to achieve the best health
outcomes.

6. Acceptability Relates to the attitudes and beliefs of consumers
about the health care system to the personal
and practice characteristics of health care
providers.

7. Awareness Involves sharing information between health
services and clients, and also enhancing clients’
knowledge about the health care system.
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article reported studies from four different African coun-
tries—Malawi, Namibia, South Africa and Sudan [72].
Most of the studies (n = 30) employed qualitative de-

sign, four were quantitative and the remaining two were
mixed method design. While most of the qualitative
studies adopted generic qualitative approaches, five
employed specific qualitative traditions including phe-
nomenology [46, 54], grounded theory [55], ethnography
[65] and participatory action research [71]. The 4 quan-
titative articles were cross-sectional studies [44, 59, 69]
and a population-based household survey [72]. Twelve
of the studies were aimed at rural health care access for
PWDs in general. The remaining studies focused on spe-
cific disabilities such as physical (n = 12), mental (n = 7),
and intellectual and developmental (n = 5). Research par-
ticipants were mostly adults aged 18 years and above,
and included PWDs and their carers (support workers

and family members), health care providers (mainstream
health practitioners, traditional and faith healers), com-
munity members/leaders and policy makers. The sample
size of the studies ranged from one participant to as high
as 9307 participants. Interviews and focus group discus-
sions were the main data collection sources, while con-
tent, framework, thematic analysis, descriptive and
inferential statistics constituted the data analysis ap-
proaches. (See Additional file 1 for detailed description
of the included articles).

Synthesis of findings
We presented the findings deductively using the seven
dimensions as the main themes. The sub-themes we
found through inductive analysis are embedded within
each of the dimensions (or themes). We also organized
the findings in each of the themes.

Fig. 1 PRISMA Flow Diagram
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Availability
Of the 36 papers, 23 of them addressed availability as a
factor affecting access to health services in rural areas.
The sub-theme was resources.

Resources
The papers highlighted that availability of resources are
critical to health care access. This sub-theme has three
facets: human resource, health care infrastructure and
health services. First, with regard to human resource,
the articles noted that health care delivery was hampered
by the lack of health care providers [37, 39, 48, 53, 64,
66, 67]. For instance, a study indicated that PWDs in
rural Malawi were turned away in health facilities be-
cause they were no health care personnel to attend to
their health conditions [64]. A paper noted that the lim-
ited number of providers in rural areas was sometimes
attributed to the difficulties in recruiting personnel due
to low salaries [48]. Papers also reported that frequent
turnover of staff was experienced in rural communities
[39, 48]. Second, some of the papers highlighted that
lack of health infrastructure like drugstores and labora-
tories as well as limited health centers hindered health
access [49, 65]. Third, limited supply of drugs and med-
ical equipment were concerns reported in the papers
[58, 59, 64–66, 68, 72].
The papers also stressed the importance of resource

availability to clients [47, 58]. One paper particularly in-
dicated that making mental health services available in a
community can enhance the quality of life, functioning
and productivity of people with severe mental disorders
[47].

Geography
Twenty-eight of the 36 papers addressed how geography
determined health care access. Within this theme, we
identified two sub-themes, and these were distance and
transportation to a facility, and terrain and climate.

Distance and transportation to a facility
The proximity of clients to health care facilities was
highlighted in the papers as a major concern. Articles
specifically reported that due to resource constraints,
most health care facilities were located in urban areas
[45, 53, 62]. Given this, many articles reported that
clients had to travel long distances to reach a facility.
In addition to distance, the poor nature of roads in
most rural areas was highlighted in some of the
papers [39, 55, 57–60, 72]. These road networks espe-
cially posed a major challenge in travelling to access
health care services [60].
Given the location of facilities, the articles also

highlighted different modes of transportation that clients
used to reach health care service centers. In some of the

studies participants discussed walking long distance to
reach a health care facility [50, 51, 56, 57, 63, 66, 69].
The use of a wheelchair was the major mode of trans-
portation for those with physical disabilities in a few
studies [42, 43, 57, 62, 67, 69]. For instance, a paper
reporting on a study in rural Thailand indicated that
about 57% (n = 462) of people with mobility impairments
use wheelchair to reach to a health care facility [69]. A
paper in South Africa also demonstrated that in one in-
stance, a parent used a wheelbarrow to transport their
son with intellectual and physical disability [56].
The articles also stressed that the provision of public

transportation is paramount to health care access [41, 42,
45, 57–59, 62, 65]. Despite this, some of the papers noted
that limited public transportation hampered clients’ access
to health centers and pharmacies [41, 42, 45, 58, 65]. For
instance one article recounted that 16% (n = 322) of their
study participants with disabilities experienced lack of
transport to reach health care facilities [59]. Limited am-
bulance services also compounded health access chal-
lenges in some rural communities [55, 56]. As a result,
some papers elaborated how clients have to book trans-
port in advance or pay for private transport services in
order to access health [41, 42, 57, 58, 66].

Terrain and climate
Given the long distance and limited transportation, pa-
pers also recounted the experiences of participants in
navigating geographical features as they try to seek care.
In particular, persons using wheelchairs in rural South
Africa had to navigate mud and gravel [57]. This situ-
ation was exacerbated during the rainy season when
people had to use their wheelchairs in wet conditions in
hilly areas to a facility [62]. Additionally, heavy rains and
floods in rural Thailand serve as obstacles to health care
providers in providing services to PWDs [70]. Papers
also reported that participants encountered rivers,
forests, mountains hills and valleys that posed barriers
[51, 56, 57, 62]. In one extreme instance, authors noted
that people have drowned in water bodies as they
attempt to seek care [57].

