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ABSTRACT
There is currently no global review of the conceptual 

literature on the equity of healthcare coverage (including 

access) for older people. It is important to understand the 

factors affecting access to health and social care for this 

group, so that policy and service actions can be taken to 

reduce potential inequities.

A scoping review of published and grey literature was 

conducted with the aim of summarising how health and 

social care service access and coverage for older people 

has been conceptualised. PubMed, MEDLINE, PsycINFO, 

CINAHL, Web of Science, SciELO, LILACS, BIREME and 

Global Index Medicus were searched. Selection of sources 

and data charting were conducted independently by two 

reviewers.

The database searches retrieved 10 517 citations; 32 

relevant articles were identified for inclusion from a global 

evidence base. Data were summarised and a meta- 

framework and model produced listing concepts specific 

to equitable health and social care service coverage 

relating to older people. The meta- framework identified 

the following relevant factors: acceptability, affordability, 

appropriateness, availability and resources, awareness, 

capacity for decision- making, need, personal social and 

cultural circumstances, physical accessibility.

This scoping review is relevant to the development and 

specification of policy for older people. It conceptualises 

those factors, such as acceptability and affordability, that 

affect an older person’s ability and capacity to access 

integrated, person- centred health and social care services 

in a meaningful way. These factors should be taken into 

account when seeking to determine whether equity in 

service use or access is being achieved for older people.

INTRODUCTION

A sizeable body of literature addresses equity 
and health service coverage or access, though 
there is no universal consensus on definitions 
of these terms or the optimal perspective to 
be taken. Authors might variously assume a 
conceptual or theoretical perspective, might 
consider specific countries and systems,1–5 
or employ a policy perspective driven by 
the principle of universal health coverage 
(UHC).6–8 Principles such as UHC link ideas 
of access to the performance of healthcare 

systems.9 10 Researchers have also considered 
this challenge both for whole populations 
and for particular disadvantaged groups.11 
The literature defining health service access 

Significance of the study

What is already known about this subject?
 ► Age is a known factor predicting inequity of access 

to healthcare.

 ► Multiple factors affecting different groups of people, 

such as age, income, education, location, are known 

to be relevant in accessing healthcare.

 ► Individual factors such as literacy, ethnicity, minority 

status and location, have been explored in empirical 

and conceptual studies examining older people’s 

access of services

What does this study add?
 ► To our knowledge, this is the first global review of the 

conceptual literature on equity of health and social 

care coverage (including access) for older people.

 ► It conceptualises exactly those factors that might 

affect equity of access to integrated and person- 

centred health and social care services for older 

people, including the availability and affordability of 

services, and older people’s own capacities, needs 

and perceptions of what is acceptable.

 ► It conceptualises the dynamic relationships between 

the individual older person, available services and 

social and political infrastructures

How might this impact on clinical practice or 
future developments?
This review is relevant to the development and specifi-

cation of policy for older people because:

 ► It outlines factors that need to be taken into account 

when seeking to monitor or measure whether equity 

in service use or access is being achieved for older 

people in any country or setting, for example, are 

older people aware of services and their eligibility for 

certain services; are appropriate services available, 

do they satisfy their needs in an acceptable manner; 

can they afford them; can they access them—phys-

ically and intellectually (health literacy), etc.

 ► It highlights how new, more holistic and complex 

means of collecting data about older people, and their 

needs, is required if the local nature of inequity is to 

be understood, so that it can be addressed by policy.
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is often limited to using broad terms, such as availability, 
coverage and provision.3 In its broadest sense, it might 
be considered to refer to a person’s ability, capacity or 
eligibility to use or potentially use a relevant service. 
Equity in healthcare has been defined as the 'just distri-
bution of healthcare according to need',8 but different 
definitions of what is ‘just’ and what constitutes ‘need’ 
are possible, and ‘distribution’ represents a different 
concept from access.12 However, reviews of equity find 
that the term is often not clearly defined, even in policy 
documents. Instead it is only implied, using concepts and 
values such as social justice or inclusion, and typically 
assessed in simple terms for example, by gender, socio-
economic factors or place of residence.3 13 Although age 
is frequently considered among potential predictors of 
access in quantitative analyses (usually defined in terms 
of actual service use because this is easier to measure),13 
it is much less common to conceptualise equity in health 
service use for older people, as a distinct group.

Conceptual content often proves elusive within the 
literature, especially when factors must be identified 
from within empirical papers, theoretical discussions or 
parent theories.14 Recent reviews of existing frameworks 
relevant to equity and UHC3 15 do include a review of 
the conceptual literature,16 but we are not aware of any 
on the combined challenges of equity, UHC and older 
people. Yet older people represent a particular, poten-
tially disadvantaged group because of their more exten-
sive and complex healthcare needs, and the challenges 
they are likely to experience accessing relevant services. 
It is therefore important to understand those factors that 
affect access to healthcare for this group so that any given 
national health system can monitor them, and take appro-
priate action to reduce potential inequities. This scoping 

review of the conceptual (that is, theory- developing/
generating) literature therefore explores the potential 
factors affecting healthcare access and service coverage 
for older people. Given the diversity of definitions and 
conceptualisations, we chose not to limit our conceptual-
isations to particular definitions of equity, need or access, 
but rather to include any articles that used these terms 
and concepts, however, defined.

Research question

What are the potential factors affecting equity in health-
care access and service coverage for older people as 
conceptualised in the literature?

METHODS

We conducted a scoping review using the five- stage frame-
work outlined by Arksey and O’Malley17: (1) identifying 
the research question, (2) identifying relevant studies, 
(3) reviewing and selecting relevant studies for the final 
review, (4) charting the data or key information from the 
studies under review and (5) summarising and reporting 
the results. The protocol is available.18

Inclusion criteria

To be included in the review, studies were required to 
satisfy the following criteria (table 1). In minor revi-
sions to the original protocol, to ensure manageable but 
meaningful quantities of literature for exploring rele-
vant concepts, publications had to focus exclusively on 
older people, rather than merely including older people 
alongside other groups and, aligned with an approach 
proposed elsewhere,19 20 were restricted to the conceptu-
ally richer papers (that developed frameworks, models of 

Table 1 Inclusion and exclusion criteria

Inclusion criteria Further details Exclusion criteria

Population Older people The study must focus on older people, aged 50 years or 

more

No reference to age or older people, or 

age only referenced as a subgroup

Intervention Equity Must use one of the following terms: equity, inequity, equality 

or inequality, disparity, or mention differentials in relation to 

the outcome

No reference to any of the included 

terms or their concepts in relation to the 

outcome

Comparator All age groups among 

older people aged >50 

years

Within older people as a group (intersectionality) People aged <50 years

Outcome Service coverage or 

healthcare needs

Must refer to access to, use of, need of and eligibility for 

healthcare and services, following the WHO definition of 

healthcare, or resource utilisation.

