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Abstract
There is limited knowledge about inequalities regarding palliative care access among patients with intellectual disability. The present scoping

review aimed to identify the existing barriers that limit access to palliative care (PC) in patients with intellectual disability. Methods: We con-
ducted a literature review on publications since 2014 from three databases (MEDLINE, Biomed Central, and Elsevier Scopus), along with hand
searches in scientific journals. The review included peer-reviewed studies written in English and Spanish language with quantitative and quali-
tative study designs. The participants were patients with intellectual disability and health professionals who had worked with them or had experi-
ence in palliative care. Results: 22 studies met the selection criteria. The barriers identified were under referral to palliative care, reduced access,
communication, and limited knowledge and experience by health professionals. Conclusion: Patients with intellectual disability do not get referred
to PC frequently. Health professionals and caregivers do not recognize when it is necessary to make a referral, and they need to improve their com-
munication abilities. Also, health care workers need more training in PC, pain management, anticipation of death, and use of opioids. More
research and education on the palliative care needs and care for patients with intellectual disabilities is needed. J Pain Symptom Manage
2022;000:e1−e10. © 2022 The Authors. Published by Elsevier Inc. on behalf of American Academy of Hospice and Palliative Medicine. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Key Words
Intellectual disability, palliative care, palliative care access, scoping review
Key Message
There is a wide lack of knowledge of palliative care

and intellectual disability among healthcare professionals
and caregivers. Referrals to palliative care are small and
there are limited clinical guidelines and tools that can be
used in this population. Healthcare workers have limited
training in palliative care and they need to develop com-
munication skills for patients with intellectual disability.
Introduction
Worldwide the life expectancy has improved in the

general population including those with intellectual
disability.1 These patients develop the same chronic
diseases associated with age as the general population,
who can benefit from palliative care (PC).1,2
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According to the IAHPC (International Association
of Hospice and Palliative care) definition, PC includes
prevention, early identification, evaluation, and man-
agement of physical, psychological, and spiritual symp-
toms and social necessities. It aims to improve quality
of life of patients, families, and caregivers. It may posi-
tively influence the course of illness and are applicable
throughout all health care levels.2

However, people with Intellectual disability lack
equitable access to quality health care.3 This issue is
important as PC is established as a human right,4 and
research indicates that early access to PC enhances
quality of life of the patients and their families.5 As a
result, people with intellectual disability deserve holistic
and quality PC with good control of physical symptoms
as well as psychosocial and spiritual support and
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excellent communication regarding goals of care and
end of life planning.

The main aim of this scoping review was to identify
possible barriers to PC delivery to patients with Intellec-
tual disabilities.
Methods
A scoping review related to PC in patients with intel-

lectual disabilities was conducted. The purpose of this
review was to provide a narrative synthesis about bar-
riers that patients with intellectual disabilities face
when they require palliative care. The items for System-
atic Reviews and Meta-Analyses extension for scoping
reviews (PRISMA-ScR) were checked, to ensure that all
items were accomplished.6,7 MEDLINE, Scopus, and
Biomed Central were searched to identify published,
peer-reviewed studies. To develop a search process, the
research question was established using the PICO strat-
egy (population, intervention, comparison, and out-
come) as shown in Table 1. Based on this strategy, the
search objectives were established, and the MESH
(Medical Subject Heading) terms were obtained. The
MESH terms used were: “Intellectual Disability”, “Palli-
ative care”, and “Palliative Medicine”. In order to
acquire studies in the Spanish language, the following
keywords were used: “Discapacidad Intelectual” and
“Cuidados Paliativos.” Boolean operators were used
(“AND”, “OR”) to optimize the research. Finally, the
search strategy was given including a manual search of
journals related to intellectual disability, such as the
Journal of Applied Research in Intellectual Disabilities,
British Journal of Learning Disabilities, Research in
Developmental Disabilities, Journal of Intellectual &
Developmental Disability, Palliative Medicine, and
International Journal of Environmental Research &
Public Health. The most recent search was done in
May 2020 and a total of 22 studies were reviewed and
analyzed in this research.