Affordability
Of the 36 papers, 27 of them focussed on affordability as
a factor affecting health care access. In this theme we
noted two sub-themes which were cost of service and
indirect cost of care.

Cost of medical service
The provision of affordable health care is critical to cli-
ents. More particularly, providers in some of the articles
noted that the provision of low cost or free health ser-
vices will ensure equitable access. However, the papers
raised concerns about the high cost of medical drugs
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and other services to clients [48, 66, 68, 72]. Some pa-
pers reported that due to poverty among individuals
with disabilities, they could not afford drugs and other
medical services [43, 54, 67, 68]. In order to address the
high cost of care, a few of the papers suggested policy
strategies such as health insurance schemes [43, 48] and
disability grants [56, 58]. Although insurance schemes
potentially subsidize cost, in some instances, clients said
their coverage has limitations including insurance com-
panies deciding what should be covered [42, 43].

Indirect cost of care
The papers also reported associated cost to the individ-
uals in seeking care. The cost of transportation to obtain
health care was particularly noted in some of the papers.
In Ethiopia, although medication for podoconiosis was
free, two papers elaborated that cost of transportation
deterred people from seeking care [50, 51]. One article
also indicated that 11% (n = 322) of their study partici-
pants with disabilities could not afford the cost of trans-
portation to reach health care facilities [59].
Interestingly, some articles reported that participants
had to pay extra cost for their wheelchairs and accom-
panied caregivers [56, 57]. Other associated costs re-
ported in the retrieved articles included accommodation
and meals for the duration of seeking care in a nearby
facility [47, 51].

Accommodation
There were 13 of the 36 papers that addressed accom-
modation as a determinant of health access. The
sub-themes were operation hours and architectural
designs.

Operation hours
A few of the papers discussed the importance of hours
of operation of health care facilities in accessing health
care services [45, 46, 58, 66]. A study in South Africa re-
ported that most public health care services in rural
areas only operated 5 days a week commencing from
7:30 am until 4:30 pm [58]. These hours could not there-
fore accommodate the needs with those who rely on
others to access health care facilities [66]. In view of the
operation hours, emergency services outside of these op-
eration days and hours had to be taken to the nearest
health centre that was far away. In addition to operation
hours, the flexibility or ability of health care providers to
forgo some of the bureaucratic procedure was as para-
mount in ensuring health care services for persons with
traumatic spinal cord injuries [46].

Architectural designs
This sub-theme focussed on the designs of health care
facilities and transport services. Many articles reported

that this was especially important for persons with mo-
bility impairments. Some of the papers discussed the ar-
rangement of health care facilities that could not
accommodate persons with physical disabilities [43, 44,
46, 57–59, 62, 66, 67]. In particular, the lack of ramps at
entrances hampered physical access to health facilities.
Even when persons with physical disabilities were able to
navigate these physical features, barriers in accessing
exam tables, consulting rooms and washrooms within
health care facilities were reported [43, 44, 57, 67].

Timeliness
Thirteen of the 36 papers addressed timeliness as a fac-
tor affecting health care access. The sub-themes
focussed on wait time to deliver care and consequences
of wait time.

Wait time to deliver care
The papers identified the time frame that care can be
provided to clients as an important determinant of
health care access. There were conflicting reports on
time in receiving health care. For instance, two studies
noted that preferential treatment was offered to clients
with disabilities at health care facilities [58, 64]. In some
studies authors noted that health care providers specific-
ally served clients with disabilities before others, regard-
less of their position in a queue. In some of the studies
however, timely access to care was reported as a major
challenge [37, 38, 46, 57]. One paper particularly
highlighted that waiting time can take over half a day on
average [57].

Wait time consequences
The papers also reported the consequences of timely ac-
cess to care. One study noted that timely access to treat-
ment for persons with mental disorder will yield better
health outcomes and consequently reduce stigma [48].
However, some of the papers indicated that delays in re-
ceiving care can increase clients’ risk of secondary con-
ditions [58, 67]. One other study also reported negative
consequences of wait time to the individual client and
colleagues in a health care facility including fatigue [67].

Acceptability
Twenty-six (26) of the 36 papers addressed acceptability
as a major determinant of health care access. This theme
has two sub-themes which were attitudes of health care
providers and perceived quality of care.

Attitudes of health care providers
A majority of the studies revealed both positive and
negative attitudes that affect health care access among
PWDs. On the positive side, papers indicated that pro-
viders were kind, helpful and willing to treat their
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clients’ health conditions [58, 61, 63, 64, 66]. At the
same time, some providers built a strong relationship/
rapport with their clients that supported quality health
care delivery [37, 43]. These positive attitudes were
partly due to rigorous campaigns in strengthening pro-
viders’ attentiveness in meeting the health needs of cli-
ents with disabilities [64]. Nevertheless, some of the
studies indicated that negative attitudes, including dis-
crimination and stigmatization from providers posed a
major barrier in health care access [48, 57, 65–67]. For
instance, a paper recounted how providers did not usu-
ally provide the same level of care as they would to
non-disabled clients [67]. Other papers noted that dis-
crimination emanated as a result of cultural differences
between users and health professionals [65, 66]. One art-
icle reported that clients’ low self-esteem prevented the
provision of appropriate care, this is because clients re-
fused to speak or explain their health conditions to
health care providers in Nepal [62].

