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[bookmark: _Toc210700670]ABSTRACT
Introduction:
The study discussed the role of frontline health and social care professional in alleviating health inequalities in low-income families in the UK. It explored how social determinants such as housing, income, education and employment shape professional practice and health outcomes.
Aim:
The study aimed to examine the impact of these key social determinants on both health outcomes and the practice of frontline professionals, with a focus on how inequalities are experienced and addressed among low-income families.
Methodology:
The study used a qualitative secondary research design and a systematic literature review to investigate existing evidence. Thematic analysis was applied to the selected literature to identify recurring patterns relating to practice, inequalities, interventions, and policy effects.
Results:
Thematic analysis revealed four broader themes: effects of social determinants on practice, what healthcare professionals face, strategies and interventions, and policy and institutional framework effects. The results indicate that community outreach, health education, and social prescribing have been shown to be effective, but the professionals suffer systemic problems such as shortage of resources and ambiguous policy guidelines.
Conclusion:
The paper emphasises that institutional support needs to be strengthened, the integration of policies must be more transparent, and multi-agency teamwork is required to develop equitable healthcare and sustainable policies to address disadvantaged groups in the post-covid-19 scenario.

Keywords: Health inequalities, social determinants of health, low-income families, health and social care professionals, policy frameworks, UK healthcare, and health equity.

[bookmark: _Toc210700671]CHAPTER ONE: INTRODUCTION
At the core of society lies the principles that one`s health should not be determined by the postcode they are born into. In the UK stark and widening health inequalities continue to disproportionately affect low-income families, undermining both individual wellbeing and public health at large (Case and Kraftman, 2024). A core principle of a fair society is that health should not be determined by the postcode a person is born into. This research investigates the critical role that frontline health and social care professional play in addressing these disparities. By analysing how practitioners respond to the complex interplay of social determinants of health (SDH), this study explores the real-world impact of localized, practitioner led interventions is a healthcare strategy where a trained professional takes primary responsibility for designing, delivering, and overseeing patient care, focusing on education, self-management, monitoring, and coordinated support, rather than just administering physician orders, to improve health outcomes, medication adherence, or chronic disease management within a challenging and often under resourced policy landscape. In doing so, it directly responds to national concerns over the enduring legacy of COVID-19, the failure of past strategies to close the inequality gap, and the pressing need for community rooted, equity driven approaches to public health in the UK.
It will also explore the social determinants of health, the role of healthcare workers, and systemic factors influencing health outcomes within this demographic. By addressing these interconnected elements, the study will aim to bridge critical knowledge gaps and inform the development of targeted public health strategies to reduce these inequalities while promoting health equity addressed among low-income families.

[bookmark: _Toc203422446][bookmark: _Toc210700672]Background and Rationale 
[bookmark: _Toc203422447]Health inequalities refer to systematic, avoidable, and unjust differences in health outcomes between different population groups, often driven by social, economic, and environmental conditions (Marmot, 2020). These inequalities are especially high with the families that have low incomes in the UK. These inequalities are particularly pronounced among low-income families in UK.  According to the Marmot Review (2020), children born in the most affluent areas of the UK can expect to live up to ten years longer in good health than those in the most deprived communities a stark indicator of persistent health inequality. The main causes of such disparities are social determinants of health, which are the non-medical issues shaping health life outcomes, which include the quality of housing, education, employment, income, access to health services. 
The conditions under which individuals are born, grow up, live, work and grow old can be considered as the social determinants (Langins and Llop-Gironés, 2024). These circumstances impact more on health as compared to clinical treatment, or genetic factors. As an illustration, the family with housing or food poverty is likely to be exposed to greater risk of physical and mental health issues (Kirkbride et al., 2024). Relatively, one out of three children in the UK are currently living in poverty, which has a direct connection to higher instances of childhood morbidity and death (Lee et al., 2022).