Only mentions health, health status or 

health outcomes, for example, mortality, 

life expectancy, well- being, quality of life

Perspective Demand or Supply Users or providers (health system, structures, resources) Not applicable because all perspectives 

were considered

Study design Conceptualisations Reviews and theoretical papers (non- empirical research), 

reviewing or developing theories, models, frameworks or 

conceptualisations (and which are described as such), 

including the generation or further development of a 

framework or model as a result of a qualitative (thematic) 

analysis of empirical data

Studies conducting statistical primary 

or secondary data analysis (of factors 

influencing/predicting disparity in service 

coverage or use) that do not generate or 

develop a theory or framework

Date, 

language

No restrictions None
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theories, with relationships between themes, rather than 
just a list of themes; in other words that had greater poten-
tial to provide ‘in- depth insights into the phenomenon of 
interest, allowing the researcher to better interpret the 
meaning and context of findings’.19

Information sources and search strategies

We searched nine databases for relevant published and 
unpublished literature, without limits of publication 
type, date or language, from inception to May and June 
2020: PubMed, MEDLINE (Ovid), PsycINFO (Ovid), 
CINAHL (Ovid), Web of Science, SciELO, LILACS, 
BIREME,Global Index Medicus. Searches combined 
thesaurus and free- text terms for models/frameworks/
theories, older people, equity/disparity and need or 
coverage/utilisation/access (strategies are available in 
online supplemental files 1 and 2). In July 2020, cita-
tion searches (Google Scholar and Social Science Cita-
tion Index) and related- studies’ searches (PubMed 
and CoCites database) were performed on all included 
studies. Reference checking of all included studies was 
also conducted and experts in the project team consulted 
for any additional, relevant papers that might have been 
missed by the extensive searches. In doing so, we were 
able to take advantage of the opportunity to collaborate 
with Japanese researchers conducting a search of Japa-
nese bibliographic databases (Ichushi- web and CiNii 
Articles) in order to expand coverage of the literature—
that is, including a language that is often not included 
in literature reviews—especially considering the potential 
knowledge/evidence that could be obtained from/about 
Japan, the most aged society in the world with one of the 
highest levels of population health. This comprehensive, 
multifaceted search was undertaken because identifying 
conceptual papers using conventional search techniques 
can often prove challenging.

Study selection, extraction and appraisal

Two reviewers (CC and KS) conducted independent study 
screening of 10% of all titles and abstracts (538/5379) 
to ensure consistent interpretation and application of 
the inclusion criteria (data not available). Each reviewer 
then screened 50% of the remaining titles and abstracts 
(approximately 2400 each). In case of doubts over inclu-
sion, the article was subsequently considered at full text. 
Following the search for related studies, text- mining tech-
niques were employed to manage the large numbers and 
identify the potentially most relevant articles.21 Full texts 
of all potential includes from these processes were inde-
pendently screened by both reviewers (CC and KS). In 
the event of disagreements, a third project team member 
was available to make the final decision (AB), but this did 
not prove necessary.

Data items and data charting process

Two reviewers (KS and CC) developed, piloted (and 
revised, with the addition of fields such as care setting) 
a data extraction form based on independent extraction 

by two reviewers (CC and KS) of the the first three avail-
able studies.22–24 The following data were then extracted 
from all studies: study first author; publication date; 
language; country of study; setting (type of health service, 
for example, home care); population; definitions of the 
key concepts of equity, need, access and coverage; each 
theory or framework’s listed domains and definitions, if 
provided, of factors affecting access to services, and equity 
of service coverage. All data charting was conducted inde-
pendently by two reviewers (KS and CC) with inconsis-
tencies resolved by discussion. Consultation with a third 
reviewer was not necessary (AB). Scoping reviews do not 
typically undertake quality assessment and this was not 
required in this instance (there is currently no published 
tool for appraising conceptual studies).25 26

Summarising and reporting the results

This process involved identifying and grouping similar 
concepts from across studies. The factors identified as 
being important in older people’s equitable access of 
health and social care in each study were extracted and 
listed, and their definitions recorded. Using these defini-
tions, similar factors for example, costs of medications and 
availability of public insurance, were then grouped under 
higher- order concepts that reflected these factors, for 
example, affordability. These higher- order concepts were 
not based on any a priori framework, but were defined 
based- on the factors they contained. This summary of 
findings represented a new conceptual meta- framework. 
The relationships between these higher- order concepts 
were then explored; this led to the development of an 
emerging conceptual model. This process, initiated by 
the lead reviewers (CC and KS), involved consultation 
and discussion with all authors: reviewers and experts 
in equity, older people, and healthcare and social care 
services (AB, AT, MM and MR).

RESULTS

Details of the study selection process are presented in 
figure 1. The search of databases retrieved 6636 poten-
tially relevant records. After deduplication, 5073 papers 
were excluded at title and abstract stage, and a further 
281 papers were excluded at the full text stage. The prin-
cipal reasons for exclusion of these papers were: the focus 
was not older people alone; the focus was not equity; the 
outcome was not access, use or need for health services 
or service coverage, but an individual health outcome; 
the study was a statistical analysis. Twenty- five studies were 
identified from the original database searches.

The complementary citation and related- studies 
searches retrieved an additional four relevant articles.27–30 
One additional article31 was identified following reference 
tracking. Finally, a related review of the Japanese litera-
ture, applying the same methods and approaches but also 
including empirical quantitative literature, conducted by 
colleagues at Osaka University, identified two additional, 
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relevant articles.32 33 The final number of included studies 
was 32.

Included studies

Details of the characteristics of each of the 32 included arti-
cles are summarised in table 2. All studies either generated 
new models from research or developed existing models, 
frameworks or theories, and used those conceptualisa-
tions to organise and interpret findings from primary or 
secondary research. Eleven articles were reviews or purely 
conceptual papers; 15 studies were qualitative primary 
research studies; three studies applied a form of data 
modelling; two studies used concept mapping, and one 
study used participatory action research, that is, a type 
of research that specifically seeks to bring about change 
through the participation and actions of key stakeholders.

The largest group of studies by country were conducted 
in and concerned with populations of older people in the 
USA (n=14), followed by Australia (n=3) and China (n=3). 
Two studies were conducted in Japan.32 33 One study was 
conducted in, and concerned older people in, each of the 
following: Canada, Chile, Hong Kong, Poland, Portugal, 
the Netherlands, Singapore and Sweden. One study was 
conducted from an international and one study from a 
European perspective. Thirty studies were published in 
English, one in Japanese,33 and one in Spanish.34 Seven-
teen studies considered access to or need for all types 
of healthcare services (n=17); nine focused on various 
types of long- term care services, including in the home or 
community (n=9). In addition, two focused on primary 

care,23 35 two on dental care24 29 and one each on mental 
health services36 and rehabilitation services.37

Sixteen studies considered older people generally 
(aged 50 years or older), while the other 16 studies consid-
ered access relating to specific groups of older people, 
and the implications for equity: racial, ethnic or immi-
grant minorities (n=7), sexual minorities (n=2), those 
with particular disabilities or chronic conditions (n=6), 
and those designated specifically as ‘underserved’ (n=1). 
Studies most frequently assumed a joint perspective 
of both demand (patients’ perspective and needs) and 
supply (service perspective) (n=16), with fewer studies 
focusing on demand (n=11) or supply (n=5) alone.