Eligibility criteria included peer-reviewed studies
published between the period of 2014 to 2020, in order
to get the most recent data. Studies with participants
with intellectual disabilities or caregivers and health-
care workers related to patients with intellectual disabil-
ities were included. Studies published in English or
Spanish, with quantitative and/or qualitative study
Table 1
PICO Strategy.

P (Population) Patients With Intellectual
Disability

PICO Strategy I (Intervention) Access to PC
C (Comparison) Does not apply to this study
O (Outcome) Barriers to access PC

PC, palliative care.
designs, also retrospective and/or prospective study
designs. Finally, the results of the studies included
described barriers to access to palliative care.

Study Selection
One author J.V-I searched in the electronic data-

bases and obtained 835 articles, subsequently, excluded
articles published before January 2014, leaving a total
of 555 studies. Through the hand search in scientific
journals obtained 9 additional studies, leaving a total of
564 studies. Then, the author screened and analyzed
the titles and abstracts of the articles, looking for stud-
ies that have relevance with PC in patients with Intellec-
tual disability, and through this, discarded 484 articles.
Full text of 80 articles were reviewed, and studies that
met the inclusion criteria and that answered the
research question were included. Finally, 22 studies
were selected as shown in Fig. 1. The final search strat-
egy for MEDLINE can be found on Appendix 1. This
review did not have a registered protocol. The authors
P.B and J.V-I reviewed the selected literature and only
articles in peer-reviewed journals that met the selection
criteria and that answered the research question were
included in order to obtain quality studies. The studies
methods and results were evaluated through a critical
reading to make sure they were reliable and relevant.

Charting the Data
Information about each study were collected from

the original publications by the first author in Table 2,
including author, year, study design, participants,
source of data collection and main findings. Then a
second author P.B reviewed the information.

Data Synthesis
The first author conducted a content review of the

selected studies, looking for recurring themes and find-
ings, then organized under a list of thematic headings
and with the second author P.B reviewed and agreed
on the main topics.
Results
A total of 22 studies were analyzed, the majority were

from developed countries (Netherlands, United States,
England, other countries). The study methods were
quantitative (12 studies), qualitative (8 studies), and
mixed studies (2 study). The study designs were
descriptive, cohort studies, and correlational studies. A
total of 26 982 participants were included from the dif-
ferent studies. Most participants were patients with
intellectual disability (n: 24,700). Other participants
were professional caregivers, team leaders of institu-
tions that care for patients with intellectual disability,
physicians, intellectual disability specialists, oncologists,



Fig. 1. Flow diagram of studies extraction.
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anesthesiologists, family medicine, oncological surgery,
internal medicine, onco- hematological pediatrics,
intensive care, nurses, psychologists, nursing assistants,
social workers, and medical assistants.

Five barriers to palliative care access for patients with
intellectual disability were found:
1.
 Difficult health care access

2.
 Under referral to PC

3.
 Communication

4.
 Lack of clinical practice guidelines and diagnostic

tools

5.
 Limited experience and preparation of the

healthcare providers.
Difficult Health Care Access
Six studies concluded that one of the major barriers

that patients with intellectual disability must face is the
difficulty accessing health services when required.8-13

They described that in rural areas this problem is exac-
erbated, due to the lack of local establishments, how-
ever, urban groups expressed difficulty in obtaining a
medical appointment from specialists.8 Not only
patients reported this problem, but also health profes-
sionals who work with them since a study found that
50% of professionals were unable to consult an expert
outside the organization in which they work.9 Likewise,
they faced complications when obtaining a medical



Table 2
Data Extracted From Included Studies.

Study Study Design Population Study Data Collection Main Findings

Bekkema, Veer, et al.,
2014

Quantitative N = 181
Nurses = 87
Nursing assistants = 6
Social workers =36

Survey Training and educationa eeds of the healthcare workers about
Intellectual disability. E ert consultation opportunities outside the
organization where the articipants work.

