
Improving Healthcare 

Access - A View from 

Practice

ANP Health & Wellbeing in Intellectual Disability



► De-congregation two large residential services

► 75 community Groups Homes, 300+ People

► 70% (approx.) moved to community living from residential service in 

past 10 years

► 180 people living alone/with family access support from community 

RNID team

► Mostly nurse led services / changing

Sligo/Leitrim Disability Services



► Aging profile/Multiple co-morbidities / Dual Diagnosis

► Access to healthcare Issues/Competing for access 

► Unfamiliar GPs/primary care staff/busy services 

► Poorer health history collation

► Reduced access to annual health checks / episodic care 

► Historically poor participation cancer screening services

► High staff turnover

Obstacle to Healthcare Access 
Experienced



► ANP role funding sourced 2021/Sáintecare right care, right place, right 

time 

► Identification of the needs of the population 

► Annual Medicals/Bone Health Assessments/ECG/ Medication Reviews

► Collaborated with clinical supervisor GP to develop annual health 

assessment document.  

► Completed by person and nurse in service prior to medical with GP/ANP 

health assessment.

► Focus consultation on the issues that are presenting for the person.

Advanced Nurse Practitioner Role



Health Assessment 



Record of Health Screening



• Self-referrals, MDT, GP, RNID, Service Manager.

• Make reasonable adjustment for person, using preferred communication 

method, allowing time, environment comfortable for person.

• Advanced Health Assessment, Detailed Health History/ Physical Exam/Bone 

Density Screening/ECG /Medication Review (optimisation/reduce 

polypharmacy).

• Support engagement with screening services and health protection activities.

• Develop Health Action Plan – an individualised plan targeting current/future 

health issues, proactively educate/supports person to protect their health.

Advanced Health Assessments



• Referral to other MDT members, SALT/Physio/OT/Dementia CNS/Positive Behaviour 

Support CNS/Psychology/Audiology/Ophthalmology.

• Collaborate working with primary care/GP.

• Inclusion in Chronic Disease Management Clinics /Epilepsy Services etc.

• Facilitating better access across services/reducing stress for person/carer.

• Health Promotion & Protection: Improving Health Literacy/Collaborative 

development of Easy Read Documents with Self-Management Support Coordinator 

for Chronic Conditions/Co-Produced Documents. 



• 7/10 people with ID have osteoporosis/osteopenia, developed significantly earlier 

age, fractures frequently overlooked in health examinations, preventative services 

underutilised by this population (McCarron et al. 2015; Frighi et al. 2019; Srikanth 

et al. 2011).

• Fractures often go undetected for non-verbal people, leading to increased 

morbidity, pain and increased loss of independence.

• Insufficient reasonable adjustment, lack of wheelchair accessible DEXA.

• Use of Achilles Bone Ultrasonometer/ Echolight Bone Scanner/Approved for use in 

this population by IOS. 

• Prescribe preventative treatment/onwards referral/education and support to 

prepare for DEXA. 

Bone Health Monitoring



• ECG tracing, 43% ID population prescribed antipsychotics, (IDS TILDA 

2014).

• Required for routine monitoring for people on psychotropic medication, 

hypothyroidism/hyperthyroidism, congenital cardiac conditions/high risk 

cardiovascular conditions/increased risk metabolic syndrome.

• Carried out at a time that suits the person, in an environment of their 

choice.

• Shared with GP on the day for review and follow up.

ECG



• Polypharmacy 31.5%, Excessive Polypharmacy 20.1% people with

ID, (O’Dwyer et al. 2015).

• Aging population ID increased exposure to anticholinergic burden, increased risk 

falls/constipation/poorer levels of independence, (O’Dwyer et al. 2016). 

• Ensuring indication remains for each medicine, optimised, taken at right time, right 

dose, avoidance of medications that interact etc. 

• As nurse prescriber, using evidenced based tools (Isimpathy/STOP/START), 

working collaboratively with GP, optimising treatment plans to suit person.

Medication Review



► Poor awareness about breast cancer risk/warning signs/Screening 

(Reidy et al. 2018)

► Low baseline of participation in Breast Check/Mammogram/Body 

Awareness, better participation rates for individuals who have lived in 

community setting versus residential service.

► Often a decision made for the person they will not comply with 

mammogram, made in the person’s best interest.

► No breast health care plan in place/poor recording of physical breast 

examination by GP/lack of education for the person/Tick Box approach 

to care.

Breast Health what did we do?



Now Use Breast Health Care Plan



Use All Available Supports to Assist 
Education/Preparation for Screening 

https://www.youtube.com/watch?v=mSfs4cmDcEg



Support to Assist Recognition of what 
is normal and what is not



Cervical Health Monitoring what did we 
do?

• Poor participation in screening, need for collaborative work between 

screening services, disabled people’s organisations and disability 

services to improve access to screening services, (Cithambaram et al. 2023;Power 

et al. 2024).

• Poor participation/Too traumatic for the person who does not 

understand the rationale or benefits.

• Maternalistic Approach, not sexually active no need for screening.

• No ongoing education to people about cervical health

• Tick Box Approach in Care Planning Document

• Monitor menstrual Cycle/Menopause

• Bleeding post menopause red flag for cervical health



Developed Cervical Health Support 
Pathway



PSA Monitoring

• Prostate Specific Antigen is not a routine 
test/consent

• Some people are independent and don’t want 
invasion of privacy

• Continence wear may mask symptoms.
• Bloods done as per GP advice/agreement.
• Referred to Urology Dept. for further 

investigations



Barrett’s Oesophagus/Mucosa

• High levels of anxiety/self 

stimulation/medications increasing risk of  

regurgitation/reflux.

• High rate of Heliobacter pylori/gastritis

• Barrett's oesophagus is a condition in 

which the lining of the oesophagus 

becomes damaged by acid reflux, causing 

changes that which causes the lining to 

thicken and become red.

• Aware of risks when prescribing 

medications that increase risk of 

bleeding/damage to oesophagus.



► Metabolic Syndrome increased risk of Cardiac Issues, Stroke, 

Diabetes, Cancers (Breast/Uterus/Bowel most common).

     Healthy Eating/ Exercise/Stress Reduction

► Oral Cancer Screening – National Oral Care Guidance/OHAT

► Bowel Screen- High level participation within our services

► SunSmart – Slip, Slap, Slop, Seek & Slide

     Review and monitoring of moles changes in symmetry/appearance

► Smoking Cessation/Alcohol intake ↓ (MECC)

               

Other Cancer Screenings Discussed 



• Getting regular health checks is important

• Knowing what is normal for you/what’s not

• Recognising pain/changes in your body

• Screening services are available for you too.

• Help you understand about your health and how to 

protect it. 

• Ask for help, ask for more time, ask for easy read 

information.

Supporting you to be as Healthy as 
Possible



• Listening to/Including you in your healthcare

• Educating you/your carer about what is available,  how 

to access services/understand 

• Making services more accessible/equal access

• Educating healthcare professional to be able to 

communicate better with you. 

• Working collaboratively together for better health, so 

you can live your best quality life.

We need to do more 



Thank You 
For 

Listening
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