It should be noted that the searches captured relevant 
literature up to 2020; 27 out of 32 articles (84%) were 
published in 2015 or later, which reflects the growing 
interest in older populations, and specific groups within 
those populations. This sample of 32 studies derives from 
14 different countries from North and South America, 
Europe, Asia and Australia, as well as covering multiple 
healthcare settings experienced by older people, from 
acute secondary care to long- term care in the community.

Authors typically developed or based their model 
or conceptual framework on a variety of existing theo-
ries, models or frameworks, which differed in terms 
of their focus (equity, diversity or rights; access, use or 
provision; ageing or behaviour) and academic origin. 
The most commonly used, adapted or augmented 
pre- existing models for organising concepts were the 

Figure 1 PRISMA flow diagram.
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Table 2 Study characteristics

Author year Methodology and methods Language Country/region Care setting Population details

Model or conceptual 

framework used

Conceptualisation and 

perspective (demand 

and/or supply)

Bradley, 200222 Qualitative: Focus groups English USA Long- term care 

(nursing home and 

home care)

Older adults aged 

50–85 years

Andersen model of health 

service use (1995)

Conceptualisation from 

findings organised by 

a prespecified model 

(DEMAND and SUPPLY)

Caceres, 201639 Review of the conceptual 

literature

English USA All services LGB older people (aged 

50 years or older)

Model of successful 

ageing in lesbian, gay and 

bisexual older people

A novel model (DEMAND 

and SUPPLY)

Chui, 202041 Qualitative: interviews English Hong Kong Long- term care Nepalese older adults 

in Hong Kong (n=30)

A Culturally- inclusive Age- 

friendly Cities framework

A novel conceptual 

framework (SUPPLY)

Condelius, 

201527
Qualitative interviews English Sweden Nursing homes Relatives of older 

people who had died in 

the care setting (n=14)

Andersen model of health 

service use (1995)

Conceptualisation from 

findings organised by 

a prespecified model 

(DEMAND)

Cox, 201763 Review (book chapter) English USA Community/home 

care services

Older (aged 50 years 

or older) people living 

with HIV

Andersen model of health 

service use (1995)

Conceptualisation from 

review findings organised 

by a prespecified model 

(SUPPLY)

Cunill- Grau, 

201834
Review: Exploratory- 

descriptive study using 

secondary and primary 

quantitative data

Spanish Chile Long term care and 

day centres

Managers and users 

of two elderly care 

services

Novel framework of 

valuation of rights in 

social services

Conceptualisation from 

findings organised by a 

prespecified framework 

(DEMAND and SUPPLY)

Doetsch, 201723 Qualitative: Interviews English Portugal Primary and 

secondary care

Policy- makers, 

healthcare providers, 

older people (n=13)

Conceptual framework 

on healthcare access by 

Levesque et al16

Conceptualisation from 

findings organised by a 

prespecified framework 

(DEMAND and SUPPLY)

Estrada, 201824 Qualitative: Focus Groups English USA Dental services Racial/ethnic minority 

adults aged 50 years 

and older (n=194)

Ecological model: Factors 

that influence disparities 

in access to care and 

quality of healthcare 

services, based on Purnell 

et al (2016)

Conceptualisation from 

findings organised by a 

prespecified framework 

(DEMAND and SUPPLY)

Guo, 200643 Participatory Action Research English USA All services Older adults, plus 

health and social 

care providers and 

community leaders 

(n=529)

New framework based on 

social justice and equity

A novel conceptual 

framework (DEMAND and 

SUPPLY)

Continued
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6
C

arroll C
, et al. In

teg
 H

ealth
 J 2

0
2
2
;4

:e0
0
0
0
9
2
. d

oi:1
0
.1

1
3
6
/ih

j-2
0

2
1

-0
0

0
0

9
2

O
p

e
n

 a
c

c
e

s
s

 

Author year Methodology and methods Language Country/region Care setting Population details

Model or conceptual 

framework used

Conceptualisation and 

perspective (demand 

and/or supply)

Halkitis, 201542 Review: Conceptual paper to 

advance a novel framework

English USA All services Ageing Gay men New conceptual model 

drawing on three 

theoretical frameworks: 

the social–ecological 

model of health 

(Bronfennbrenner, 1986), 

the theory of syndemic 

production (Singer, 2009), 

and the behavioural 

model of health service 

utilisation (Andersen, 

1968).

A novel conceptual 

framework (DEMAND and 

SUPPLY)

Heislbetz, 200864 Review (book chapter) English Europe All services Older adults, aged 65 

years and older

Target Efficiency of Care 

model has its focus on 

the match between the 

need, supply and equity 

of care at aggregated 

client group levels.

Conceptualisation from 

review findings organised 

by a prespecified model 

(SUPPLY)

Kurpas, 201851 Qualitative: Focus groups English Poland All services Frail and robust older 

adults, healthcare 

professionals, social 

care workers, family 

caregivers (n=44)

Conceptual framework 

on healthcare access by 

Levesque et al16

Conceptualisation from 

findings organised by a 

prespecified framework 

(DEMAND and SUPPLY)

Liu, 201631 Mixed method- structural 

equation model

English China All services Older adults, aged 60 

years and older

Outcome- based health 

equity framework based 

on Social Justice theory 

(Rawls, 1971), which is 

devoted to achieving 

equality for the underclass 

group and prioritising 

vulnerable groups in 

distributing medical 

benefits and resources

A novel conceptual 

framework (DEMAND and 

SUPPLY)

Long, 201635 Qualitative: interviews English China Primary care Older adults, 55 years 

or older (n=24) and 

primary care providers 

(n=24)

New conceptual, 

relational model of health- 

seeking behaviour of 

elders

A novel conceptual model 

(DEMAND and SUPPLY)

Martin, 201644 Qualitative: interviews (PhD 

thesis)

English USA All services Managers and other 

self- identified, key 

stakeholders within 

organisations serving 

older adults (n=25)

New concept map 

detailing how to increase 

trust and rapport with 

older people, including 

organisational strategies 

to better serve diverse 

elders

A novel conceptual model 

(SUPPLY)

Table 2 Continued

Continued
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Author year Methodology and methods Language Country/region Care setting Population details

Model or conceptual 

framework used

Conceptualisation and 

perspective (demand 

and/or supply)

Masui, 201932 Review of the literature English Japan Long term care Older adults, aged 65 

years and older

Conceptual framework on 

long- term care service

Conceptualisation from 

findings organised by 

a prespecified model 

(DEMAND and SUPPLY)

Michael, 201665 Qualitative: Mixed methods English Australia All services Service providers 

(n=NR) for culturally 

and linguistically 

diverse, LGBTI and 

Indigenous

Australians older 

people, and people with 

dementia

New model: Diversity 

Conceptual Model 

for aged care with 

a focus on diversity 

characteristics that may 

be creating benefits 

and disadvantages for a 

consumer to participate in 

their healthcare

A novel conceptual model 

(DEMAND and SUPPLY)