Lindley et al., 2017 Quantitative
Retrospective

N = 1012
Patients with intellectual disability:
173

P: 839
Children from 0 to 20 yrs old

Statistical analysis Children with intellectua isability were enrolled in hospice less than the
control group. 10% of ildren with intellectual disability was enrolled
in hospice, and the ave ge length of stay was 1 day.

Mastebroek et al., 2016 Qualitative N = 21 mild and moderate
intellectual disability.

Interviews Barriers to communicati about the health status to patients with
Intellectual disability in e practice of general medicine.

Navas et al., 2019 Qualitative N = 216
Coordinators = 65
Psychologists = 63
Nurses = 47
Social workers = 24
Physicians = 22

Survey Feedback about deficien s in the health system that prevent access to
healthcare to patients w h intellectual disability.

Newton & Sebbens,
2020

Mixed methods N = 64
Medical assistant = 37
Nurses = 25
Physicians = 2

Survey How the education of m ical professionals about PC had impact in PC
referrals.

Reasons for late referral not refer at all.

Ollalla Gallo, 2016 Qualitative N = 20
Physicians = 9
Nurses = 6
Psychologists = 2
Nursing assistants = 2
Social workers = 1

Interviews Level of knowledge abou ntellectual disability and experience about
detection of symptoms d psychological, spiritual, and social needs of
patients with intellectu disability among healthcare workers.

Sampson et al., 2015 Quantitative 13 countries from the European
Pain and Impaired Cognition
network

Analysis of clinical
practice guidelines

From 11 guidelines revie d, only 4 recommended specific tools to
evaluate pain managem nt for patients with cognitive disabilities (Italy,
the Netherlands, Spain nd the United Kingdom).

Segerlantz et al., 2020 Quantitative,
retrospective

Patients with intellectual
disability = 15,319

General population = 72,511

Statistical analysis The utilization of end-of e care in the last year of life in cancer patients
with intellectual disabi is less than patients without intellectual
disability.

PC was use in 16 patients ith intellectual disability for 24 occasions,
compared with 132 pat ts without intellectual disability who used in
132 occasions.

Tuffrey-Wijne & Rose,
2017

Qualitative N = 20
Professional caregivers = 13
Managers = 7

Interviews Participants expressed la of preparation and fear when giving bad news
to a patient with death ognosis

Vrijmoeth et al., 2016 Quantitative Physicians = 169
Patients with intellectual
disability = 97

Survey Less than half of the part ipants had never provided PC to a patient with
an intellectual disabilit

There is a difficulty in th iagnosis of a death prognosis, 22,6% made the
diagnosis in the last we of the life of these patients, and 42% in the
last month. Physicians not discuss the possibility of PC, 30,4%
discussed it in the last w ek of the life of the patient, and 35.9%
discussed it in the last m nth of life. None of them talked about it in the
last three months.

(Continued)
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Table 2
Continued

Study Study Design Population Study Data Collection Main Findings

Vrijmoeth et al., 2016 Qualitative Physicians = 10 Interviews How the need for palliative care is recognized in people with intellectual
disability.

Wark et al., 2017 Qualitative N = 35
Urban residents = 13
Rural residents = 22

Interviews Barriers to access end-of-life care in patients with Intellectual disabilities
in rural and urban locations.

Todd et al., 2020 Quantitative,
retrospective

Deceased intellectual disability
patients = 146

Health care workers = 38

Survey Level of recognition of a death prognosis and use of PC in patients with
intellectual disability

Tuffrey�Wijne et al.,
2020

Quantitative Patients with intellectual
disability = 152

Health care workers = 690

Survey Level of communication skills of staff who work with patients with
intellectual disability.

Level of information about the diagnosis and prognosis
provided to patients with Intellectual disability.

Gray & Kim, 2020 Quantitative Professional caregivers = 149 Survey Training needs of professional caregivers about PC and main topics
caregivers prefer to be trained on.

