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[bookmark: _Toc683925579][bookmark: _Toc1811167509]Introduction
Every healthcare system faces challenges that prevent full efficiency and progress, and the United Kingdom is no exception. For this reason, this report will address one of the most significant issues both globally and nationally: health inequalities. This problem is often overlooked when developing public strategies, particularly within the healthcare sector.
This report aims to explore health inequalities by presenting key concepts and causes. It will also include real data and statistics to support the information discussed, as well as workable solutions to address this issue, which remains incredibly important for improving the UK healthcare system.
[bookmark: _Toc1504277239][bookmark: _Toc468028744]Task 1 – Selection of a Research Topic 
[bookmark: _Toc985673411][bookmark: _Toc25617913]1.1 The Issue and Why It Matters
One of the major problems within the UK healthcare system is inequality. Due to its complexity and different forms, it often goes unnoticed, and some people believe it does not exist. This report explores diverse types of health inequalities, including their impact on individuals, the groups most affected, and potential solutions.
Inequality refers to differences in access to opportunities and services such as education, often linked to economic factors (IFS, 2020). Health inequalities are unfair differences in healthcare related to income, ethnicity, demographic conditions, and gender (ONS, 2023). These differences are intricately linked to broader social inequalities (Gostin, 2020).
Evidence shows that individuals with lower incomes have reduced access to healthcare and higher exposure to disease, resulting in poorer health outcomes (ONS, 2023; BMJ Open, 2023). People living in deprived areas also experience lower life expectancy and higher risks of illness. Additionally, ethnic minority groups and individuals with lower education levels are disproportionately affected (ONS, 2023; IFS, 2020).
Healthcare services can help reduce these inequalities by improving access and targeted interventions (NIHR, 2024; WHO, 2022). Strengthening community support and the role of social prescribers, along with public health policies focused on vulnerable groups, are key steps to improving equity in healthcare.

[bookmark: _Toc1253784069][bookmark: _Toc1544764032]1.2 Personal Reflection – Why I Chose This Topic
This topic was chosen due to its complexity and, most importantly, its lack of visibility. Raising awareness of health inequalities is essential to encourage reflection and promote improvements within the healthcare system.
This issue represents a challenge that I have observed as a volunteer within a specific NHS group and is intricately linked to my studies in Health and Social Care. Addressing this topic will support my professional development and will allow me to contribute to a more equitable and accessible healthcare system.

[bookmark: _Toc1644222262][bookmark: _Toc1465363797]Task 2 – Evaluating Information Sources  
[bookmark: _Toc1469499101][bookmark: _Toc9837410]2.1 Source 1
[bookmark: _Toc1749164203]BMJ Open (British Medical Journal Open)
[bookmark: _Toc202680691]This source is reliable as it is peer-reviewed and published in a recognised medical journal. The article analyses health inequalities, highlighting how disadvantaged populations are more exposed to diseases and experience poorer health outcomes.
[bookmark: _Toc100560115]In addition, the CRAAP test was applied to evaluate this source. In terms of currency, the article is recent, ensuring that the information is up to date. Regarding relevance, it directly addresses health inequalities, making it suitable for this report, given its focus on the UK population. The authority is strong, as it is published in a reputable journal. The accuracy is supported by academic research and evidence, and the purpose is to inform and analyse rather than persuade.
[bookmark: _Toc587021941]This document represents one of the fundamental pillars of this report, as it provides strong academic evidence supporting the existence of health inequalities.
[bookmark: _Toc1291325331]However, a limitation of this source is that it focuses on infectious diseases and does not address all dimensions of health inequalities.





[bookmark: _Toc1254988335][bookmark: _Toc496449089]2.2 Source 2
Office for National Statistics
This source comes from a UK government institution, which makes it reliable, as its data are accurate and trustworthy. It presents information on inequalities in life expectancy, health outcomes, and access to healthcare services.
The CRAAP test was also applied to this source. It is current, as it provides up-to-date statistical data. It is highly relevant because it focuses on the UK population. The authority is strong due to its governmental origin, and the accuracy is high as it is based on official data. The purpose is to inform through statistical evidence.
These data are especially useful for this report, as they provide tangible evidence within the UK context.
However, a limitation of this source is that, although it provides extremely specific data, it does not offer an in-depth explanation of the causes of these inequalities.

[bookmark: _Toc332136373][bookmark: _Toc886312413]2.3 Source 3
National Institute for Health and Care
This source is reliable because it is based on academic research conducted by a UK health organisation. The article is useful for this report because it proposes workable solutions, specific processes, and recommendations that, if implemented, could significantly reduce health inequalities.
The CRAAP test confirms its reliability. The source is current and relevant to the topic. The source comes from a recognised research organisation. Its accuracy is ensured through academic research methods. The purpose is to provide practical solutions and recommendations.
Additionally, this source contributes to the report by offering a practical perspective and linking theory with real-world applications within the healthcare system.
However, a limitation of this source is that it focuses on primary care and does not cover all areas of the healthcare system.

