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ABSTRACT
Objectives Low attendance rates for community health 
services reflect important barriers that prevent people 
from receiving the care they need. Services and health 
systems that seek to advance Universal Health Coverage 
need to understand and act on these factors. Formal 
qualitative research is the best way to elicit barriers and 
identify potential solutions, however traditional approaches 
take months to complete and can be very expensive. We 
aim to map the methods that have been used to rapidly 
elicit barriers to accessing community health services and 
identify potential solutions.
Methods and analysis We will search MEDLINE, Embase, 
the Cochrane Library and Global Health for empirical 
studies that use rapid methods (<14 days) to elicit barriers 
and potential solutions from intended service beneficiaries. 
We will exclude hospital- based and 100% remotely 
delivered services. We will include studies conducted 
in any country from 1978 to present. We will not limit 
by language. Two reviewers will independently perform 
screening and data extraction, with disagreements 
resolved by a third reviewer. We will tabulate the different 
approaches used and present data on time, skills and 
financial requirements for each approach, as well as the 
governance framework and any strengths and weaknesses 
presented by the study authors. We will follow Joanna 
Briggs Institute (JBI) scoping review guidance and report 
the review using the Preferred Reporting Items for 
Systematic Reviews and Meta- Analyses Extension for 
Scoping Reviews.
Ethics and dissemination Ethical approval is not 
required. We will share our findings in the peer- reviewed 
literature, at conferences, and with WHO policymakers 
working in this space.
Registration Open Science Framework (https://osf.io/ 
a6r2m).

INTRODUCTION
Rationale
Many health programmes experience large 
mismatches between people identified with a 
clinical need and those who attend services. 
A recent international systematic review of 
non- attendance across all medical specialities 
estimated that 23% of clinic appointments 

are missed, with the highest rate observed in 
Africa (43%).1 Low attendance rates often 
reflect significant barriers faced by users.2 
Marginalised populations are often the least 
likely to receive care.3 4 Improving access to 
ensure that all individuals and communities 
receive the care they need lies at the heart of 
Universal Health Coverage—a core element 
in the Sustainable Development Agenda.5 6

Complex supply and demand factors govern 
access to health services and multiple frame-
works have been developed, typically defining 
access as the ability to perceive, seek, reach, 
pay for and engage with care.2 7–11 Access is 
increasingly being extended through the 
use of digital services and remote consul-
tations.12 13 While these services are useful, 
they come with their own set of barriers 
and equity issues, and cannot fully replace 
the central role played by in- person clin-
ical providers.12 14 When it comes to identi-
fying barriers to attending in- person clinical 
services and potential solutions, WHO has 
noted that ‘it is the experts who identify the 
problems and formulate interventions, while 
the problems and solutions as perceived 
by those at particular risk rarely constitute 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ As far as we are aware, this will be the first review to 
evaluate the rapid approaches used to elicit barriers 
to access community health services and identify 
potential solutions.

 ⇒ Improving access and grounding service improve-
ments in community engagement are two major 
global health priorities.

 ⇒ Our review will follow best- practice guidelines, use 
a search strategy devised by an information special-
ist, and use independent dual review at every stage.

 ⇒ We will miss rapid approaches that have been used 
effectively but not written about, and those that take 
longer than 14 days to deliver findings.
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the base for action’.15 Efforts to improve attendance 
rates should be grounded in an understanding of both 
supply- side and demand- side barriers, elicited through 
engagement with affected communities.2 16 17 The WHO 
Primary Health Care (PHC) Operational Framework 
defines engagement as ‘the process of involving people 
and communities in the design, planning and delivery of 
health services, thereby enabling them to make choices 
about care and treatment options or to participate in stra-
tegic decision- making on how health resources should be 
spent’. Turk and colleagues note that health service inter-
ventions ‘must be done with, and not simply done to, the 
people affected’.18