Hussain et al., 2019 Mixed methods N = 420
Physicians = 43
Professional caregivers = 39
Caregivers = 31
Team leaders = 83

Survey Level of knowledge about PC of the staff that supports older adults with
Intellectual disability.

Main topics they need training

Kim & Gray, 2018 Qualitative Professional caregivers = 54 Interviews Challenges caregivers faced. Difficulty in communication, anticipating a
death prognosis, and lack of training in general topics about intellectual
disability, PC and communication.

Hunt et al., 2019 Quantitative N = 36
Patients with intellectual
disability = 158

Survey Lack of utilization of end-of-life care, only 18% received attention from a
PC specialist, and 78.2% didn�t know their death prognosis.

Sandberg et al., 2016 Quantitative,
retrospective

Patients with intellectual
disability = 7936

General population = 7936

Statistical analysis Use of health services in elderly patients with Intellectual disability
compared to the general population in the period 2002 to 2012.

Smith et al., 2020 Quantitative Patients with intellectual
disability = 553

Survey Communication skills related with the level of Intellectual disability.

Bekkema, et al., 2014 Quantitative Health care workers = 248 Survey When making medical decisions half of the health care workers believed
that patient’s autonomy were important and more than half of
participants believed that they should not consider their opinion when
it differs from their own opinion. When the patient cannot decide for
himself 40% of health care workers believed that the opinion of the
physician was the only important.

D�avalos-Batallas et al.,
2020

Qualitative N = 28
Oncologists = 10
Anesthesiologists = 5
Intensive care = 1
Internal medicine doctors = 1
Physician = 1
Surgeon oncologist = 1
Pediatric onco-hematologist = 1

Interviews Physicians did not recognize the need of PC.
On the medical curricula there is not PC and there is a wide unknowledge
about this specialty.
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appointment, and there was no communication or
coordination between the health professionals who
attended them, which made it harder to treat them
holistically.12

Compared to the general population, older patients
with intellectual disability had less access to health serv-
ices,13 and even less in the last year of his life, in the PC
service.10 This barrier was not limited to older patients,
pediatric patients had to face the same difficulty in
accessing PC and hospice care.11

Under Referral to PC
Only 18% of patients with intellectual disability

received PC at the end of their life in the United King-
dom.3 On the other hand, in the United States, half of
the health professionals who worked with pediatric
patients with Intellectual disability did not refer any
patient to PC for various reasons: “The family doctor
refused to make the referral,” “the parents asked not to
be referred,” “the doctor did not know who qualified
to be referred,” “the doctor did not know how to make
the referral”. Nevertheless, after training and inform-
ing the participants an increase in referrals and com-
fort level was detected.14 In contrast, half of the health
professionals do not take into account the autonomy of
patients with intellectual disability in terms of medical
decisions at the end of life and if they are not capable
of making decisions for themselves, half believed that
family members must decide for the patient, and 38%
believed that the doctor’s decision was the final one.9

Communication
Seven studies agreed that the difficulty of communi-

cation with patients with intellectual disability is the
most frequent barrier.3,15−20 Physicians have difficulty
interpreting signs of the need for PC,20 which increases
according to their level of disability, being almost
impossible to communicate with patients with severe
intellectual disability.21 Likewise, it was detected that
the level of understanding of the situation they are
going through was deficient. A considerable percent-
age did not understand their condition and prognosis
at all. Most of the patients were not “aware” that they
were going to die.1,15 On the contrary, most patients
with mild intellectual disability understood their situa-
tion, but, they expressed feeling that the doctors did
not understand them, they felt nervous when talking
with them due to how they communicated with techni-
cal words and long sentences, which resulted in prob-
lems understanding the diagnosis, the therapeutic plan
and following the instructions and recommendations
of the doctor.16 It was not a problem limited to doctors,
as caregivers had difficulty communicating with their
patients when they had a prognosis of death. The care-
givers limited themselves to supporting them in the
process and did not focus on communication. The
reasons expressed were fear and little preparation
about communicating bad news with these patients.
They also indicated that patients have difficulty under-
standing their health status:17