Perceived quality of care
Clients’ perceptions about the care was discussed in
some papers. For persons with mental disorders, their
decisions to seek care were largely influenced by those
with previous experiences at health facilities [47]. In gen-
eral, clients expressed low satisfaction with care at facil-
ities in the papers. In particular, some clients
complained that they stopped receiving care at health fa-
cilities due to lack of improvements in their health con-
ditions [50, 65]. Due to the perceived low quality of
services some clients resorted to alternative care, includ-
ing traditional and faith-based healers [47, 49, 50, 54].
Interestingly, a paper stressed that when patients
exhausted traditional treatments, Western medical
clinics became their last resort [52]. One article also re-
ported that others also rely on medical shops or travel to
major cities to seek care [62].

Awareness
Twenty-three (23) of the 36 articles addressed awareness
as a factor affecting health care access. Within this
theme, we identified two sub-themes which were know-
ledge and information and communication.

Knowledge
Some of the papers stressed that clients’ and carers’ lim-
ited knowledge about services impeded access. For in-
stance, one paper recounted that community members
could not recognize people with a mental disorder [55].
Additionally, some articles reported that health care pro-
viders and policy makers’ knowledge about services is
critical in making services accessible. However, in some
cases the articles reported that providers and policy
makers exhibited limited knowledge about services [48].

Providers’ lack of knowledge about diagnoses and treat-
ment of disability related health problems was another
concern raised in papers [43, 65, 67]. On the contrary,
one article reported that 66% (n = 142) of study partici-
pants with spinal cord injuries indicated that health care
providers were knowledgeable about their health condi-
tions [44].

Information and communication
Given clients’ limited knowledge, the papers recognized
that the provision of information about services could
promote health care access. Relatedly, some articles
stated that providers’ ability to communicate the kind of
health care services readily available can lead to effective
health care delivery [37, 39, 43, 58, 61, 66, 71]. Neverthe-
less, in some cases, health care providers had difficulties
in communicating with clients with intellectual and
hearing impairments [37, 38, 62, 66]. The inability of
providers to comprehend the level of understanding of
clients with intellectual impairments was raised in a
paper as a barrier to health care delivery [37]. Another
paper indicated that providers could not also convey
information to or communicate in sign language with
persons with hearing impairments [66]. As a result of
this, two papers recounted that providers relied on
carers to report clients’ health conditions [37, 62].

Linkages of the health care access dimensions
Many of the themes raised in this review seems to be in-
terrelated. For instance, we found a closer relationship
among availability, geography and affordability. Specific-
ally, studies demonstrated that the absence of services in
rural areas compelled clients to travel long distance in
order to access health care. This travelling involves the
ability to pay for transportation. Further, timely access to
health care was related to affordability and availability of
providers and health care facilities. Fig. 2 illustrates the
interconnectedness of relationships across the dimensions.

Discussion and Recommendations
This framework synthesis sought to understand the fac-
tors affecting health care access for PWDs in rural areas
globally. We identified and mapped literature onto a
rural health framework [2]. Given the number of articles
found and the findings they highlight, it is evident that
PWDs face many barriers in accessing PHC services in
rural areas. We particularly found that PWDs were un-
able to access PHC due to obstacles including the inter-
play of four major factors; availability, acceptability,
geography and affordability. For instance, limited avail-
ability of health care facilities and services and perceived
low quality of care meant that those in need of health
care services frequently had to travel for care. The bar-
rier of geographic distance is worsened by transportation
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problems. We also observed that where health services
were available most people could not afford the cost.
This confirms a previous review on this issue [3] and in-
dicates these barriers have not been resolved since the
United Nations adopted the CRPD or the Sustainable
Development Goals. Our synthesis also highlighted the
interrelationship among the access barriers, underscor-
ing the need to modify Russell and colleagues’ frame-
work [2] to reflect these relationships.
Additionally, we identified similarities in access bar-

riers for PWDs in both high-income countries and
LMICs. This pattern is consistent with previous evidence
which shows that access to health care is a major con-
cern for rural populations globally, regardless of the
country’s gross national income per capita [20, 21]. It is
worthy to note, however, that most of the articles were
based on qualitative evidence, and as a result do not
provide information on the breadth of access barriers to
make generalizations. Future studies should seek to con-
duct quantitative research about access in order to
understand the barriers within a larger population of
PWDs in rural areas. It would also be interesting for fu-
ture studies to explore how PWDs reacted and
responded to access barriers especially in resource poor
settings.
The review also identified recent growing interest in

disability and PHC access in LMICs. Specifically, out of

the 36 retrieved articles, 26 were studies conducted in
LMICs. Given this growing interest, more investment
into research in other LMICs may reveal insights about
the experiences of PWDs in accessing rural PHC ser-
vices. It will be particularly interesting to understand this
topic from health care systems with different models of
governance or health care funding structures [45]. Thus,
we suggest strengthening research capacity in other
LMICs through appropriately targeted funding.
A prominent barrier was the inability of PWDs to af-

ford health care. This financial barrier was due to the
high cost of medical services and transportation to facil-
ities—effectively deterring PWDs from seeking care, es-
pecially in LMICs. The finding suggests the need for
governments to provide social safety nets to protect
PWDs, including rolling out health insurance schemes
that would ensure universal access to quality PHC
services.
We also identified geography as a key feature of access

to health care. In particular, our findings also indicated
that PWDs in rural areas had to travel long distance to
access health care. Racher and Vollman [73] have urged
rural health researchers to pay attention to the charac-
teristics of physical environment, including distance to
health care facilities and services and the influence of
road and weather conditions. The authors further made
a clarion call for researchers to study aspects of the