Research evidence aligns with common sense in finding 
that involving communities in the development of services 
improves health outcomes and sustainability.18 For- profit 
enterprises seem to understand the value of engaging 
with their customers: many companies use focus groups 
and market research to continually hone their products 
and services to meet the evolving needs of their customer 
base.19 Our sense is that health programmes are less active 
in this space. Ideally—given the scale of the problem—
health system managers would be able to deploy afford-
able, rapid and methodologically sound tools to engage 
with the groups that face the highest barriers to accessing 
care in order to elicit their ideas for service improvements. 
In reality, existing qualitative elicitation and coproduc-
tion techniques commonly take more than a year to plan, 
execute, analyse and report.20 They require formal ethical 
review, formally trained qualitative researchers, the use of 
specialist software and qualitative expertise to interpret 
and apply the findings.20 21 These resource requirements 
are prohibitive for most health system managers, and in 
many low- income settings there is not a ready supply of 
specialist expertise.22 This can lead to well- conducted 
but one- off engagement activities where the findings are 
inappropriately generalised to other groups or at the 
other end of the spectrum are tokenistic and/or meth-
odologically flawed efforts to gather and act on service 
user feedback, . We are interested in exploring whether 
it is possible to obtain meaningful and robust findings 
with rapid tools23; here defined as approaches that take 
14 days or less ‘from entering the field to through to 
delivery of findings’24 that is, contacting and recruiting 
participants, eliciting barriers through the collection and 
analysis of data, and developing a list of potential inter-
ventions to improve the service. Such tools would have 
very wide application across a broad range of settings and 
would support the development of PHC- oriented systems 
that are built on community engagement.25 While 14 days 
are essentially arbitrary, it reflects an ambitious target for 
delivering usable intelligence that aligns with the times-
cales offered by market research firms to political parties 
and companies.26

Aim and objectives
We will perform a scoping review27 of the literature to 
identify, categorise and evaluate the methods that are 

being used to rapidly elicit barriers and potential solu-
tions from service users in any community- based health 
service. We want to understand the strengths and weak-
nesses of the different methods that have been used, their 
resource requirements, and their governance frameworks 
as described by their users.

Responding to the need for rapid, affordable and scien-
tifically robust approaches that can be used to continually 
improve health services, we ultimately aim to identify the 
minimum viable product in this space. We want to iden-
tify approaches that provide sound, non- tokenistic and 
actionable intelligence with minimal time, money, equip-
ment, personnel, and skill requirements.

Review question
What rapid methods have been used to engage with 
community- based health service users to elicit barriers 
to access and potential solutions? For each method, 
what are the main outputs, methodological strengths 
and limitations and resource requirements in terms of 
time, personnel and other costs? For the purposes of this 
review, ‘community- based care’ will be defined as non- 
hospital care that involves interaction with a clinician, and 
a ‘community’ will be defined as a group who share geog-
raphies, interests or identities. This definition is based on 
that used in the WHO Operational Framework for PHC 
a.28 We will use the WHO Operational Framework defi-
nition for ‘community engagement’ that is presented in 
the introduction.28 We note that Primary Health Care is 
not the same as community- based care: the former is a 
whole- of- society approach to health (that includes hospi-
tals even though it focuses on primary care).25

METHODS AND ANALYSIS
Guidelines
Our review will be conducted in accordance with the 
JBI methodology, based on the principles of Arksey and 
O’Malley and Levac and colleagues.29–31 Our review will 
be reported in line with the Preferred Reporting Items for 
Systematic Reviews and Meta- Analyses (PRISMA) check-
list Extension for Scoping Reviews (PRISMA- ScR, online 
supplemental file).32 Scoping reviews are the most appro-
priate method for mapping and characterising the avail-
able evidence in a given area, and follow five steps33–35:
1. Defining the research question/s
2. Identifying relevant studies
3. Study selection
4. Charting the data
5. Collating, summarising and reporting the results

An iterative approach will be taken towards searching 
the literature, refining the search strategy, reviewing arti-
cles for inclusion, and extracting relevant data.32 36–38

Participants
As we are concerned with barriers to access, we will focus on 
methods that seek to engage with those who are eligible for 
a given service but have not managed to attend. As such, we 
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deem the sample population ‘intended service beneficiaries’ 
rather than ‘service users’. We will include methods where 
engagement activities target service users and intended 
beneficiaries of any community- based health service in any 
country, serving any need. We will exclude methods that 
sample exclusively from attendees as—by definition—they 
have successfully overcome barriers to access.

We will include methods where engagement activities 
target lay representatives of intended service users such 
as patient advocacy groups, parents or village elders, 
however these findings will be reported separately in 
the findings. We will exclude methods that exclusively 
engage service providers, managers or policymakers. We 
will include approaches that engage a mix of users and 
providers as long as it is possible to disaggregate the find-
ings pertaining to service user engagement.

As we are focusing on groups that face barriers to access, 
we will exclude approaches that exclusively engage with 
people who are present at their services, that is, our focus is 
on methods for contacting and engaging with non- attenders 
or their proxies.