One participant in a study undertaken in the United
States reported: “You can’t sit them down and talk to
them. It is hard. It is hard on us. We need a lot of infor-
mation. How to deal with each individual that has a
problem in coping with this.”19

In addition, the participants reported insufficient
training in general topics and effective communica-
tions.18 Another professional caregiver from the United
States from the same study stated: “There’s a younger
staff and the training is not sufficient. How to handle
this situation because it’s a different approach.”18
Lack of Clinical Practice Guidelines and Diagnostic
Tools

Around the world, there is a lack of research in the
development of clinical practice guidelines on PC, spe-
cifically in patients with intellectual disability. There are
diagnostic tools that can be used in the general popula-
tion to detect the need for PC,19 but there are no tools
that can be applied to patients with intellectual disabil-
ity, considering their specific needs and difficulties.
There are no evaluation tools, therefore it was found
that the detection of needs and physical symptoms,
such as pain, is limited to the contributions of the care-
giver and the family of the patients.22 In a study carried
out in the European Union, 14 of the most relevant
clinical practice guidelines about PC from European
Union countries were analyzed. Only 10 had clinical
practice guidelines about pain management and only 4
of the 10 guidelines that met the requirements recom-
mended the use of specific tools to detect symptoms
such as pain for patients with cognitive disabilities (Italy,
the Netherlands, Spain, and the United Kingdom).23
Limited Experience and Preparation of the Healthcare
Providers

Among health professionals who work with patients
with intellectual disability, there is poor training and
preparation on PC. The studies found that physicians
lacked the knowledge and skills to recognize the prog-
nosis of death and when it was necessary to refer to PC.
Only 22.6% were able to predict death in the last week
of the life of the patients, negatively influencing timely
referral to PC. Only 30% discussed the need to start PC
in the last week of life, and 35.9% recommended it one
month before the patient’s death.24 The same
occurred in health professionals from different areas,
since less than half could anticipate the death of their
patients before the last 3 months of life and more than
half could not anticipate it at all.18,25 The healthcare
workers stated that they needed more training and
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qualification in the care of specific physical, spiritual,
social, and emotional needs in patients with intellectual
disability. In addition, to require instruction on basic
PC principles, pain management, planning, hospice
care options in patients with Intellectual disability,
communication of bad news to the family, and anticipa-
tion of death.26

Another study concluded that they required ade-
quate preparation in generalities of aging, diseases
associated with it, treatment, use of opioids, human
rights and laws, symptoms, psychological, spiritual, and
social needs. Additionally, they were unaware of the
specific PC resources that can be used in patients with
intellectual disability, such as protocols or access to
opioids. Among the professionals who work daily with
these patients, there was a lack of knowledge about the
different levels of palliative care, when to make a refer-
ral and they do not know the basic concepts of PC.27

A Spanish participant in an interview stated: “There
are people with intellectual disability who reach the
end of life without a diagnosis of advanced or terminal
illness. . . but they need PC. They have needs, perhaps
more than others that do have a diagnosis.”22

In Ecuador, there were no specific PC units or
research related to the subject. Physicians stated that
they were not trained to detect the need for PC, and
still believed that it is only related to the specialty of
oncology. In the undergraduate curriculum, PC is not
included, and there was ignorance about this
specialty.28
Discussion
The studies analyzed indicate a number of barriers