Fig. 2 Conceptual Framework Showing Interconnections among the Access Dimensions
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social environment and the political environment in re-
lation to access because these factors are paramount to
rural residents’ access to health care [73]. We found that
most of the studies in the review utilized generic qualita-
tive approaches as their study design, and adopted inter-
views and focus group discussions to articulate the
experiences of how PWDs navigate the environment.
We argue that future research could employ alternative
qualitative approaches such as phenomenology and arts
based methods (e.g. photographs and drawings). These
approaches may provide a better understanding of key
aspects of the physical, social and political environment
and how they influence health care access for PWDs in
rural areas in particular.
As it relates to availability as a major factor that af-

fected clients’ access to PHC in rural areas, we revealed
a general shortage of health care providers in rural areas
our review. This corroborates previous reviews [3, 6].
High turnover of providers in rural areas can be expen-
sive to health care systems and also negatively affects cli-
ents’ ability to receive quality health care [74]. For
clients with disabilities, the shortage of providers in rural
areas can lead to difficulties in fostering relationships
and rapport that may enhance continuity of care [37,
38]. Malatzky and Bourke [75] noted that health care
providers are choosing to work in urban areas despite
the need and incentives to work in rural areas. They fur-
ther argued that the persistent focus on workforce short-
age in rural areas relative to urban areas undermines the
recruitment of new health care providers to rural areas
[75]. Given this, high workloads, burnouts, and restric-
tion of opportunities for professional development and
career advancement, have been documented to contrib-
ute to the notion among health care providers that
working in rural areas is undesirable [6, 20, 76]. The
shortage of providers may hamper efforts in achieving
the 2030 Agenda for Sustainable Development Goal that
reiterates equity, universality and quality of care. While
attracting and retaining providers has been a major
problem for rural areas globally, researchers have sug-
gested interventions that could be effective and benefi-
cial in guiding rural health policy and clinical practice.
These include a well-defined selection criteria of stu-
dents into medical training programs as well as educa-
tion strategies that optimize medical training programs
for rural clinical practice [77].
Furthermore, this review demonstrates that acceptabil-

ity of services was a recurring theme in most of the
studies. For instance, stigmatization compounded access
barriers for PWDs and as a result PWDs often felt reluc-
tant to access health care services although they may
have serious health conditions that may require urgent
health service intervention. Given these experiences,
there is the need to factor disability issues in the design

of medical education curricula, and also provide
in-service training to PHC providers on how to improve
their communication skills and ultimately deliver quality
service to their clients with disabilities. It should be em-
phasized, however, that most of the studies sought the
perspectives of PWDs and were fairly homogenous in
highlighting negative attitudes of health care providers,
particularly stigmatization and discrimination. Our find-
ings echoes other previous literature indicating that
PWDs perspectives about interactions with health care
providers often cast health care providers in a bad image
[57, 78]. To gain a more holistic picture of these interac-
tions, it will be important to conduct future research to
explore the perspectives of health care providers in pro-
viding care to PWDs in rural areas.
The consequences of access barriers were again re-

vealed in the studies reviewed. Specifically, some articles
in our review reported that due to the lack of health care
providers and perceived quality of care in medical facil-
ities in rural settings, some residents with disabilities
and their carers resort to alternative care, including trad-
itional and faith-based healers. Importantly, we noted
that rural residents with disabilities opted for Western
medical facilities after exhausting the traditional healing
system. This pluralistic approach is a common health
seeking behaviour of many rural residents [52]. Indeed,
there have been calls on integrating traditional healing
system into modern medical practices [52, 79]. However,
the role of traditional and faith-based practitioners is un-
clear from this review. We recommend more robust re-
search into the role of these faith-based and traditional
healing systems.
Finally, the factors affecting access to PHC services for

PWDs in rural areas are embedded in a complex web of
different dimensions. We suggest making a change to
the rural access framework in relation to health care ac-
cess for PWDs. While Russell and colleagues [2] present
the dimensions as independent constructs, we found in-
terconnections among all the dimensions. In view of
this, policies aimed at addressing rural access problems
should consider all the dimensions and how they inter-
act with one another rather than viewing the dimensions
as distinct features.

Limitations of the review
This review have some limitations that should be ac-
knowledged. First, there is the possibility of not identifying
all potential articles despite the systematic and transparent
manner used in searching for relevant articles. This is be-
cause the main terms of this review (i.e., access to PHC,
PWDs and rural) have many different interpretations and
the language use around each is not yet precise. Second,
the review is based on the findings reported in the various
studies. As such it could be that details about the various
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dimensions of health care access may have been omitted
due to the journals’ word limitations. Third, as we ex-
cluded peer-reviewed articles not published in English due
to resource constraints, there is the possibility that we
omitted relevant publications on this topic that were not
published in English. Finally, publication bias may result
in a wide range of studies presented in conference settings
or related contexts that remain unpublished [80]; as such,
there is the possibility of publication bias as we excluded
grey literature. In view of these limitations, our findings
may not be generalizable to rural health care access for
PWDs. Nevertheless, they provide insights into rural expe-
riences that are useful in future research, policy develop-
ment and clinical practice.