Concept
We are interested in methods used for engaging service 
users to elicit their perceptions of barriers to accessing 
care and generating ideas for service modifications that 
could improve access rates and outcomes among people 
with similar characteristics.

We are focusing on rapid methods, defined as those 
that can be used to deliver a list of barriers and poten-
tial solutions within 14 days or less. This is an arbitrary 
threshold but draws from our clinical experience in 
leading health services and represents what we feel to be 
an acceptable amount of time to generate data to inform 
real- time decision- making.

Given that it is not standard practice to report the length 
of time taken to conduct research we anticipate that our 
search will not identify many studies. To overcome this 
issue we will include studies that do not state how long 
they took as long as they meet all other inclusion criteria. 
We will analyse these studies separately.

We will include all forms of established or novel 
methods from any scientific field of enquiry. We expect to 
find examples of the following types of method:

 ► Interviews: face- to- face, telephone, video call.
 ► Focus groups
 ► Group system dynamic modelling
 ► Q methodology
 ► Nominal group technique.
 ► Surveys: in- person, web, telephone, text message
 ► Rapid ethnography

Context
We are not limiting the review to any specific population, 
culture or geography. We will include studies from all 
countries and any setting except hospital inpatients. Our 
focus is on in- person access to existing services so we will 
exclude evaluations of novel services or new interventions.

We primarily define ‘access’ in terms of whether people 
are able to physically reach (ie, attend) a clinical provider 
to get the care they need. This includes attending 
prebooked appointments as well as presenting to services 
that do not require appointments. We will include 
outreach services and home- based care, but exclude 
virtual/digital remote consults. We will also exclude 
compulsory care such as when patients are sectioned for 
mental healthcare, and services where no interaction 
with a clinician is required, such as automated services to 
obtain self- testing kits.

Types of sources
We will include all empirical study types that report on the 
use of a given method to elicit barriers or potential solu-
tions with a maximum of 14 days between commencing 
fieldwork and generating the findings.

We will exclude methodological texts, reviews, letters 
and conference abstracts. We will also exclude system-
atic reviews, but we will search their reference lists and 
include any underlying primary studies that meet our 
inclusion criteria.

Patient and public involvement
No patient and public involvement.

Search strategy
The search strategy will be built around rapid community- 
based methods and access to health services39 40(box 1). 
The search will be limited to human studies published 
since 1978; the year of the Alma- Ata Declaration on 
Primary Health Care. The search will be conducted in 
English but we will include full- text studies published in 
any language. We plan to complete the review by mid- 
2023. The search strategy results will be presented in a 
PRISMA flowchart that will show how studies were elimi-
nated until final search yield that will constitute the basis 
for synthesis.

We will search the following information resources: the 
Cochrane Library, MEDLINE Ovid, Embase Ovid and 
Global Health Ovid. The first 20 pages of Google Scholar 
will also be screened. The search strategy, including all 
identified keywords and index terms, will be adapted for 
each included database and/or information source. Box 1 
presents the search strategy for Medline. The Supple-
mentary file (online supplemental appendix) presents 
the tailored search strategies for all databases. We will 
check the reference lists of included studies and relevant 
systematic reviews to identify any additional potentially 
relevant reports of studies. Key authors will be contacted 
to uncover additional or upcoming studies.

Study/Source of evidence selection
Following the search, all identified citations will be collated 
and uploaded into Covidence (Veritas Health Innovation, 
Melbourne) and duplicates will be removed. Following 
a pilot test, titles and abstracts will then be screened by 
two independent reviewers (HA and RJ) for assessment 
against the inclusion criteria. Studies that clearly do 
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not meet the inclusion criteria will be excluded. The 
reviewers will meet after every 10% batch of papers has 
been screened to discuss any issues. Any disagreements 
will be resolved through consensus- based discussion, or if 
necessary, discussion with a third reviewer (LNA).

We will obtain full texts for the potentially relevant 
papers. The same two review authors will independently 
assess the papers against the inclusion criteria to deter-
mine their eligibility for inclusion. Non- English language 
papers will be translated into English. The review authors 
will resolve disagreements through consensus- based 
discussion, or if necessary, discussion with the same third 
reviewer. The reviewers will record reasons for exclusion 
at the full- text screening stage.