to PC access for patients with intellectual disability.
One of the barriers reported consistently was difficulty
in accessing PC services. This finding is likely related to
the overall low access to PC services in low- and middle-
income countries as shown in the ATLAS study of the
Latin American Association of PC (ALCP).29 This
ATLAS shows that there is no PC service at the primary
care level, which explains why access is more difficult
in rural areas, where access to the second level of care
services is almost impossible. On the other hand, there
is a shortage of PC specialists to whom these patients
could be referred,29 which could explain why there are
few and delayed PC referrals. A qualitative study identi-
fied lengthy waits in the emergency room and in medi-
cal offices, as a barrier to accessing health care, “some
patients walked out of waiting rooms before they were
seen by health providers”. In the same way, caregivers
and family members indicate that the visits were
rushed, and some healthcare workers did not take the
time to treat the patient in a holistic way. More
research is needed to identify if this is a barrier to
accessing palliative care.30
Other reasons identified are the misinformation of
relatives and physicians about PC and when it is neces-
sary to make a referral. Additionally, this situation is
aggravated as it is harder to communicate with patients
with intellectual disability. Patients with intellectual dis-
ability cannot fully express their ideas, manifest physi-
cal complaints, and psychological, spiritual, and social
discomfort.21 Health professionals also need to
improve their communication skills, since, as indicated
in a study, doctors speak with difficult words and com-
plex sentences that prevent patients with mild intellec-
tual disability from understanding the therapeutic plan
and diagnosis.16

Assistive technology is a variety of devices or services
that can help patients with disabilities maintain or
improve their functioning and independence and pro-
mote their well-being, an example is a communication
board, it can help the patient communicate by using
symbols, letters, words, and phrases to create mes-
sages.31−33 This tool may be helpful for communication
with their healthcare providers if it was used for
patients to indicate their symptoms and concerns.
Unfortunately, patients with intellectual disability have
limited access and the technology is underutilized and
may be more difficult for patients with severe intellec-
tual disability.34 There are some barriers that limit
access to assistive technology in patients with intellec-
tual disability for example funding, lack of awareness
and knowledge about this tool, negative beliefs, and
lack of knowledge of caregivers.35 In a study done in
Europe directed to caregivers, in a survey they indi-
cated that they mostly used assistive technology for
communication and interaction, to relax or have fun,
and to support participation in activities, but no for
medical care, they also indicated a lack of knowledge
and experience about assistive technology.34

In a large majority of studies, the lack of preparation
and knowledge about Intellectual disability and PC is
evidenced by healthcare workers, caregivers, and family
members. The implementation of PC and intellectual
disability is necessary for the undergraduate curricu-
lum of health professionals who work with this popula-
tion and in the same way in the postgraduate
curriculum in medical specialties such as family medi-
cine, internal medicine, oncology, pediatrics since they
usually handle closely with these patients. In addition,
it is necessary to educate the general population and
the relatives about PC on when it is necessary to seek
specialized care, and its benefits in the quality of life of
patients. Likewise, better training is required for
healthcare workers, both at the first level and in special-
ized care, on communication tools, detection of pain
symptoms, and the need for PC. Therefore, it could be
beneficial to establish clinical practice guidelines to
help health professionals at the first level of care to
detect the need for PC and provide with guidance on
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how and when it is necessary to refer to the next level of
care. It is also important to strengthen knowledge
about the different levels of palliative care, manage-
ment of physical and psychological symptoms, manage-
ment of opioid medications, and communication tools.
Further research is needed to identify potential bar-
riers to palliative care access such as fear of taking away
hope, or fear of abandonment by their clinician, that
have been identifying by the general population.36

Strengths and Limitations
This scoping review identified enough articles with

participants with intellectual disability who required
PC and health personnel who work with them. Conse-
quently, it was possible to group the articles with simi-
lar results into sub-themes that encompass the barriers
commonly found. Also, participants from different
professions were included, who gave a global
approach and distinct points of view on the needs of
this population regarding PC. On the other hand, the
language was a limitation, as we might have identified
additional articles if we included languages beyond
English and Spanish. And due to the methodology of
the articles, there was some difficulty organizing the
results, and this is the reason why a narrative method-
ology was chosen.
Conclusion
Evidence from this scoping review suggests that