Conclusion
This review contributes to the growing body of knowledge
around access to PHC for persons with disabilities in rural
settings. Specifically, we illustrated how the interplay of
factors such as availability, acceptability, affordability and
geography affect the ability of clients with disabilities’ ac-
cess to PHC services in rural settings. Importantly, we also
proposed changes to Russell and colleagues’ conceptual
framework [2] to capture the complex interactions of
these factors in order to better conceptualized PHC access
challenges and opportunities in rural settings. In view of
this, we underscored the need for health policies that
aimed at addressing rural access problems to consider all
the dimensions of access and how they interact with one
another rather than viewing the dimensions as distinct
features. Finally, we identified knowledge gaps and pro-
vided recommendations for future research on this topic.
In particular, we recommend more investment in research
to explore the following areas in greater depth: (a) geo-
graphical contexts with health care systems different from
the included studies; (b) the perspectives of health care
providers; and (c) how PWDs react and respond to access
barriers in rural settings, especially in resource poor
settings.

Additional file

Additional file 1: Detailed Description of the Included Articles in the
Review. (DOCX 41 kb)

Abbreviations
CRPD: Convention on the Rights of Persons with Disabilities; LMICs: Low-and
Middle-Income Countries; PHC: Primary health care; PWDs: Persons with
disabilities

Acknowledgements
We are grateful to Paola Durando, Queen’s University Health Sciences
Librarian, for her help in developing the search strategy and obtaining
relevant articles.

Funding
This research did not receive any specific grant from funding agencies.

Availability of data and materials
All the data supporting our findings is contained in the manuscript and
there are no restrictions to data sources. As it is a review of empirical studies,
data accessed and reviewed is also available to the public on the various
journals which are all cited and detailed in the references section of this
manuscript.

Authors’ contributions
ED, HMA, MAM and CD conceived and designed the review. ED extracted
the articles, analysed the data and prepared manuscript. HMA, MAM and CD
provided critical review of each version of the manuscript. All authors read
and approved the final manuscript.

Ethics approval and consent to participate
Not applicable

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1School of Rehabilitation Therapy, Queen’s University, Louise D. Acton
Building, 31 George Street, Kingston, Ontario K7L 3N6, Canada. 2Department
of Public Health Sciences, Queen’s University, Carruthers Hall, 62 Fifth Field
Company Lane, Kingston, Ontario K7L 3N6, Canada.

Received: 26 November 2018 Accepted: 3 December 2018

References
1. Levesque J, Harris M, Russell G. Patient-centred access to health care:

conceptualising access at the interface of health systems and populations.
Int J Equity Heal. 2013;12(1):18.

2. Russell DJ, Humphreys JS, Ward B, Chisholm M, Buykx P, McGrail M, et al.
Helping policy-makers address rural health access problems. Aust J Rural
Health. 2013;21(2):61–71.

3. Lishner D, Richardson M, Levine P, Patrick D. Access to primary health care
among persons with disabilities in rural areas: a summary of the literature. J
Rural Heal. 1996;12(1):45–53.

4. Neille J, Penn C. Beyond physical access: a qualitative analysis into the
barriers to policy implementation and service provision experienced by
persons with disabilities living. Rural Remote Health. 2015;15:3332.

5. Moodley J, Ross E. Inequities in health outcomes and access to health care
in South Africa: a comparison between persons with and without
disabilities. Disabil Soc. 2015;30(4):630–44.

6. Strasser R, Kam SM, Regalado SM. Rural health care access and policy in
developing countries. Annu Rev Public Health. 2016;37:395–412.

7. Ruano AL, Hernández A, Kjerstin D, Hurtig AK, Sebastián MS. “It”s the sense
of responsibility that keeps you going’: stories and experiences of
participation from rural community health workers in Guatemala. Arch
Public Heal. 2012;70:18.

8. Muldoon LK, William EH, Levitt M. Primary care (PC) and primary health care
(PHC). What is the difference? Can J Public Heal. 2006;97(5):409–11.

9. Starfield B. Primary care: balancing health needs, services, and technology.
New York, NY: Oxford University Press; 1998.

10. World Health Organization. Declaration of Alma-Ata International
Conference on Primary Health Care, Alma-Ata, USSR, [Internet]. 1978.
Available from: http://www.who.int/publications/almaata_declaration_en.pdf

11. World Health Organization. A Global Review of Primary Health Care:
Emerging Messages [Internet]. Geneva; 2003. Available from: http://apps.
who.int/iris/bitstream/10665/70199/1/WHO_MNC_OSD_03.01_eng.pdf

12. Gibson JC, O’Connor RJ. Access to health care for disabled people: a
systematic review. Soc care Neurodisability. 2010;1(3):21–31.

13. Groce N, Bailey N, Lang R, Trani JF, Kett M. Water and sanitation issues for
persons with disabilities in low- and middle-income countries: a literature
review and discussion of implications for global health and international
development. J Water Health. 2011;9(4):617–27.

14. Anders PL, Davis EL. Oral health of patients with intellectual disabilities: a
systematic review. Spec Care Dent. 2010;30(3):110–7.