The results of the search and the study inclusion 
process will be reported in full in the final scoping review 
and presented in a PRISMA flow diagram.41

Data extraction
Two review authors (HA and RJ) will independently 
extract study characteristics and data from the included 
studies using a data extraction form developed by the 
reviewers. The data extraction form will be piloted on 
three studies by the same two review authors and required 
amendments will be made by consensus.42 We anticipate 
a broad scope of included studies, so data charting will 
be an iterative process throughout the review. The data 
extraction tool will be modified and revised as necessary 
during the process of extracting data from each included 
evidence source. Any discrepancies will be resolved by 
group discussion. Modifications will be detailed in the 
scoping review. Where required, authors of papers will be 
contacted to request missing or additional data.

The data extracted will include specific details about 
the participants, concept, context, study methods and key 
findings relevant to the review question:

 ► Article title.
 ► Journal title.
 ► Authors.
 ► Country.
 ► Language.
 ► Publication year.
 ► Study type.
 ► Type of approach (eg, focus group) and description:

 – Setting.
 – Participants.
 – Facilitators.

 ► Main output if anything other than a prioritised list of 
potential service modifications.

 ► Methodological strengths and limitations, as docu-
mented by the authors.

 ► Resource requirements:
 – Number of personnel, and essential skills/level of 

training.
 – Number of days for each person, full time 

equivalent.
 – Total number of days taken from conception to 

findings; including planning, recruitment, engage-
ment and analysis stages.

 – Equipment.
 – Total financial cost.

 ► Framework used to structure interaction and elicit 
barriers and solutions.

 ► Method of recording (notes, audio, etc).
 ► Other practical requirements or qualitative considera-

tions reported in- text.
 ► Ethics and governance requirements.
 ► Level, form, frequency and intensity of participation:

 – Level of participation will be assessed using the five 
categories used by WHO: inform, consult, involve, 
collaborate and empower.

Box 1 Search terms used for Medline

1. Health Services Accessibility/
2. Health Equity/
3. Social Determinants of Health/
4. (social adj2 determinant adj2 health$).tw.
5. ((health$ or social$ or racial$ or ethnic$) adj5 (inequalit$ or inequit$ 
or disparit$ or equit$ or disadvantage$ or depriv$)).tw.
6. (disadvant$ or marginali$ or underserved or under served or impov-
erish$ or minorit$ or racial$ or ethnic$).tw.
7. barrier$.tw.
8. (solution$ or improve$ or strateg$ or access$ or challeng$).ti.
9. Community- Based Participatory Research/
10. Community- Institutional Relations/
11. (communit$ adj3 (engag$ or participat$)).tw.
12. CBPR.tw.
13. (participat$ adj2 health adj2 research).tw.
14. (communit$ adj2 academic adj2 partnership$).tw.
15. (collective adj2 empower$).tw.
16. (equity adj2 mobili$ adj2 partnership$ adj2 communit$).tw.
17. (ethnograph$ or communitarian$).tw.
18. Interviews as Topic/
19. Patient Health Questionnaire/
20. Self Report/
21. Q- Sort/
22. Q- Sort.tw.
23. Q- methodolog$.tw.
24. (system adj2 dynamic adj2 model$).tw.
25. (nominal adj2 group$ adj2 technique$).tw.
26. or/1–25
27. Problem Solving/
28. ((rapid$ or agile) adj2 (appraisal$ or assessment$ or approach$ 
or evaluation$ or evaluate$ or technique$ or tool$ or method$ or re-
search$)).tw.
29. or/27–28
30. 26 and 29
31. in vitro.tw.
32. (assay$ or microb$).tw.
33. Critical Care/
34. or/31–33
35. 30 not 34
36. limit 35 to humans
37. limit 36 to (comment or editorial or letter)
38. 36 not 37
39. limit 38 to yr=’1978- Current’  on A
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 – Form will be assessed using the four categories used 
by WHO: community- oriented, community- based, 
community- managed and community- owned.

 – Frequency is defined as the number of discrete in-
teractions between the project team and the ser-
vice users.

 – Intensity represents the extent to which partici-
pants interact, exchange information and influ-
ence decision- making in participation processes.43

 ► Power relations, prevailing knowledge and beliefs and 
cultural barriers,18 described by the authors.

 ► Any documented power relations, prevailing knowl-
edge and beliefs and cultural barriers.

Data analysis and presentation
We plan to conduct a formal narrative descriptive synthesis 
without meta- analysis. We will stratify the synthesis by 
methodological approach. We will present a summary 
table of the different methods used, grouped by disci-
pline. We will also tabulate the resource requirements, 
form of participation and methodological strengths and 
limitations. Quantitative resource requirement data will 
be presented in whole numbers, days and 2022 US dollar 
amounts as appropriate. Ratios will be used to compare 
costs between approaches. Qualitative outcomes will 
be presented narratively. Methods used to engage with 
service users and service user representatives will be 
presented separately.