McMaughan, 

202034
Review of the equity literature English Australia All services Older adults, aged 65 

years and older

Conceptual framework for 

socioeconomic status and 

healthcare access driving 

healthy ageing

A novel conceptual 

framework (DEMAND)

Murata, 201133 Review: short report Japanese Japan All services Contents including 

older adults

Conceptual framework of 

socioeconomic status and 

healthcare access

Conceptualisation from 

findings organised by 

prespecified model 

(DEMAND and SUPPLY)

Najem, 201837 Review and case studies English Canada Rehabilitation 

services

Older adults, aged 65 

years and older

Montreal referral 

framework

Conceptualisation from 

empirical case study 

findings organised by 

prespecified framework 

(DEMAND)

Northridge, 

201529
Modelling English USA Dental care ‘Underserved’ older 

adults, aged 50 years 

and older

New conceptual map A novel conceptual model 

(DEMAND)

Ogrin, 202066 Qualitative: Interviews English Australia Home care Older adults, average 

age 76 years (range 

71–85 years) (n=15)

A realist framework 

of five diversity 

principles: awareness 

of unconscious 

bias and prejudice; 

promotion of inclusion; 

access and equity; 

appropriate engagement; 

intersectionality

A novel conceptual 

framework (SUPPLY)

Reddy, 201936 Qualitative: Interviews English USA Mental health 

services

Chronically ill older 

patients receiving 

rurally- based mental 

healthcare (n=15)

PPenchansky and 

Thomas’s theory of 

access (1981), modified 

by Saurman (2016)

Conceptualisation 

from empirical findings 

organised by prespecified 

framework (DEMAND)

Table 2 Continued
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 Author year Methodology and methods Language Country/region Care setting Population details

Model or conceptual 

framework used

Conceptualisation and 

perspective (demand 

and/or supply)

Sommerfeld, 

201945
Concept Mapping (CM); 

participatory mixed- method 

approach

English USA All services American Indian elders 

(n=65) and professional 

stakeholder participants 

(n=50)

Thematic cluster map of 

factors perceived to affect 

American Indian elder 

healthcare.

A novel model (DEMAND 

and SUPPLY)

Suurmond, 

201630
Qualitative: Interviews English The Netherlands Home care Turkish, Moroccan 

Surinamese and ethnic 

Dutch elderly (n=50)

Conceptual framework 

on healthcare access by 

Levesque et al16

Conceptualisation 

from empirical findings 

organised by prespecified 

framework (DEMAND)

Tan, 201940 Qualitative: Interviews English Singapore All services Hypertensive patients 

of various ethnic 

backgrounds aged 55 

years or older (n=20)

Social Model of Health 

(Dahlgren and Whitehead, 

1993)

Conceptualisation 

from empirical findings 

organised by prespecified 

model (DEMAND and 

SUPPLY)

Tang, 201748 Quantitative: Spatial 

modelling

English China All services Elderly (65 years and 

above)

Key factors affecting 

healthcare access

A novel model (DEMAND)

Tesch-Römer, 

201767
Review of the conceptual 

literature

English Inter- national All services Adults ageing with 

disabilities and care 

needs

Rowe and Kahn’s model 

of Successful Ageing 2.0

Conceptualisation from 

empirical findings using 

a prespecified model 

(DEMAND and SUPPLY)

Travers, 202068 Qualitative: Interviews; 

secondary data analysis of 

existing qualitative data.

English USA Long Term Services 

and Supports 

(LTSS)

464 older adults, 

average 81 years 

old: nursing homes 

(n=158), assisted living 

(n=156), and home 

and community- based 

services (n=156)

Andersen’s expanded 

behavioural model of 

health service (1995)

Conceptualisation from 

empirical findings using 

a prespecified model 

(DEMAND)

Weech- 

Maldonado, 

201449

Review (book chapter) English USA All services Minority elders Andersen’s behavioural 

model of health service 

use (1995)

Conceptualisation from 

review findings using 

a prespecified model 

(DEMAND)

Willging, 201846 Protocol for a mixed- method 

study guided by CM (concept 

mapping)

English USA All services American Indian Elder Socio- Ecological 

Model, calling attention 

to determinants of 

health literacy, access, 

and utilisation at five 

levels: individual; social 

support; organisational; 

community; and policy

An augmented model 

(DEMAND and SUPPLY)

Table 2 Continued
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Andersen Behavioural Model of Healthcare Access 
(n=6)38 and the Levesque model of healthcare access 
(n=3).16 The Andersen model conceptualises access in 
terms of a population’s characteristics: their predisposing 
factors (attitudes, beliefs, sociodemographics); need 
factors (objective and subjective needs) and enabling 
factors (resources enabling access to and use of health-
care services).38 The Levesque conceptual framework 
constructs a path from healthcare needs, through health-
care seeking, to healthcare reaching and utilisation, and 
ultimately, the health consequences of this use or non- 
use.16 The framework captures the dimension of access 
and then the dimension of the services user’s ability to 
access as a set of further characteristics. Both are generic 
population models. Table 3 lists the models or frame-
works identified in included articles and provides a basic 
summary of how access to healthcare and service coverage 
have been approached conceptually, though few focus 
on equity. Models were generally concerned with either 
access or equity or rights. The remaining models drew on 
broad conceptual frameworks relating to behaviour, care 
or successful ageing.

Definitions of key terms, or explanations of key terms, 
where they were provided, are detailed in online supple-
mental file 3. For example, a paper might provide defini-
tions of more than one relevant term27: equity: ‘access to 
care … granted primarily according to need and not to 
other factors such as income or availability of resources’; 
access: ‘access to care is best evaluated by the actual use 
of services’; need: ‘A person’s need refers to the severity 
of illness and is the factor most directly responsible for 
use’. However, despite a focus on equity of health service 
coverage or access by older people, or the healthcare 
needs of older people, few papers explicitly defined all 
such terms in this way. The majority provided no such 
detail or only very broad definitions. More typically, the 
meaning of these terms was assumed implicitly within 
the papers, that is, the term was used but no definition 
was given. This observation may reflect their focus on 
processes that enable/constrain receipt of healthcare 
rather than on whether patterns of receipt are equitable.

The higher- order concepts identified for our meta- 
framework were: acceptability, affordability, appropri-
ateness, availability and resources, awareness, capacity 
to make decisions, need, personal economic, social and 
cultural circumstances influencing access, and physical 
accessibility. These concepts emerged from the concepts 
identified within the data, linked to the findings of each 
study, and are described below, with reference to some 
nuances in the data:

 ► Acceptability—The data highlighted the effect of 
negative patient perceptions of inclusivity, discrimina-
tion, trust, respect and cultural knowledge and aware-
ness among providers. For example, a perception of 
the lack of engagement from services in a review of 
health disparities for lesbian, gay and bisexual older 
people.39A
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 ► Affordability—Patients’ real or perceived ability to pay 
for care or services. Affordability included individual 
financial resources in different health contexts23 40 

and the affordability and supports of insurance cover 
or services.