Dassah et al. Global Health Research and Policy            (2018) 3:36 Page 11 of 13

https://doi.org/10.1186/s41256-018-0091-x
http://www.who.int/publications/almaata_declaration_en.pdf
http://apps.who.int/iris/bitstream/10665/70199/1/WHO_MNC_OSD_03.01_eng.pdf
http://apps.who.int/iris/bitstream/10665/70199/1/WHO_MNC_OSD_03.01_eng.pdf


15. Naseem M, Shah AH, Khiyani MF, Khurshid Z, Zafar MS, Gulzar S, et al.
Access to oral health care services among adults with learning disabilities: a
scoping review. Ann Stomatol (Roma). 2016;7(3):52–9.

16. Lawler D, Lalor J, Begley C. Access to maternity Services for Women with a
physical disability: a systematic review of the literature. Int J Childbirth. 2013;
3(4):203–17.

17. Breckenridge JP, Devaney J, Kroll T, Lazenbatt A, Taylor J, Bradbury-Jones C.
Access and utilisation of maternity care for disabled women who
experience domestic abuse: a systematic review. BMC Pregnancy Childbirth.
2014;14:234.

18. Peterson-Besse J, Walsh E, Horner-Johnson W, Goode T, Wheeler B. Barriers
to health care among people with disabilities who are members of
underserved racial/ethnic groups: a scoping review of the literature. Med
Care. 2014;52:S51–63.

19. Kuenburg A, Fellinger P, Fellinger J. Health care access among deaf people.
J Deaf Stud Deaf Educ. 2016;21(1):1–10.

20. Farmer J, Clark A. Munoz SA. Is a global rural and remote health research agenda
desirable or is context supreme? Aust J Rural Health. 2010;18(3):96–101.

21. Strasser R. Rural health around the world: challenges and solutions. Fam
Pract. 2003;20(4):457–63.

22. Tomlinson M, Swartz L, Officer A, Chan KY, Rudan I, Saxena S. Research
priorities for health of people with disabilities: an expert opinion exercise.
Lancet. 2009;374(9704):1857–62.

23. United Nations. Transforming our world: the 2030 agenda for sustainable
development [internet]. New York; 2015. Available from: https://
sustainabledevelopment.un.org/post2015/transformingourworld

24. Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In:
Burgess RG, Bryman A, editors. Analyzing qualitative data. London:
Routledge; 1994. p. 173–94.

25. Carroll C, Booth A. Cooper K. a worked example of “best fit”
framework synthesis: a systematic review of views concerning the
taking of some potential chemopreventive agents. BMC Med Res
Methodol. 2011;11(1):29.

26. Carroll C, Booth A, Leaviss J, Rick J. “Best fit” framework synthesis: refining
the method. BMC Med Res Methodol. 2013;13(1):37.

27. Dixon-Woods M. Using framework-based synthesis for conducting reviews
of qualitative studies. BMC Med. 2011;9(1):39.

28. United Nations. Convention on the rights of persons with disabilities and
optional protocol [internet]. New York; 2006. Available from: http://www.un.
org/disabilities/documents/convention/convoptprot-e.pdf

29. Thomas SL, Wakerman J, Humphreys JS. What core primary health care
services should be available to Australians living in rural and remote
communities? BMC Fam Pract. 2014;15:143.

30. Kulig JC, Andrews ME, Stewart NL, Pitblado R, Macleod MLP, Bentham D,
et al. How do registered nurses define rurality? Aust J Rural Health. 2008;
16(1):28–32.

31. Muula A. How do we define “rurality” in the teaching on medical demography?
Rural Remote Health. 2007;7(1):653.

32. Pitblado JR. So , what do we mean by “ rural ,” “ remote ,” and “ northern ”?
Can J Nurs Res. 2005;37(1):163–8.

33. Lourenço AEP. The meaning of “rural” in rural health: a review and case
study from Brazil. Glob Public Health. 2012;7(1):1–13.

34. Coxon K, Chisholm A, Malouf R, Rowe R, Hollowell J. What influences birth
place preferences, choices and decision-making amongst healthy women
with straightforward pregnancies in the UK? A qualitative evidence
synthesis using a “best fit” framework approach. BMC Pregnancy and
Childbirth. 2017;17(1):103.

35. Houghton C, Murphy K, Brooker D, Casey D. Healthcare staffs’
experiences and perceptions of caring for people with dementia in the
acute setting: qualitative evidence synthesis. Int J Nurs Stud Elsevier
Ltd. 2016;61:104–16.

36. Moher D, Liberati A, Tetzlaff J, Altman DG. The PRISMA group. Preferred
reporting items for systematic reviews and meta-analyses: the PRISMA
statement. PLoS Med. 2009;6(7):e1000097.

37. Di Blasi A, Kendall S, Spark MJ. Perspectives on the role of the community
pharmacist in the provision of healthcare to people with intellectual
disabilities: exploration of the barriers and solutions. Int J Pharm Pract. 2006;
14(4):263–9.

38. Burton H, Walters L. Access to Medicare-funded annual comprehensive
health assessments for rural people with intellectual disability. Rural Remote
Health. 2013;13(3):1–15.

39. Hussain R, Tait K. Parental perceptions of information needs and service
provision for children with developmental disabilities in rural Australia.
Disabil Rehabil. 2015;37(18):1609–16.