We will not conduct methodological quality assessment 
of included studies, in keeping with usual practice for 
scoping reviews.27 29

Limitations
Our review focuses on methods that operate extremely 
rapidly, using a 14- day cut- off. This choice has driven by 
our collective experience working with health service and 
system managers. We are aware that effective community 
engagement can often take (much) longer than 14 days, 
and that expediency may come at the cost of the value 
and nuance of the findings that are delivered. Never-
theless, just because it is unlikely that there are many 
robust approaches that can deliver meaningful and non- 
tokenistic findings within a very short timeframe, we feel 
it is still worth examining the literature to understand 
this space. There is a risk that rapid approaches produce 
oversimplified findings that further compound issues for 
marginalised groups. We will be careful to assess these 
risks.

Twitter Luke Nelson Allen @drlukeallen

Contributors LNA conceptualised and planned the study with SK, IG, JE, NT and 
AB. IG and LNA designed the search terms with input from RJ, HA, SK, JE, JR and 
NT. LNA wrote the first draft with JR. HA, IG, SK, JE, NT, JR and AB critically revised 
iterations of the manuscript. All authors read and approved the final protocol.

Funding This work was supported by the National Institute for Health Research 
(NIHR) (using the UK’s Official Development Assistance (ODA) Funding) and 
Wellcome (grant reference 215633/Z/19/Z) under the NIHR- Wellcome Partnership 
for Global Health Research. The views expressed are those of the authors and 
not necessarily those of Wellcome, the NIHR or the Department of Health and 

Social Care. The study was sponsored by the London School of Hygiene & Tropical 
Medicine. The funders and study sponsor had no role in developing the protocol.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Luke Nelson Allen http://orcid.org/0000-0003-2750-3575
Jacqueline Ramke http://orcid.org/0000-0002-5764-1306

REFERENCES
 1 Dantas LF, Fleck JL, Cyrino Oliveira FL, et al. No- shows in 

appointment scheduling- a systematic literature review. Health Policy 
2018;122:412–21. 

 2 Levesque JF, Harris MF, Russell G. Patient- Centred access to health 
care: conceptualising access at the interface of health systems and 
populations. Int J Equity Health 2013;12:18. 

 3 Tudor Hart J. The inverse care law. The Lancet 1971;297:405–12. 
 4 World Health Organization. Closing the gap in a generation: health 

equity through action on the social determinants of health - final 
report of the commission on social determinants of health. Geneva, 
2021. Available: www.who.int/publications-detail-redirect/WHO-IER- 
CSDH-08.1

 5 World Health Organization. Universal health coverage (UHC). 2021. 
Available: www.who.int/news-room/fact-sheets/detail/universal- 
health-coverage-(uhc)

 6 UN General. A/RES/70/1: transforming our world: the 2030 agenda 
for sustainable development. 2015. Available: www.un.org/ga/ 
search/view_doc.asp?symbol=A/RES/70/1&Lang=E

 7 Frenk J. Concept and measurement of accessibility. Salud Pública 
México 1992:858–64.

 8 Andersen RM. Revisiting the behavioral model and access to medical 
care: does it matter? J Health Soc Behav 1995;36:1–10.

 9 Andersen R, Aday LA. Access to medical care in the U.S.: realized 
and potential. Med Care 1978;16:533–46. 

 10 Penchansky R, Thomas JW. The concept of access: definition and 
relationship to consumer satisfaction. Med Care 1981;19:127–40. 

 11 Cu A, Meister S, Lefebvre B, et al. Assessing healthcare access using 
the levesque’s conceptual framework- a scoping review. Int J Equity 
Health 2021;20:116. 

 12 Williams S, Barnard A, Collis P, et al. Remote consultations in 
primary care across low-, middle- and high- income countries: 
implications for policy and care delivery. J Health Serv Res Policy 
2022:13558196221140318. 

 13 Paddison CA. Digital and remote primary care: the inverse care law 
with a 21st century twist? The nuffield trust. 2022. Available: www. 
nuffieldtrust.org.uk/news-item/digital-and-remote-primary-care-the- 
inverse-care-law-with-a-21st-century-twist

 14 Parker RF, Figures EL, Paddison CA, et al. Inequalities in general 
practice remote consultations: a systematic review. BJGP Open 
2021;5:BJGPO.2021.0040. 