 ► Appropriateness—Providers’ engagement with 
patients to identify appropriate services, and how 
to supply services that satisfy patients’ needs in an 
appropriate way. Appropriateness is a characteristic 
of person- centred care. It is determined by cultural 
knowledge, racial or other bias or discrimination, atti-
tudes to inclusivity and overall quality of care. Chui et 
al

41 undertook an analysis of relatives of older people 
who had died in a care setting to identify the presence 
of: structural barriers (cultural inclusivity); knowl-
edge barriers (public education and participation) 
and attitudinal barriers (public education and inter-
cultural exchange); all of which affected the provision 
of appropriate care services.

 ► Availability and resources—Providers’ ability to make 
available timely and adequate services or resources. The 
data highlighted the impact of availability at multiple 
levels. For example macrolevel factors: healthcare 
providers’ availability and capacity42; local or commu-
nity capacity43 and service level resources.32 44 45 This 
concept included review evidence on the requirement 
for resources in long- term care in a Japanese context.32 
Indeed, an aspect of ‘availability and resources’ that 
affects older people differently from younger age 
groups is that they have a need for services (ie, social 
care/long term care) that fall outside of the scope of 
typical ‘healthcare services’. This is a fundamental 
element of integrated care.

 ► Awareness—Patients’ awareness of the existence of 
relevant services and financial support (eg, knowledge 
of insurance options and eligibility for using these 
services).46 Patients should be able to identify that 
some form of care services exist, can be reached, and 
can have an impact on the health of the individual.36 
From a service perspective, awareness includes the 
provision of service information to eligible individuals.

 ► Capacity to make decisions—Patients’ ability to 
understand their care needs and the services required 
(health literacy), and their ability to make decisions 
and to act. Data showed this could reflect a lack of 
knowledge for certain topics such as oral health or the 
capacity to make decisions might be compromised by 
personal limitations beyond service knowledge, such as 
limited capacity for lifestyle modification.40 Providers 
may have limited ability themselves to understand the 
education and care needs, and the services required 
by older people.

 ► Need—Patients’ real or perceived need for health-
care services based on their age, multimorbidities, 
chronicity or complexity of care needs, and cultural 
or family expectations, which might in turn affect 
candidacy.47 Issues relating to need might include 
preventative care such as screening services to enable 
identification of needs28; and providers’ ability to 
anticipate and identify patient and population care 
needs, including through screening and monitoring.

Table 3 List of models in included studies and conceptual 

focus

Included models (labels in articles) Article

Equity or rights

Culturally inclusive needs Chui, 202041

Rights within social services Cunill- Grau, 201834

Empowering the community to reduce 

health disparities

Guo, 200643

Health equity Liu, 201631

Health disparities Martin, 201644

Equity in eligibility criteria for inpatient 

rehabilitation

Najem, 201837

Diversity and participation in services Ogrin, 202066

Oral health equity Northridge, 201529

Socioeconomic status and social and 

physical environments

Tan, 201940

Health equity implementation Woodward, 201950

Access

Healthcare access Doetsch, 201723

Disparities in access to care and quality of 

healthcare services

Estrada, 201824

Access to healthcare Kurpas, 201851 

(Levesque’s 2013 

framework)

Socioeconomic status and healthcare 

access driving healthy aging

McMaughan, 202028

Valuation of the effects of health 

disparities on medical care access

Murata, 201133

Access to mental health services Reddy, 201936

Healthcare access Sommerfeld, 201945

Access to home care services Suurmond, 201630

Spatial access to healthcare Tang, 201748

Determinants of literacy, access and 

utilisation

Willging, 201846

Other models identified

Behavioural model of health service use Bradley 200222

Successful ageing Caceres, 201639

Behavioural model of health service use Condelius, 201527

Community services use Cox, 201763

Health and healthcare utilisation Halkitis, 201542

Social and ethical evaluation of the 

efficiency of the long- term care

Heislbetz, 200864

Health- seeking behaviour Long, 201635

Socioecological model Masui, 201932

Diversity for care Michael, 201665

Successful ageing Tesch-Römer, 201767 

Travers, 202068

Behavioural model of health service use Weech- Maldonado, 

201449
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 ► Personal economic, social and cultural circumstances 
influencing access—A patient’s personal circum-
stances or social context that might shape their 
choice or ability to access services. Data emphasised 
the diverse characteristics that could affect the service 
needs of older people, such as age, sex, marital status, 
education, race/ethnicity, and occupation.22 Circum-
stances also included the context of familial support, 
which can shape elders’ perceptions of healthcare.

 ► Physical accessibility—Patients’ ability to access 
services due to requirements relating to mobility and 
transportation. The proximity of services was impor-
tant.24 34 36 40 45 48–50 From a provider perspective, this 
entails the provision of relevant services that are easily 
usable, requiring an appropriate transport infrastruc-
ture (even in more economically developed settings, 
such as the USA).43

The summary of concepts, and the grouping of 
included studies by common elements, is presented in 
table 4. The sources of the individual concepts are listed 
in the first column, that is, the included studies. Individual 
concepts identified by, or presented in, included studies 
are reported in the second column, and then grouped 
within a higher- order concept in the third column. These 
higher- order concepts correspond in part to some of the 
themes of the Levesque model of healthcare access (eg, 
Acceptability, Affordability),16 reflecting common termi-
nology, but often masking a different definition of the 
term. Where study- specific concepts were positioned in 
relation to the higher- order concepts was determined 
by how each paper had defined that concept. So, for 
example, one study defines its concept of ‘approach-
ability’ in terms of ‘awareness of services’,51 and so this 
appears under Awareness in our meta- framework, rather 
than ‘approachability’. Awareness does not appear in the 
Levesque model.16

An emerging conceptual model

The relationships between the higher- order concepts 
are represented by the conceptual model presented in 
figure 2. Clear relationships and overlaps can be observed 
between concepts, for example, the availability and expec-
tation of family support for an older person shapes their 
need for and relationship with services; the resources 
available at policy level to provide local services can affect 
availability and accessibility of such services.

Figure 2 shows an emerging model for further consid-
eration beyond the scope of this review, based on the 
summary of findings (table 4). Although the summary 
identified demand and supply requirements or needs 
for some but not all concepts, this model attempts to 
locate each concept within personal, service and wider 
societal spheres: person- centred, integrated care is at 
the heart of the model. The model maps different levels: 
from the individual experience; to an individual’s inter-
action with health and social care services, and then to 
the broader infrastructure or policy levels at which deci-
sions about service coverage or funding are made. Arrows 

in the model demonstrate the interlinkage of factors 
relating to access and the perception of access for the 
individual, services and wider infrastructure. Evidence 
suggests service level decisions are ideally shaped through 
an understanding about the individual, that is, person- 
centred care. These factors could function as barriers 
if not considered by services. Affordability of services is 
determined by a combination of individual means and 
the cost of the health- related systems in place. Physical 
accessibility is shaped by the individuals’ personal phys-
ical ability in combination with service availability and 
accessibility.