[bookmark: _Toc1022489987][bookmark: _Toc421989681]2.4 Gaps in Current Research
There are still several gaps in the current research on health inequalities. While many studies focus on statistical data and general causes, there is limited research on specific barriers such as language, which can significantly affect access to healthcare services.
In addition, much of the existing research explains the problem but does not always provide practical or applicable solutions. There is also a lack of focus on local contexts, as many studies analyse national data without considering specific communities.
These gaps highlight the need for more research that includes real experiences, practical interventions, and a deeper understanding of barriers faced by different population groups.

[bookmark: _Toc755898151][bookmark: _Toc1441076368]Task 3 – Research Methodologies  
[bookmark: _Toc2126928753][bookmark: _Toc1748664858]3.1 Definitions and Examples
To conduct research reports such as this, there are three main research methodologies: quantitative, qualitative, and mixed methods (Creswell, 2033).
[bookmark: _Int_gMZNpGQI]Quantitative research involves the collection and analysis of numerical data. It is used to identify patterns, measure variables, and establish relationships between statistics and information (Ahuja, 2015). For example, it can be used to measure variables and identify inequalities in access to healthcare services among different population groups. This method is particularly useful when analysing copious amounts of data and identifying trends over time.
Qualitative research, on the other hand, focuses on understanding experiences and situations. This type of research uses methods such as interviews to obtain more detailed information. For instance, interviews can be conducted with individuals experiencing inequalities in access to healthcare services, allowing researchers to understand their perspectives and lived experiences (Kvale, 2007).
Finally, mixed methods research combines both quantitative and qualitative approaches. This allows for a more comprehensive understanding of the issue by analysing both statistical data and subjective experiences. It also strengthens the validity of research by using diverse types of data (Creswell, 2033).

[bookmark: _Toc2104751074][bookmark: _Toc908398963]3.2 Chosen Methodology and Justification
For this report, the chosen methodology is mixed methods, as it enables the analysis of health inequalities and their magnitude through statistical data, as well as the experiences of affected individuals. This provides a more complete perspective for analysing the problem (Creswell, 2033).

[bookmark: _Toc1570210734][bookmark: _Toc2099781365]Task 4 – Data Collection  
[bookmark: _Toc1588699455][bookmark: _Toc637896638]4.1 Primary vs Secondary Data
Data collection can be carried out in two ways: primary and secondary data (Sapsford and Jupp, 2006).
Primary data refers to information collected first-hand by the researcher through methods such as interviews, questionnaires, forms, or surveys (Ahuja, 20015). This type of data is more specific and up to date, as it is based on real experiences and direct interaction with participants.
On the other hand, secondary data refers to information collected by other sources, such as books, academic articles, reports, or databases (Sapsford and Jupp, 2006)
In this report, both types of data were used.

[bookmark: _Toc1987511266][bookmark: _Toc2094996870]4.2 Chosen Data Type and Justification
Secondary data allowed the analysis of existing information supported by evidence and statistics (Sapsford and Jupp, 2006). In addition, primary data were collected through questionnaires with social prescribers from 6 GP practices in one Primary Care Network in Lambeth area. The questionnaires used in this study are included in Appendix 1 and Appendix 2. This provided relevant information based on their direct experience with patients.



[bookmark: _Toc350676946][bookmark: _Toc2008520325]4.3 Advantages and Challenges
One of the main advantages of primary data is that it provides specific, detailed information tailored to the study objectives (Sapsford and Jupp, 2006). However, it presents challenges, including the time required, organisation, and difficulty in accessing appropriate participants.
In contrast, secondary data is more accessible, quicker to obtain, and cost-effective. However, it may present limitations, including a lack of specificity, potential bias, and the risk of using outdated information, which can affect the accuracy of the research findings (Bowling, 1997).

[bookmark: _Toc2041199154][bookmark: _Toc76679784]Conclusion  
In conclusion, this report has achieved its objective of highlighting the issue faced by the UK healthcare system, particularly health inequalities within its services. It was identified that the most affected groups are the most vulnerable populations, including those with low income, individuals living in areas with limited access, those with lower levels of education, and certain ethnic groups. In addition, through primary data collection across six GP practices within one Primary Care Network, involving three Social Prescribers, another crucial factor was identified: language. All respondents (100%) reported differences in service delivery, with most patients supported being female and aged 50–69. Furthermore, low digital skills and older age were identified as key barriers. Therefore, improving translation services, digital access, and personalised care is essential to reduce these inequalities.
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[bookmark: _Toc259912108][bookmark: _Toc2098014754]Appendix 1: Questionnaire – Health Inequalities in Lambeth
Section 1: Professional Background
1. How many years have you worked as a social prescriber?
☐ 1–3 years
☐ 4–6 years
☐ 7–10 years
☐ 10+ years
2. Do you currently work in the Lambeth area?
☐ Yes
☐ No
Section 2: Work Context
3. How are cases recorded or reported in your role?
☐ Monthly
☐ Quarterly
☐ Annually
4. How many cases have you managed?
☐ 100–150
☐ 151–300
☐ 301–450
☐ 451–500
☐ 500+