 15 WHO. Toolkit on social participation. 2022. Available: www.euro. 
who.int/en/publications/abstracts/toolkit-on-social-participation.- 
methods-and-techniques-for-ensuring-the-social-participation- 
of-roma-populations-and-other-social-groups-in-the-design,- 

 on A
pril 8, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-066804 on 10 M

arch 2023. D
ow

nloaded from
 

https://twitter.com/drlukeallen
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-2750-3575
http://orcid.org/0000-0002-5764-1306
http://dx.doi.org/10.1016/j.healthpol.2018.02.002
http://dx.doi.org/10.1186/1475-9276-12-18
http://dx.doi.org/10.1016/S0140-6736(71)92410-X
www.who.int/publications-detail-redirect/WHO-IER-CSDH-08.1
www.who.int/publications-detail-redirect/WHO-IER-CSDH-08.1
https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
https://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1&Lang=E
https://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1&Lang=E
http://dx.doi.org/7738325
http://dx.doi.org/10.1097/00005650-197807000-00001
http://dx.doi.org/10.1097/00005650-198102000-00001
http://dx.doi.org/10.1186/s12939-021-01416-3
http://dx.doi.org/10.1186/s12939-021-01416-3
http://dx.doi.org/10.1177/13558196221140318
https://www.nuffieldtrust.org.uk/news-item/digital-and-remote-primary-care-the-inverse-care-law-with-a-21st-century-twist
https://www.nuffieldtrust.org.uk/news-item/digital-and-remote-primary-care-the-inverse-care-law-with-a-21st-century-twist
https://www.nuffieldtrust.org.uk/news-item/digital-and-remote-primary-care-the-inverse-care-law-with-a-21st-century-twist
http://dx.doi.org/10.3399/BJGPO.2021.0040
https://www.euro.who.int/en/publications/abstracts/toolkit-on-social-participation.-methods-and-techniques-for-ensuring-the-social-participation-of-roma-populations-and-other-social-groups-in-the-design,-implementation,-monitoring-and-evaluation-of-policies-and-programmes-to-improve-their-health-2016
https://www.euro.who.int/en/publications/abstracts/toolkit-on-social-participation.-methods-and-techniques-for-ensuring-the-social-participation-of-roma-populations-and-other-social-groups-in-the-design,-implementation,-monitoring-and-evaluation-of-policies-and-programmes-to-improve-their-health-2016
https://www.euro.who.int/en/publications/abstracts/toolkit-on-social-participation.-methods-and-techniques-for-ensuring-the-social-participation-of-roma-populations-and-other-social-groups-in-the-design,-implementation,-monitoring-and-evaluation-of-policies-and-programmes-to-improve-their-health-2016
https://www.euro.who.int/en/publications/abstracts/toolkit-on-social-participation.-methods-and-techniques-for-ensuring-the-social-participation-of-roma-populations-and-other-social-groups-in-the-design,-implementation,-monitoring-and-evaluation-of-policies-and-programmes-to-improve-their-health-2016
http://bmjopen.bmj.com/


6 Allen LN, et al. BMJ Open 2023;13:e066804. doi:10.1136/bmjopen-2022-066804

Open access 

implementation,-monitoring-and-evaluation-of-policies-and- 
programmes-to-improve-their-health-2016

 16 WHO, UNICEF. Declaration of alma- ata [internet]. 1978. Available: 
www.who.int/teams/social-determinants-of-health/declaration-of- 
alma-ata

 17 WHO, UNICEF. Declaration of astana on primary health care. 2018. 
Available: www.who.int/teams/primary-health-care/conference/ 
declaration

 18 Turk E, Durrance- Bagale A, Han E, et al. International experiences 
with co- production and people centredness offer lessons for 
covid- 19 responses. BMJ 2021;372:m4752. 

 19 Statista. Market research industry. Statista; 2022. Available: www. 
statista.com/topics/1293/market-research/

 20 Pope C, Mays N. Qualitative research in health care. 4th edn. Oxford: 
Wiley Blackwell, 2020. Available: www.wiley.com/en-gb/Qualitative+ 
Research+in+Health+Care%2C+4th+Edition-p-9781119410836 
[accessed Jan 2023].

 21 Creswell J, Creswell D. Research design. 5th ed. Thousand Oaks, 
Calif: Sage, 2018. Available: https://us.sagepub.com/en-us/nam/ 
research-design/book255675 [accessed Jan 2023].

 22 Franzen SRP, Chandler C, Lang T. Health research capacity 
development in low and middle income countries: reality or rhetoric? 
A systematic meta- narrative review of the qualitative literature. BMJ 
Open 2017;7:e012332. 