DISCUSSION

This review has identified potential factors affecting 
equity in healthcare access and service coverage for 
older people as conceptualised in the literature, falling 
under the concepts of acceptability, affordability, appro-
priateness, availability and resources, awareness, capacity 
to make decisions, need, personal economic, social and 
cultural circumstances influencing access, and physical 
accessibility. This review also presents a novel concep-
tual framework and model relating to integrated health 
and social care access to be developed with specific refer-
ence to older people. While multiple access models and 
frameworks have been developed for populations gener-
ally,16 38 and then adapted to certain populations, such 
as certain vulnerable groups (excluding older people),52 
this is the first framework to our knowledge to target 
older people specifically. The Levesque framework often 
applies different definitions and perspectives, not specific 
to older people, and the Andersen model of access is 
high level and discusses factors affecting populations in 
general terms.38 Certain factors therefore achieve greater 
prominence in our framework and model than in these 
generic access frameworks as a result of the prevalence 
of multimorbidity, complex care needs and capacity and 
accessibility concerns among older people as a group—
and within groups of older people. This framework is 
also generated from literature exploring the concept of 
equity in relation to ageing populations’ access to and use 
of long- term health and social care services and facilities; 
other frameworks only consider primary or secondary 
care.

Results from this scoping review suggest healthcare 
service access for older people is constructed between 
individuals and services/infrastructure. It is not simply a 
case of either the provision of top- down resources or the 
prominence of personal characteristics at the individual 
level.53 The availability, appropriateness and affordability 
of resources, in combination with service communication 
and competency, can facilitate or hinder access based 
on an understanding of personal (such as needs) and 
interactional factors. While this dynamic is not new,9 38 
the diversity of personal or demographic characteristics 
or circumstances affecting older people is both unique 
and substantial. Multimorbidity, that is, the presence of 

 o
n
 M

a
rc

h
 4

, 2
0
2

2
 b

y
 g

u
e
s
t. P

ro
te

c
te

d
 b

y
 c

o
p

y
rig

h
t.

h
ttp

://ih
j.b

m
j.c

o
m

/
In

te
g

 H
e

a
lth

 J
: firs

t p
u

b
lis

h
e

d
 a

s
 1

0
.1

1
3

6
/ih

j-2
0

2
1

-0
0

0
0
9
2
 o

n
 2

0
 J

a
n
u
a
ry

 2
0
2
2
. D

o
w

n
lo

a
d
e
d
 fro

m
 



12 Carroll C, et al. Integ Health J 2022;4:e000092. doi:10.1136/ihj-2021-000092

Open access 

Table 4 Summary of concepts from included studies

Author, year Concepts identified

Summarised, higher- order 

concepts

Bradley, 200222 Psychosocial factors: Attitudes of staff Acceptability

Demand: Patients’ perceptions 

of inclusivity, discrimination, 

trust, respect, and cultural 

knowledge and awareness 

among providers, and the 

quality of care provided, that 

might affect their willingness to 

access or use services

Caceres, 201639 Perceptions of absence of inclusivity

Condelius, 201527 Quality of care

Cox, 201763 Negative attitudes/stigma

Cunill- Grau, 201834 Preferences based on religion

Doetsch, 201723 Approachability: lack of engagement with elderly; excessive hospital length of stays; increased 

efficiency and quality in primary care

Estrada, 201824 Perceptions of respectful treatment

Halktitis 2015 Civic engagement to improve health;

Social engagement via community organisations that facilitate access to healthcare

Kurpas, 201851 Acceptability (cultural and social)

Liu, 201631 Being treated equitably in the process of receiving healthcare

Martin, 201644 Trust and rapport essential for enabling diverse patients to access services

Michael, 201665 Acceptance of social and cultural identities and encouragement of a broader collaboration in services 

and community organisations

Northridge, 201529 Discrimination limiting accessibility; quality of care

Reddy, 201936 Acceptability: Patient attitudes about the personal and practice characteristics of a provider or 

qualities of a healthcare service.

Sommerfeld, 201945 Provider issues and relationships: lack of familiarity with patients and their history; confidentiality 

concerns

Suurmond, 201630 Language barriers

Tan, 201940 Perceived acceptability of care: Communication with healthcare professionals; healthcare 

professionals’ attitudes; perceived disagreement and flawed experiences lead to mistrust

Tesch-Römer, 201767 Patient and Provider factors: Interaction and negotiation between caregiver and care receiver

Weech Maldonado, 

201449
Perceptions of previous discrimination (do not accept acute care); quality of services

Woodward, 201950 Perceived racial discrimination; lack of trust

Requirement for more engagement from service providers to establish needs

Bradley, 200222 Affordability, financial resources influenced how long term services were viewed Affordability

Demand: Patients’ real or 

perceived ability to pay for care 

or services

Cox, 201763 Enabling factors: Lack of funding

Cunill- Grau, 201834 Affordability and accessibility: presence or absence of public financing

Cox, 201763 Need factors: funding gaps due to eligibility by age

Doetsch, 201723 Affordability (includes pension cuts and broader financial situation)

Estrada, 201824 Affordability, provider and system level supports for patients, for example, public insurance 

representatives

Guo, 200643 Costs of medications

Kurpas, 201851 Affordability (financial resources)

Liu,201631 Needs- equity (reimbursements of healthcare expenditures and care costs)

Masui, 201932 Cost per person

Murata, 201133 Socioeconomic status (income disparity), health insurance level

Northridge, 201529 Affordable oral health providers

Sommerfeld, 201945 Difficulties obtaining and using insurance

Reddy, 201936 Affordability: cost to consumer. Includes payment from multiple funding streams

Suurmond, 201630 Affordability of service outside of basic provision

Tan, 201940 Socioeconomic status (perceived financial ability);lack of financial means leading to debt or delayed 

seeking treatment; Health systems financing: Importance of mandatory medical savings and additional 

subsidies

Travers, 202068 Enabling factors: availability of financial resources, ability to protect against risk

Weech- Maldonado, 

201449
Cost related non- adherence to medications
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Author, year Concepts identified

Summarised, higher- order 

concepts

Bradley, 200222 Care providers have the right technical expertise and interpersonal skill

Psychosocial factors: attitudes of staff

Appropriateness

Supply: Providers’ engagement 

with patients to identify 

appropriate services, and 

how to supply services that 

satisfy patients’ needs in 

an appropriate way. This 

is determined by cultural 

knowledge, racial or other bias 

or discrimination, attitudes 

to inclusivity, and overall 

quality of care. Staff should 

practice cultural awareness 

and engagement to provide 

appropriate services to 

patients.