Section 3: Access and Inequalities
5. Have you observed differences in the way healthcare services are delivered to patients?
☐ Yes
☐ No
6. Most patients who receive support from a social prescriber have vulnerabilities.
☐ Strongly agree
☐ Agree
☐ Neutral
☐ Disagree
☐ Strongly disagree
Section 4: Patient Demographics
7. Which gender group do you most frequently support?
☐ Male
☐ Female
☐ No clear majority
8. Which age group do you most frequently support?
☐ 18–29
☐ 30–49
☐ 50–69
☐ 70–79
☐ 80+
Section 5: Patient Experience
9. What types of barriers have you observed that affect patients’ access to healthcare services?
10. In your experience, what do you consider to be the main barrier affecting patients’ access to healthcare services?
Section 6: Professional Perspective
11. As a professional, what would you recommend improving health inequalities in the Lambeth area?

[bookmark: _Toc1411315237][bookmark: _Toc222408626]Appendix 2: Data Collection from Questionnaire

Figure 1: Years of experience as a Social Prescriber. Shows that 66.7% of respondents have between 1–3 years of experience, while
[image: ]








Figure 2: Work in Lambeth area. Shows that 100% of respondents currently work in the Lambeth area.
[image: ]
Figure 3: Case reporting method. Shows that all respondents (100%) report cases annually.[image: ]





Figure 4: Number of cases managed, shows that 66.7% of respondents manage between 301–450 cases, while 33.3% manage 451–500 cases.
[image: ]
Figure 5: Differences in healthcare delivery. Shows that all respondents (100%) have observed differences in how healthcare services are delivered to patients.
[image: ]





Figure 6: Gender most supported. shows that 100% of respondents most frequently support female patients.
[image: ]
Figure 7: Age group most supported, shows that 100% of respondents most frequently support patients aged 50–69.
[image: ]
 




The responses show that the most common barriers identified were language barriers, low digital skills, and difficulties experienced by older adults.
These findings highlight the impact of communication and digital exclusion on access to healthcare services.
[image: ]
Main barrier
All respondents identified language as the main barrier affecting access to healthcare services, suggesting a significant communication gap within the system.[image: ]



Professional recommendations
The responses suggest that improving access to translation services, simplifying communication, and increasing community outreach could help reduce health inequalities.
Additionally, respondents highlighted the need for better funding and stronger integration between services. Professional recommendations
The responses suggest that improving access to translation services, simplifying communication, and increasing community outreach could help reduce health inequalities. Additionally, respondents highlighted the need for better funding and stronger integration between services
[image: ]
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Experience

What types of barriers have you observed that affect patients’ access to healthcare services?

3 respuestas

Language barriers, low digital skills, and older age
Language barrier and IT skills

From my experience, patients face quite a few barriers when trying to access healthcare. Many struggle with
how the system works, long waiting times, and not being able to get appointments when they need them.
There’s also a growing reliance on digital systems, which doesn't work for everyone. On top of that, language
barriers, low health literacy, and lack of awareness about available support all make access more difficult.
These issues have been present for a long time, but they are still not properly addressed.
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In your experience, what do you consider to be the main barrier affecting patients’ access to
healthcare services?
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Professional Perspective

As a professional, what would you recommend to improve health inequalities in the Lambeth area?

3 respuestas

Improving access to translation services and providing more personalised care for older adults would help
reduce health inequalities

There needs to be better access to information in different languages, using clear and simple
communication.

Give the information in different languages. We need simple communication. Community outreach should
also be more consistent and better organised.

More NHS funding is needed to support group work, with stronger collaboration with the voluntary and
community sector. These groups should be led or supported by NHS professionals to ensure they are safe
and appropriate for patients with health conditions.

These gaps have been recognised for a long time, but progress in addressing them has been limited.

‘A more coordinated approach is needed, with greater investment in primary care and better integration
between health, social care, and community services.

There also needs to be a stronger focus on reducing inequalities, rather than assuming that the same
approach works for everyone.

One of the main issues is how slow organisations are to make changes. The barriers are well known and
discussed repeatedly, yet there is little progress in practice.

There is a clear gap between identifying problems and taking action, which is frustrating when the same