These fault lines were further caught and worsened by the COVID-19 pandemic. The level of infection was not proportionate with the low-income households. The financially disadvantaged populations suffered most economically and testing and treatment was not easily accessible to all (Marmot, 2020; Alshakhs and Alanzi, 2018). These results demonstrate the extent to which social and economic conditions influence the state of populace health especially in case of emergency. Some example of unequal COVID-19 service access, Digital Divide: telehealth became common, but those without reliable internet, smartphones, or digital literacy( often elderly, low-income, or rural) were left behind, unable to book appointments or get advice; Racial & ethnic minorities: faced higher covid-19 infection/ death rates but often encountered mistrust in the system, language barriers, and less cultural competent care, leading to delayed treatment; low-income communities: job losses, lack of paid sick leave, and living in crowded conditions increased risk but reduced ability to isolate or access care , with studies showing significant declines in routine procedures for poorer groups; Migrant populations: faced language barriers, fear of immigration status repercussions, and precarious employment, hindering access to testing, treatment, and vaccines; Essential workers: often low paid, healthcare support, retail, transport, faced higher exposure risks but less access to adequate PPE , testing, and paid time off to recover.   
These inequalities happen at the frontline of health and social care professionals such as social workers, community nurses, health visitors, and general practitioners. Frontline roles are uniquely positioned to identify inequalities because they involve direct, daily interaction with diverse populations, providing a first-hand view of how systemic issues manifest in real world situation. This proximity allows them to observe needs and disparities that may be invisible from a more removed, administrative perspective.

It is their task to detect the initial symptoms of deprivation, support at-risk populations, give them basic care, and redirect people themselves to broader social support sources (Frenk et al., 2020). Although, the barriers to access to healthcare are discussed widely in the literature, very little is known about how these professionals can contribute to reducing health disparity in their everyday practice. Health disparities are unfair differences in health outcomes between groups like poverty, racism, environment and access to care, impacting life expectancy, disease burden, and quality of care.
This study is grounded in the need to explore how frontline professionals engage with these complex social determinants in their daily practice, and how their roles might be better understood and supported to promote health equity in low-income communities, developed on the back of the Marmot framework, the paper reflects on the relationship between professional practice and health equity, particularly in the new era of the post pandemic. It is crucial to have an understanding of such a dynamic not just to enhance the present service delivery, but also to create more robust systems that can handle future outbreaks of a similar nature (Islam, 2019). 
[bookmark: _Toc210700673]Problem Statement 
Despite the implementation of national strategies such as the equality act 2010 and public health initiatives informed by Marmot principles, significant health inequalities persist between low income and higher income populations in the UK (Smith et al., 2016). While macro level policy efforts are relatively well documented, there is limited empirical research into how frontline health and social care professional, such as community nurse, social workers, and health visitors, engage with and mitigate these disparities in practice. Existing outcomes measures often overlook the complexity of social determinants such as housing insecurity, food poverty, and digital exclusion, which professionals must navigate daily. This study addresses this gap by examining how these professionals operationalize equity-oriented interventions in disadvantaged communities. Although the macro-level strategies are documented fairly well, there is a severe dearth of evidence on the actual practices performed by those who directly interact with and redress these inequalities by means of the frontline health and social care professionals, which include social workers, community nurses, and health visitors (Moseley, 2024).
[bookmark: _Toc203422448][bookmark: _Toc210700674]The existing systems of assessment are based on an assessment of the health outcomes at the population level and, thus, are not targeted at the daily activities of practitioners working in poor communities. Little empirical evidence is present on how professionals attend to the complex problems of housing insecurity, food poverty, and digital exclusion - those determinants which play a role in the social determinants of health (Moudatsou et al., 2020). Moreover, the individual professional measures, that work best, like health instruction, intersect oral referrals, or community participation initiative, remain under researched (Greenhalgh et al., 2016). Without such a micro level of awareness of the issue, policy work can suffer being poorly aimed and not as effective as it needs to be those in dire need. The understandings of the frontline professional’s contributions can be better outlined to close the gap between the policy intent and reality in health service delivery. One of concrete example of policy misalignment  is the UK`s plastic packaging tax, aiming for recycled content but failing to align with industry reality by over emphasizing post-consumer recycled (PCRD) ignoring vital industry scrap blending, and penalizing complex flexible packaging, thus creating barriers to quality recycling and creating and confusion without strong accreditation, working against circular economy goals.
 Aim and Objectives 
Aim
This study aims to explore how frontline health and social care professionals in the UK address health inequalities among low-income families, which a particular focus on their engagement with social determinants of health, interventions strategies and the implications for equitable healthcare policy and access. 