Caceres, 201639 Services need to possess inclusive attributes such as access to LGB- friendly services

Chui, 202041 Provider factors: structural barriers (cultural inclusivity); knowledge barriers (public education and 

participation); attitudinal barriers (public education and intercultural exchange)

Cox, 201763 Lack of cultural competence by staff is a predisposing factor

Doetsch, 201723 Appropriateness and Approachability: patient participation, priority setting; hospitals not patient 

centred but disease centred built: access deficient for elderly with comorbidities

Appropriateness of sector/policy to meet needs for example, primary care provision

Lack of specific policy response and priority setting at the local level

Lack of engagement with elderly; excessive hospital length of stays; increased efficiency and quality in 

primary care

Guo, 200643 Educational needs of health professionals on how to work with the broader community

Estrada, 2017 Patient- centred care;

Organisational motivation, resources, staff attributes, climate, and teamwork: for example, Specialised 

dental services for older people

Kurpas, 201851 Appropriateness (the fit between needs and services)

Liu, 201631 Provider awareness that elders draw on their relationships with the medical service system and their 

families to develop coping strategies

Masui 201932 Community participation

Michael 201665 Acceptance of social and cultural identities and encouragement of a broader collaboration in services 

and community organisations;

Emphasis on greater equity at a policy level

Ogrin 202066 Unconscious bias and prejudice; promotion of inclusion - services need to be culturally competent but 

not divisive; appropriate engagement; Intersectionality; embedding equity and access in policy and 

practice

Sommerfeld 201945 Provider issues and relationships: lack of familiarity with patients and their history; confidentiality 

concerns

Tan 201940 Healthcare professionals’ attitudes

Tesch-Römer, 201767 Patient and Provider factors: Interaction and negotiation between caregiver and care receiver

Travers, 202068 Psychosocial factors: Attitudes of staff

Willging, 201846 Cultural knowledge of providers, training staff to deliver to diverse communities;

Lack of participation in systems/policy- making

Woodward, 201950 Provider factors: Racial biases; lack of appropriate expertise

Requirement for more engagement from service providers to establish needs

Bradley, 200222 Availability of formal support services Availability and resources

Supply: Providers’ ability to 

make available timely and 

adequate services or resources

Cox, 201763 Enabling factors: Lack of human resources; inadequate and unresponsive support services; lack of 

funding; gaps in services due to eligibility by age

Cunill- Grau, 201834 Affordability: Presence of absence of public financing

Doetsch, 201723 Fewer available people to work in the sector Availability and Approachability (includes waiting times, 

follow- ups, shortage of healthcare staff)

Estrada, 201824 System- level supports

Provider factors: Capacity and performance;

Guo, 201643 Community’s capacity to respond to this population’s needs (eg, service capacity limitations);

Infrastructure resources limitations

Halkitis, 201542 Macrolevel factors: healthcare providers availability and capacity

Martin, 201644 Bureaucracy, paperwork, lack of resources

Masui, 201932 Financial incentives, local resources

Northridge, 201529 Availability of affordable oral healthcare providers

Reddy, 201936 Availability: services exist and meet the volume and needs of the patients to be served; financial 

viability of service provider

Sommerfield 2019 Availability of services: scheduling challenges; opening times

Suurmond, 201630 Affordability of service outside of basic provision

Tang, 201748 Spatial dimension (medical resource)

Table 4 Continued
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Author, year Concepts identified

Summarised, higher- order 

concepts

Bradley, 200222 Content and amount of Information Awarness

Demand: Patients’ awareness 

of the existence of relevant 

services and financial support, 

and their eligibility for using 

these services

Supply: Provision of service 

information to eligible 

individuals

Estrada, 201824 Oral healthcare education required

Guo, 200643 Community awareness of major health problems among elders

Kurpas, 201851 Approachability (awareness of services)

Reddy, 201936 Patients can identify that some form of services exist, can be reached, and have an impact on the 

health of the individual.

Suurmond, 201630 Barriers to perceived need: limited expectations regarding availability of or eligibility for the service

Travers, 202068 Content/amount; sources and accessibility of information about services

Willging, 201846 Provision of information about insurance options

Bradley, 200222 Psychosocial factors: self- determination Capacity to make decisions

Demand: Patients’ ability to 

understand their needs and 

the services required (health 

literacy), and their ability to 

make decisions and to act

Supply: Providers’ ability to 

understand the needs and 

the services required by older 

people, and their ability to 

make decisions and to act, for 

example, relevant education 

and resources

Doetsch, 201723 Approachability: lack of understanding of healthcare services, benefits and GP advice on 

pharmaceutical usage

Estrada, 201824 Patient factors: Level of oral health education;

Provider factors: education of providers (dental schools, geriatric dentists)

Guo, 200643 Educational level of older people

Provider’s education needs

Kurpas, 201851 Ability to use services

Martin, 201644 collaboration and efficiency; organisational strategies to better serve diverse elders

Najem, 201837 Capacity to participate

Sommerfeld, 201945 Provider issues and relationships: limited time seeing healthcare professionals; rushed appointments

Health literacy; Health- related self- efficacy: Not knowing where to find healthcare information;

Limited knowledge of computers or the Internet to obtain information about insurance

Suurmond, 201630 Barriers to perceived need: knowledge

Tan, 201940 Individual (perceived physical and mental well- being; capacity for lifestyle modification); Community 

(community support systems and engagement)

Tesch-Römer, 201767 Care receiver resources and strategy for care recipient to maintain autonomy and well- being

Travers, 202068 Psychosocial factors: knowledge of staff and patients, perceived control

Willging, 201846 Health literacy

Woodward, 201950 Patient factors: Health literacy and education

Provider factors: Lack of appropriate expertise

Bradley, 200222 Need factors: Degree and duration of disability (perceived and objective); functional health Need

Demand: Patients’ real or 

perceived need for healthcare 

services based on their age, 

multimorbidities, chronicity or 

complexity of care needs, and 

cultural or family expectations, 

which might in turn affect 

candidacy. Screening services 

enable the identification of 

needs.

Supply: Provider ability to 

anticipate and identify patient 

and population needs, including 

through screening and 

monitoring.

Condelius, 201527 Patient factors: Need as perceived by patient and family;

Changing needs—consideration of whether a service setting can meet that need, including residential 

care

Cox, 201763 Need factors: Multiple comorbidities; complex care needs

Estrada, 201824 Provider and system level supports include screening and monitoring

Guo, 200643 Cultural influences and perceptions of ageing;

Community awareness of their population’s needs—including provider awareness of different types of 

communities

Heislbetz, 200864 Horizontal target efficiency: Provider factor: Assessments of proportions of people being in need, and 

those in receipt of a service

Vertical target efficiency: Provider factor: Assessments of proportions of people who satisfy priority 

need, and those in receipt of the relevant service

Long, 201635 Habitus shaping elders’ beliefs and practices regarding health and health needs

Habitus shaping elders’ perceptions of ageing and their healthcare needs

Masui, 201932 Individual health condition

McMaughan, 202028 More affluent people have access to more preventative care including screening

Najem, 201837 Prognosis/need: better identification of suitable rehabilitation candidates

Surmond, 2016 Barriers in perceiving a need for home care: preference for family members to provide care