40. Wark S, Canon-Vanry M, Ryan P, Hussain R, Knox M, Edwards M, et al.
Ageing-related experiences of adults with learning disability resident in rural
areas: one Australian perspective. Br J Learn Disabil. 2015;43(4):293–301.

41. Walker A, Alfonso ML, Colquitt G, Weeks K, Telfair J. “When everything
changes:” parent perspectives on the challenges of accessing care for a
child with a disability. Disabil health J Elsevier Inc. 2016;9(1):157–61.

42. Davidsson N, Södergård B. Access to healthcare among people with
physical disabilities in rural Louisiana. Soc Work Public Health. 2016;31(3):
188–95.

43. Iezzoni L, Killeen M, O’Day B. Rural residents with disabilities confront
substantial barriers to obtaining primary care. Health Serv Res. 2006;41(4 Pt
1):1258–75.

44. Hamilton R, Driver S, Noorani S, Callender L, Bennett M, Monden K.
Utilization and access to healthcare services among community-dwelling
people living with spinal cord injury. J Spinal Cord Med. 2017;40(3):321–8.

45. Knox KB, Rohatinsky N, Rogers M, Goodridge D, Linassi G. Access to
traumatic spinal cord injury care in Saskatchewan, Canada: a qualitative
study on community healthcare provider perspectives. Can J Disabil Stud.
2014;3(3):83–103.

46. Goodridge D, Rogers M, Klassen L, Jeffery B, Knox K, Rohatinsky N, et al.
Access to health and support services: perspectives of people living with a
long-term traumatic spinal cord injury in rural and urban areas. Disabil
Rehabil. 2015;37(16):1401–10.

47. Hailemariam M, Fekadu A, Selamu M, Medhin G, Prince M, Hanlon C.
Equitable access to integrated primary mental healthcare for people with
severe mental disorders in Ethiopia: a formative study. Int J Equity Health.
2016;15(1):121.

48. Hanlon C, Eshetu T, Alemayehu D, Fekadu A, Semrau M, Thornicroft G, et al.
Health system governance to support scale up of mental health care in
Ethiopia: a qualitative study. Int J Ment Health Syst BioMed Central. 2017;
11(1):38.

49. Tilahun D, Hanlon C, Araya M, Davey B, Hoekstra RA, Fekadu A. Training
needs and perspectives of community health workers in relation to
integrating child mental health care into primary health care in a rural
setting in sub-Saharan Africa: a mixed methods study. Int J Ment Health
Syst. BioMed Central. 2017;11(1):15.

50. Tora A, Davey G, Tadele G. Factors related to discontinued clinic attendance
by patients with podoconiosis in southern Ethiopia: a qualitative study. BMC
Public Health. 2012;12(1):902.

51. Tsegay G, Wubie M, Degu G, Tamiru A, Cooper M, Davey G. Barriers to
access and re-attendance for treatment of podoconiosis: a qualitative study
in northern Ethiopia. Int Health. 2015;7(4):285–92.

52. Banks HS, Tsegay G, Wubie M, Tamiru A, Davey G, Cooper M. Using
qualitative methods to explore lay explanatory models, health-seeking
Behaviours and self-care practices of Podoconiosis patients in north-West
Ethiopia. PLoS Negl Trop Dis. 2016;10(8):1–11.

53. Asher L, Fekadu A, Teferra S, De Silva M, Pathare S, Hanlon C. “I cry
every day and night, I have my son tied in chains”: physical restraint of
people with schizophrenia in community settings in Ethiopia. Glob
Health. 2017;13:47.

54. Hailemariam M, Fekadu A, Prince M, Hanlon C. Engaging and staying
engaged: a phenomenological study of barriers to equitable access to
mental healthcare for people with severe mental disorders in a rural African
setting. Int J Equity Health. 2017;16:156.

55. Braathen SH, Vergunst R, Mji G, Mannan H, Swartz L. Understanding the
local context for the application of global mental health: a rural south
African experience. Int Health. 2013;5(1):38–42.

56. Grut L, Mji G, Braathen SH, Ingstad B. Accessing community health services:
challenges faced by poor people with disabilities in a rural community in
South Africa. African J Disabil. 2012;1(1):1–7.

57. Vergunst R, Swartz L, Mji G, MacLachlan M, Mannan H. “You must carry your
wheelchair”–barriers to accessing healthcare in a south African rural area.
Glob Health Action. 2015 Jan;8:29003.

58. Mji G, Braathen SH, Vergunst R, Scheffler E, Kritzinger J, Mannan H, et al.
Exploring the interaction of activity limitations with context, systems,
community and personal factors in accessing public health care services: a
presentation of south African case studies. African J Prim Heal Care Fam
Med. 2017;9(1):1–9.

Dassah et al. Global Health Research and Policy            (2018) 3:36 Page 12 of 13

https://sustainabledevelopment.un.org/post2015/transformingourworld
https://sustainabledevelopment.un.org/post2015/transformingourworld
http://www.un.org/disabilities/documents/convention/convoptprot-e.pdf
http://www.un.org/disabilities/documents/convention/convoptprot-e.pdf


59. Vergunst R, Swartz L, Hem KG, Eide AH, Mannan H, MacLachlan M, et al.
Access to health care for persons with disabilities in rural South Africa. BMC
Health Serv Res. 2017;17:741.