Objectives
1. To critically explore the role of health and social care professional in addressing health inequalities affecting low-income families in the UK.
2. To analyse how social determinants of health such as housing, education, income, and employment influence professional practice and health outcomes.
3. To evaluate the effectiveness of current policies and community-based interventions in addressing health disparities. 
4. [bookmark: _Toc203422449]To identify barriers and enablers in frontline service delivery and propose practitioner informed strategies to promote health equity.  
Research Question  
“How do frontline health and social care professional contribute to reducing health inequalities among low-income families in the UK”? 
To address this question, the research will explore three key areas. First, it will examine which social determinants of health, such as housing, income, education, and access to services, most significantly impact health outcomes among low-income families. Second, it will investigate the strategies and interventions used by health and social care professionals, including preventative work, health education, community engagement, and social prescribing. Finally, the study will assess how the current policy environment supports or constrains professionals in their efforts to address inequalities, with particular attention to the post CCOVID- 19 landscape and the legacy of national frameworks such as the Marmot Review.
[bookmark: _Toc203422450][bookmark: _Toc210700675]Significance of the Study 
[bookmark: _Toc203422451]This study contributes to the academic literature by addressing a notable gap between health equity policy and frontline practice. While policy frameworks such as the Marmot Review identify key structural determinants, less is known about how professionals translate these insights into day-to-day interventions. Practically, the findings will support service providers, commissioners, and community organizations in designing targeted, evidence-based services for vulnerable families. The research will also inform professional training and resource allocation, particularly in areas of housing, education, and mental health. In the context of post COVID-19 recovery, these insights are essential for building more resilient and equitable health systems (Shaw et al., 2021)
[bookmark: _Toc210700676]Scope and Delimitations 
This part focuses on the experiences and practices of frontline health and social care professional in England, including community nurse, social workers, health visitors, and general practitioners. It explores how these professionals engage with low-income families, defined as households earning less than 60% of the national median income after housing cost, particularly in relation to social determinants such as housing, education, and employment.
Excluded from this study are global health comparisons, macroeconomic policy analyses, and secondary tertiary care systems, as the focus is on locally driven, community-based interventions. The timeframe for evidence is limited to UK based studies and data from 2015 to 2025. The Marmot framework provides the theoretical foundation for understanding how upstream social factors influence health equity.


[bookmark: _Toc210700677]CHAPTER TWO: LITERATURE REVIEW
[bookmark: _Toc210700678]Introduction
Health inequality is a term used to describe differences in health experience between different groups of people and these differences are usually determined by social and economic status, education, occupation, and place of residence. Health inequalities are unfair avoidable, and systematic differences in health outcomes or access to care between different groups of people, stemming from the conditions where they are born, live, work, and age (social determinants), and health inequities are avoidable, unfair, and systematic differences in health outcomes or healthcare access between different groups of people, stemming from social, economic, or environmental disadvantage, not random chance, involving unjust conditions beyond individual control like income, location, or ethnicity. These health differences are usually dictated by what is referred to as the social determinants of health; the conditions that individuals are born, grow, live, go to work and age. Such aspects are availability of healthcare, education level, level of income, and living conditions, which can all have a notable impact on health (UK Government, 2010). Social Determinants of Health (SDH) are particularly important in public health because they are the non-medical, root causes of a majority of health outcomes and health inequities. They are the conditions in which people are born, grow, live, work, and age, and they shape whether populations are health or become sick in the first place
The model of social determinants framework by Whitehead and Dahlgren explains how the various social determinants are placed one above the other to display the relationship among them, which is that persons experiencing low socio-economic status have a high probability of being blocked to good health. This model focuses on the fact that health is not just an individual factor; it also depends on the surroundings that individuals are staying in. These social determinants may be in the form of health inequality between the rich and the poor which is likely to result in health inequality in terms of opportunities and outcomes, mostly in families with low-income. Most of these families are deprived of basic needs such as quality healthcare, healthy diets, as well as safe accommodations and this further increases health disparities. They are particularly evident in the UK, where lower classes still accumulate higher chronic conditions, more frequently exposed to mental health issues, and more susceptible to poor life outcomes (Marmot, 2020). Most of this happens due to the poor households and this becomes a cycle of sickness which is hard to come out and it subsequently leads to poverty (UK Government, 2010).