Tan, 201940 Perceived physical and mental well- being

Travers, 202068 Need factors: Degree and duration of disability; functional health

Weech Maldonado, 

201449
Complexity of care required;

Minority communities may not accept screening

Table 4 Continued
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two or more chronic conditions54 is certainly known to 
be both more prevalent in elderly populations than other 
age groups,54–57 and also to be increasing.58 The combina-
tion of mental and physical comorbidities is also known 
to reduce the likelihood of accessing relevant health-
care,57 which therefore has yet further equity implications 
for this group. Multimorbidity is therefore an element 
in a number of our factors such as awareness, capacity 
to make decisions, need, personal economic, social and 
cultural circumstances influencing access, and physical 
accessibility. Some factors apply equally to older as to 
other age groups, such as need and personal economic, 
social and cultural circumstances,59 but worldwide the 
majority of older people are female, which raises partic-
ular issues for healthcare seeking and access.60 Multiple 
vulnerabilities can arise from the complex interaction 
between the sociopolitical, economic, structural, cultural 

and interpersonal circumstances and older people are 
more exposed to these than other age groups.

What emerges is a lack of a more sophisticated under-
standing and acknowledgement of the dimensions of 
difference in older people’s experience of services: 
frameworks can homogenise older people into one 
group thereby omitting clear differences in healthcare 
needs within this group, based on factors such as age, 
comorbidities, minority status, financial and familial 
resources. Previous recommendations for monitoring 
equity of UHC suggest a need to apply metrics to 
subgroups, based on factors such as residence (urban/
rural), gender or economic status, and age.61 This review 
suggests that older people also cannot simply be treated 
as a homogeneous subgroup: intersectionality applies; 
the equity or inequity of a system is determined by 
multiple factors and the interactions between them. For 

Author, year Concepts identified

Summarised, higher- order 

concepts

  Bradley, 200222 Age, sex, marital status, education, race/ethnicity, occupation

Psychosocial factors: social environment

Available social network and caregiver support

Personal social and cultural 

circumstances influencing 

access

Demand: A patient’s personal 

circumstances or social context 

that might shape their choice or 

ability to access services

Cox, 201763 Predisposing factors: Minority status, sexual orientation

Cunill- Grau, 201834 Adaptability: Are intervention plans adapted to the user’s age, sex, belonging to the original people or 

being a migrant

Guo, 200643 Culture influenced health beliefs and behaviours

Halkitis, 201542 Macro- level factors: Neighbourhood sociodemographic characteristics

Long, 201635 Habitus shaping elders’ interactions with medical services and families regarding care

McMaughan, 202028 Socioeconomic status (wealth: reduced likelihood of health disparities)

Masui, 201932 Age, family circumstances

Martin, 201644 Impact of previous marginalisation in access to services

Suurmond, 201630 Barriers to perceived need: expectations of family care

Tan, 201940 Socioeconomic status (education; employment)

Presence or absence of family support, neighbours and friends; domestic help

Travers, 202068 Enabling factors: Availability of support

Psychosocial factors: social norms

Weech Maldonado 

201449
Race/ minority status; being born in a country (accept screening services) vs being a migrant

Cunill- Grau, 201834 Accessibility: preferences based on proximity Physical accessibility

Demand: Patients’ ability 

to access services due to 

requirements relating to mobility 

and transportation

Supply: Provision of relevant 

services that are easily 

reachable

Doetsch, 201723 Availability (includes mobility, transportation)

Hospitals not patient centred but disease centred built: access deficient for elderly with co- morbidities

Estrada, 201824 Neighbourhood- based locations and providers

Guo, 200643 Infrastructure resource limitation for transport

Halkitis, 201542 Meso- level factors: Social context and involvement in community organisations as access points for 

health services among minority groups

Kurpas, 201851 Availability and Accommodation (ability to reach services in a timely fashion);

Ability to use services

Reddy, 201936 Accessibility: proximity in terms of time and distance

Accommodation: Clinic operations are organised such that patients can utilise services easily; services 

are easy and convenient to obtain and use

Sommerfeld, 201945 Accessibility and Transportation barriers

Tan, 201940 Location of services: Walkability and efficient public transport

Tang, 201748 Spatial dimension (congestion and distance)

Weech Maldonado, 

201449
Proximity of good- quality services

Woodward, 201950 Patient factors: transportation barriers; rural vs urban location

Table 4 Continued
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example, our framework and model highlights factors 
such as discrimination, based on minority status and 
capacity, and need based on individual physical, cultural 
and financial circumstances. Factors such as these that 
might apply to one older person, might not apply to 
another, with different implications for equity of access. 
The framework and model presents ideas for targeting 
older people, an approach which is commensurate with 
the idea of ‘progressive universalism’62 and is in line with 
current policy movements, such as around the creation 
of a United Nations Convention on the Rights of Older 
Persons. When seeking to measure equity in UHC, policy- 
makers need to take into account metrics that consider 
not just older people as a group, but subgroups of older 
people based on personal social, cultural and economic 
circumstances, for example, those with local health and 
social care services or available means of accessing them, 
compared with those who lack such means or must travel 
further (and this might not be a simple rural/urban divi-
sion). These metrics need to be developed within indi-
cator frameworks—published frameworks guiding what 
should be measured—at a national level.

Strengths of the review

A major strength of this scoping review is its compre-
hensive literature search strategy and robust conduct: 
the study selection, double- checking of all full text inclu-
sions/exclusions, and data extraction and charting by two 
experienced reviewers. The summary of findings provides 
a rich analysis of interacting factors within frameworks, 
rather than a linear list of relevant frameworks or models. 
Also, this is a review of the global literature, so its findings 
may have limited generalisability to individual countries.

Limitations of the review

It is possible that some relevant studies were missed, 
despite the extensive use of complementary search tech-
niques. And the selection of the primary studies based 
on the potential richness of their conceptualisation 
might be considered arbitrary. However, the number of 
studies supporting each concept suggests that a degree 
of conceptual saturation has been achieved. The addition 
of yet more studies is unlikely to add much to the overall 
findings.

CONCLUSION

This is the first review to the authors’ knowledge to explore 
the published conceptual literature explicitly on older 
people, equity and health and social care service coverage, 
and consider its implications in the current policy context. 
A key feature of the factors influencing older people’s 
equitable access to services is the complexity and diver-
sity of the intersection of personal factors surrounding 
individual identity, healthcare need and socioeconomic 
circumstances. The access needs of an older person can 
be highly individual. The United Nations has recently 
highlighted the specific issues affecting older people with 
its proposal for a Convention of Human Rights for Older 
people, and the need for policy that strengthens health-
care and social protection systems, and improves access to 
care and support, including long- term care. This review’s 
framework has relevance to the development and specifi-
cation of policy for older people because it conceptualises 
exactly those factors that affect equity of access to person- 
centred, integrated healthcare and social care services for 
older people.
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Figure 2 Conceptual model of relationships between 

summarised higher- order concepts relating to access to 

health services.
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