60. Reddy SK, Thirthalli J, Channaveerachari NK, Reddy KN, Ramareddy RN,
Rawat VS, et al. Factors influencing access to psychiatric treatment in
persons with schizophrenia: a qualitative study in a rural community. Indian
J Psychiatry. 2014;56(1):54–60.

61. Varghese J, Grills N, Mathias K. Barriers in health care access faced by
children with intellectual disabilities living in rural Uttar Pradesh. J Soc Incl.
2015;6(1):55–70.

62. Van Hees S, Cornielje H, Wagle P, Veldman E. Disability inclusion in primary
health Care in Nepal: an explorative study of perceived barriers to access
governmental health services. Disabil CBR Incl Dev. 2015;25(4):99–118.

63. Järnhammer A, Andersson B, Wagle PR, Magnusson L. Living as a person
using a lower-limb prosthesis in Nepal. Disabil Rehabil Informa UK Ltd. 2017;
0(0):1–8.

64. Grut L, Sanudi L, Braathen SH, Jürgens T, Eide AH. Access to tuberculosis
services for individuals with disability in rural Malawi, a qualitative study.
PLoS One. 2015;10(4):1–9.

65. Loyola-Sanchez A, Richardson J, Wilkins S, Lavis JN, Wilson MG, Alvarez-
Nemegyei J, et al. Barriers to accessing the culturally sensitive healthcare
that could decrease the disabling effects of arthritis in a rural Mayan
community: a qualitative inquiry. Clin Rheumatol Clinical Rheumatology.
2016;35(5):1287–98.

66. Van Rooy G, Amadhila EM, Mufune P, Swartz L, Mannan H, MacLachlan M.
Perceived barriers to accessing health services among people with disabilities
in rural northern Namibia. Disabil Soc Routledge; 2012;27(6):761–775.

67. Ahmad M. Health care access and barriers for the physically disabled in rural
Punjab, Pakistan. Int J Sociol Soc Policy. 2013;33(3/4):246–60.

68. Mshana G, Dotchin CL, Walker RW. “We call it the shaking illness”:
perceptions and experiences of Parkinson’s disease in rural northern
Tanzania. BMC Public Health. 2011;11:219.

69. Wongkongdech A, Laohasiriwong W. Movement disability: situations and
factors influencing access to health Services in the Northeast of Thailand.
Kathmandu Univ Med J. 2015;12(3):168–74.

70. Nualnetr N, Sakhornkhan A. Improving accessibility to medical Services for
Persons with disabilities in Thailand. Disabil CBR Incl Dev. 2012;23(1):34–49.

71. Ngo AD, Brolan C, Fitzgerald L, Pham V, Phan H. Voices from Vietnam:
experiences of children and youth with disabilities, and their families, from
an agent Orange affected rural region. Disabil Soc. 2013;28(7):955–69.

72. Eide AH, Mannan H, Khogali M, Van Rooy G, Swartz L, Munthali A, et al.
Perceived barriers for accessing health services among individuals with
disability in four African countries. PLoS One. 2015;10(5):1–14.

73. Racher FE, Vollman AR. Exploring the dimensions of access to health
services: implications for nursing research and practice. Res Theory Nurs
Pract. 2002;16(2):77–90.

74. Buykx P, Humphreys J, Wakerman J, Pashen D. Systematic review of
effective retention incentives for health workers in rural and remote areas:
towards evidence-based policy. Aust J Rural Health. 2010;18(3):102–9.

75. Malatzky C, Bourke L. Re-producing rural health: challenging dominant
discourses and the manifestation of power. J Rural Stud Elsevier Ltd. 2016;
45:157–64.

76. Bourke L, Humphreys JS, Wakerman J, Taylor J. From “problem-describing”
to “problem-solving”: challenging the “deficit” view of remote and rural
health. Aust J Rural Health. 2010;18(5):205–9.

77. Wilson NW, Couper ID, De Vries E, Reid S, Fish T. Marais BJ. A critical review
of interventions to redress the inequitable distribution of healthcare
professionals to rural and remote areas. Rural Remote Health. 2009;9(2):1–21.

78. Badu E, Opoku M, Appiah S. Attitudes of health service providers : the
perspective of people with disabilities in the Kumasi Metropolis of Ghana.
African J Disabil. 2016;5(1):1–8.

79. Oliver SJ. The role of traditional medicine practice in primary health care
within aboriginal Australia: a review of the literature. J Ethnobiol Ethnomed.
2013;9:46.

80. Petticrew M, Egan M, Thomson H, Hamilton V, Kunkler R, Roberts H.
Publication bias in qualitative research: what becomes of qualitative
research presented at conferences? J Epidemiol Community Heal. 2008;
62(6):552–4.

Dassah et al. Global Health Research and Policy            (2018) 3:36 Page 13 of 13


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Method
	Review design
	Search strategy
	Study selection
	Screening of articles
	Data extraction and synthesis

	Results
	Search results
	Characteristics of included studies
	Synthesis of findings
	Availability
	Resources

	Geography
	Distance and transportation to a facility
	Terrain and climate

	Affordability
	Cost of medical service
	Indirect cost of care

	Accommodation
	Operation hours
	Architectural designs

	Timeliness
	Wait time to deliver care
	Wait time consequences

	Acceptability
	Attitudes of health care providers
	Perceived quality of care

	Awareness
	Knowledge
	Information and communication

	Linkages of the health care access dimensions
	Discussion and Recommendations
	Limitations of the review

	Conclusion
	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References