 23 McNall M. Pennie G foster- methods of rapid evaluation, 
assessment, and appraisal. n.d. Available: https://journals.sagepub. 
com/doi/abs/10.1177/1098214007300895?journalCode=ajec

 24 Taylor B, Henshall C, Kenyon S, et al. Can rapid approaches to 
qualitative analysis deliver timely, valid findings to clinical leaders? a 
mixed methods study comparing rapid and thematic analysis. BMJ 
Open 2018;8:e019993. 

 25 WHO. A vision for primary health care in the 21st century: towards 
universal health coverage and the sustainable development goals. 
2018. Available: https://apps.who.int/iris/handle/10665/328065

 26 Drive research. How quickly can market research be completed? 
2018. Available: www.driveresearch.com/market-research-company- 
blog/how-quickly-can-market-research-be-completed/

 27 Song E, Ang L, Park J- Y, et al. A scoping review on biomedical 
Journal peer review guides for reviewers. PLoS One 
2021;16:e0251440. 

 28 WHO. Operational framework for primary health care transforming 
vision into action. 2008. Available: file:///C:/Users/rjonga/Downloads/ 
9789240017832-eng.pdf

 29 Peters M, Godfrey C, McInerney P. The joanna briggs institute 
reviewers’ manual 2015 methodology or JBI scoping reviews. n.d. 

Available: https://nursing.lsuhsc.edu/JBI/docs/ReviewersManuals/ 
Scoping-.pdf

 30 Arksey H, O’Malley L. Scoping studies: towards a methodological 
framework. International Journal of Social Research Methodology 
2005;8:19–32. 

 31 Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the 
methodology. Implement Sci 2010;5:69. 

 32 Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping 
reviews (PRISMA- scr): checklist and explanation. Ann Intern Med 
2018;169:467–73. 

 33 Khalil H, Peters M, Godfrey CM, et al. An evidence- based approach 
to scoping reviews. Worldviews Evid Based Nurs 2016;13:118–23. 

 34 Munn Z, Peters MDJ, Stern C, et al. Systematic review or scoping 
review? guidance for authors when choosing between a systematic 
or scoping review approach. BMC Med Res Methodol 2018;18:143. 

 35 Peterson J, Pearce PF, Ferguson LA, et al. Understanding scoping 
reviews: definition, purpose, and process. J Am Assoc Nurse Pract 
2017;29:12–6. 

 36 Cooper C, Booth A, Varley- Campbell J, et al. Defining the process 
to literature searching in systematic reviews: a literature review 
of guidance and supporting studies. BMC Med Res Methodol 
2018;18:85. 

 37 Garcia- Perdomo HA. Information sources and search strategy pitfalls 
to avoid in systematic reviews. Eur J Cancer Prev 2021;30:481. 

 38 Mueller M, D’Addario M, Egger M, et al. Methods to systematically 
review and meta- analyse observational studies: a systematic 
scoping review of recommendations. BMC Med Res Methodol 
2018;18:44. 

 39 Said M, Boardman G, Kidd S. Barriers to accessing mental health 
services in somali- australian women: a qualitative study. Int J Ment 
Health Nurs 2021;30:931–8. 

 40 Memon A, Taylor K, Mohebati LM, et al. Perceived barriers to 
accessing mental health services among black and minority ethnic 
(BME) communities: a qualitative study in Southeast England. BMJ 
Open 2016;6:e012337. 

 41 Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 
statement: an updated guideline for reporting systematic reviews. 
BMJ 2021;372:n71. 

 42 Cochrane Collaboration. Data collection form. n.d. Available: https:// 
training.cochrane.org/sites/training.cochrane.org/files/public/ 
uploads/resources/downloadable_resources/English/Collecting% 
20data%20-%20form%20for%20RCTs%20only.doc

 43 World Health Organisation. TOOLKIT ON SOCIAL PARTICIPATION. 
n.d. Available: www.euro.who.int/__data/assets/pdf_file/0003/ 
307452/Toolkit-social-partecipation.pdf