patients with intellectual disability may have reduced
access to PC than the general population. Access to
healthcare and PC may not always be available to
patients with intellectual disability, especially in rural
areas due to lack of health centers. The number of
patients who benefit from end-of-life care may be lim-
ited due to lack of referrals, difficulty in prognostica-
tion, and lack of communication especially, with
patients with severe intellectual disabiliy. Our review
suggests that most patients may not understand their
condition, prognosis, and therapeutic plan. Healthcare
providers do not feel comfortable communicating a
prognosis of death and manifest they need more train-
ing in palliative care and intellectual disability. This
issue is aggravated by the lack of clinical practice guide-
lines for PC which should include tools that can be
applied to patients with intellectual disability. This is
one of the reasons why detection of physical symptoms
and other needs are limited to the contribution of the
caregiver. Further research could explore the effects of
educating healthcare providers in palliative care, pain
management, anticipation of death, referral to PC and
use of opioids. Family members and caregivers should
be educated in PC and intellectual disability. In this
way, the number of referrals to PC from the first level
of care would be increased. Therefore, it is essential to
carry out more research on the subject to make this
public health problem visible, more education and
training for health professionals, and the development
of clinical practice guidelines that facilitate the prepa-
ration of these professionals, family caregivers, and
patients with Intellectual disability.
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Appendix 1. Medline Search Strategy
(palliative care[MeSH Terms]) AND (intellectual

disability[MeSH Terms]),"""palliative care""[MeSH
Terms] AND ""intellectual disability""[MeSH Terms]",
112,23:43:47

(palliative care[MeSH Terms]) AND (intellectual dis-
ability[MeSH Terms]),from 2014 - 2022,"(""palliative
care""[MeSH Terms] AND ""intellectual disability""[-
MeSH Terms]) AND (2014:2022[pdat])",61,23:44:01

(palliative care[MeSH Terms]) AND (intellectual dis-
ability[MeSH Terms]),from 2014 - 2020,"(""palliative
care""[MeSH Terms] AND ""intellectual disability""[-
MeSH Terms]) AND (2014:2020[pdat])",51,23:44:13

((palliative care) OR (palliative medicine)) AND
(intellectual disability),"(""palliative care""[MeSH
Terms] OR (""palliative""[All Fields] AND ""care""[All
Fields]) OR ""palliative care""[All Fields] OR (""pallia-
tive medicine""[MeSH Terms] OR (""palliative""[All
Fields] AND ""medicine""[All Fields]) OR ""palliative
medicine""[All Fields])) AND (""intellectual disabili-
ty""[MeSH Terms] OR (""intellectual""[All Fields]
AND ""disability""[All Fields]) OR ""intellectual disabi-
lity""[All Fields])",219,23:45:05

((palliative care) OR (palliative medicine)) AND
(intellectual disability),from 2014 - 2022,"((""palliative
care""[MeSH Terms] OR (""palliative""[All Fields]
AND ""care""[All Fields]) OR ""palliative care""[All
Fields] OR (""palliative medicine""[MeSH Terms] OR
(""palliative""[All Fields] AND ""medicine""[All
Fields]) OR ""palliative medicine""[All Fields])) AND
(""intellectual disability""[MeSH Terms] OR (""intel-
lectual""[All Fields] AND ""disability""[All Fields]) OR
""intellectual disability""[All Fields])) AND (2014:2022
[pdat])",146,23:45:26

((palliative care) OR (palliative medicine)) AND
(intellectual disability),from 2014 - 2020,"((""palliative
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care""[MeSH Terms] OR (""palliative""[All Fields]
AND ""care""[All Fields]) OR ""palliative care""[All
Fields] OR (""palliative medicine""[MeSH Terms] OR
(""palliative""[All Fields] AND ""medicine""[All
Fields]) OR ""palliative medicine""[All Fields])) AND
(""intellectual disability""[MeSH Terms] OR (""intel-
lectual""[All Fields] AND ""disability""[All Fields]) OR
""intellectual disability""[All Fields])) AND (2014:2020
[pdat])",128,23:45:32
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