 on A
pril 8, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-066804 on 10 M

arch 2023. D
ow

nloaded from
 

https://www.euro.who.int/en/publications/abstracts/toolkit-on-social-participation.-methods-and-techniques-for-ensuring-the-social-participation-of-roma-populations-and-other-social-groups-in-the-design,-implementation,-monitoring-and-evaluation-of-policies-and-programmes-to-improve-their-health-2016
https://www.euro.who.int/en/publications/abstracts/toolkit-on-social-participation.-methods-and-techniques-for-ensuring-the-social-participation-of-roma-populations-and-other-social-groups-in-the-design,-implementation,-monitoring-and-evaluation-of-policies-and-programmes-to-improve-their-health-2016
https://www.who.int/teams/social-determinants-of-health/declaration-of-alma-ata
https://www.who.int/teams/social-determinants-of-health/declaration-of-alma-ata
https://www.who.int/teams/primary-health-care/conference/declaration
https://www.who.int/teams/primary-health-care/conference/declaration
http://dx.doi.org/10.1136/bmj.m4752
https://www.statista.com/topics/1293/market-research/
https://www.statista.com/topics/1293/market-research/
www.wiley.com/en-gb/Qualitative+Research+in+Health+Care%2C+4th+Edition-p-9781119410836
www.wiley.com/en-gb/Qualitative+Research+in+Health+Care%2C+4th+Edition-p-9781119410836
https://us.sagepub.com/en-us/nam/research-design/book255675
https://us.sagepub.com/en-us/nam/research-design/book255675
http://dx.doi.org/10.1136/bmjopen-2016-012332
http://dx.doi.org/10.1136/bmjopen-2016-012332
https://journals.sagepub.com/doi/abs/10.1177/1098214007300895?journalCode=ajec
https://journals.sagepub.com/doi/abs/10.1177/1098214007300895?journalCode=ajec
http://dx.doi.org/10.1136/bmjopen-2017-019993
http://dx.doi.org/10.1136/bmjopen-2017-019993
https://apps.who.int/iris/handle/10665/328065
https://www.driveresearch.com/market-research-company-blog/how-quickly-can-market-research-be-completed/
https://www.driveresearch.com/market-research-company-blog/how-quickly-can-market-research-be-completed/
http://dx.doi.org/10.1371/journal.pone.0251440
file:///C:/Users/rjonga/Downloads/9789240017832-eng.pdf
file:///C:/Users/rjonga/Downloads/9789240017832-eng.pdf
https://nursing.lsuhsc.edu/JBI/docs/ReviewersManuals/Scoping-.pdf
https://nursing.lsuhsc.edu/JBI/docs/ReviewersManuals/Scoping-.pdf
http://dx.doi.org/10.1080/1364557032000119616
http://dx.doi.org/10.1186/1748-5908-5-69
http://dx.doi.org/10.7326/M18-0850
http://dx.doi.org/10.1111/wvn.12144
http://dx.doi.org/10.1186/s12874-018-0611-x
http://dx.doi.org/10.1002/2327-6924.12380
http://dx.doi.org/10.1186/s12874-018-0545-3
http://dx.doi.org/10.1097/CEJ.0000000000000691
http://dx.doi.org/10.1186/s12874-018-0495-9
http://dx.doi.org/10.1111/inm.12846
http://dx.doi.org/10.1111/inm.12846
http://dx.doi.org/10.1136/bmjopen-2016-012337
http://dx.doi.org/10.1136/bmjopen-2016-012337
http://dx.doi.org/10.1136/bmj.n71
https://training.cochrane.org/sites/training.cochrane.org/files/public/uploads/resources/downloadable_resources/English/Collecting%20data%20-%20form%20for%20RCTs%20only.doc
https://training.cochrane.org/sites/training.cochrane.org/files/public/uploads/resources/downloadable_resources/English/Collecting%20data%20-%20form%20for%20RCTs%20only.doc
https://training.cochrane.org/sites/training.cochrane.org/files/public/uploads/resources/downloadable_resources/English/Collecting%20data%20-%20form%20for%20RCTs%20only.doc
https://training.cochrane.org/sites/training.cochrane.org/files/public/uploads/resources/downloadable_resources/English/Collecting%20data%20-%20form%20for%20RCTs%20only.doc
https://www.euro.who.int/__data/assets/pdf_file/0003/307452/Toolkit-social-partecipation.pdf
https://www.euro.who.int/__data/assets/pdf_file/0003/307452/Toolkit-social-partecipation.pdf
http://bmjopen.bmj.com/

	Rapid methods for identifying barriers and solutions to improve access to community health services: a scoping review protocol
	Abstract
	Introduction
	Rationale
	Aim and objectives
	Review question

	Methods and analysis
	Guidelines
	Participants
	Concept
	Context
	Types of sources
	Patient and public involvement
	Search strategy
	Study/Source of evidence selection
	Data extraction
	Data analysis and presentation
	Limitations

	References