[bookmark: _Toc210700679]Significance of the Topic
Health inequalities in health and social care cannot be avoided because it may have very remarkable effects on the individuals’ quality of life and the entire health system. In particular, low-income families have numerous problems that make them more exposed to negative health outcomes. These issues are lack of access to healthcare facilities, unsuitable housing, poor nutrition and limited opportunities of education and employment (Checkland et al., 2025). Investigating health disparities within the low-income populations is essential to find out effective measures to help reduce the gaps. Knowledge concerning issues which lead to health inequalities help the professionals to make better healthcare strategies which will uphold health equality, and improve access to services and decrease the long-term effect of ill health on the deprived populations. The choice of the topic is justified by the fact that there are still disparities in the health outcomes of socioeconomic groups in the UK that still affect the most vulnerable groups (Baron et al., 2014).
[bookmark: _Toc210700680]Social Determinants of Health 
The social determinants of health (SDH) are the ways in which individuals are born, live, grow, work and grow old in. This distribution of resources, money and power on global, national and local levels shapes these conditions. Main social factors that affect the health outcomes are:
[bookmark: _Toc210700681]Income
Social determinant of health income is an important factor since households with low income typically have multiple obstacles in accessing high-quality healthcare, nutritious food, and safe shelter. Poverty complicates those and imposes certain limitations on the access to health care services needed as it limits the opportunity to obtain necessary medical care there and considers sickness cost still more exorbitant (Swain et al., 2014). It also assumes that individuals within the low-income scales are more were more likely to experience chronic diseases hence setting the amount spent on health at an even higher level.
[bookmark: _Toc210700682]Education
[bookmark: _Toc210700683]Education is closely related to better health literacy. People with a high level of education particularly college graduates would have a healthier lifestyle, access to more health facilities and stand a better economic opportunity. Not only has education remained highly pertinent in preparing people to make informed decisions regarding health, but also provides people with progressively higher opportunities of highly-paid employment, and education can influence access to health services favourably. On the other hand, health literacy and access to preventive health care may constrain due to lack of education (Bambra et al., 2010). In the UK, a lack of digital skills and low health literacy act as significant barriers to accessing and navigating NHS services, particularly preventive care, this can exacerbate existing health inequalities, as digital exclusion often overlaps with other forms of social and economic disadvantage, for example accessing online consultations and booking, many GP have moved to “ digital first” models, using online forms (E-consult) and video consultations, people without reliabla internet access, a suitable device, or foundational digital skills ( around 10 million UK adults lacks these) are excluded from these primary access routes, often strggling to get through on busy phone lines as an alternative.
Job and Job Conditions
Health is also highly dependent on the status of employment and working conditions. Health insurance and safer working environment are some of the benefits that may be provided through secure and well-compensated jobs to improve the health outcomes. On the other hand, people who have low wage or unrewarding employment have greater stress levels, negative health, and fewer opportunities to employ healthcare benefits, all of which deteriorate the health outcomes (Bambra et al., 2010). Inefficient working environment including job insecurity or insecure working environment may cause both physical and mental problems including respiratory diseases and stress.
[bookmark: _Toc210700684]Housing
The other key determinant of health is housing conditions. Poor housing conditions can be linked to higher prevalence of respiratory illnesses, mental health and other chronic diseases, like overcrowded, dampened or unsafe living conditions. Poor quality of housing influences physical and psychological conditions of health, and the impossibility to find safe and stable housing conditions is the biggest disaster to low-income families (Bambra et al., 2010).
[bookmark: _Toc210700685]Cross-Social Determination
It should be mentioned that income, education and employment are highly interdependent in determining the outcomes of health. As an illustration, poorly paid workers can be expected to obtain limited education, can work in insecure and poorly paid jobs with low benefits of health activities, thereby worsening their health hazards. When it comes to health inequalities, it is necessary to consider that several disadvantages jointly contribute to the risks of being exposed to health disparities, including low income, low education level, and unstable employment. Finally, disparities regarding the access to high-quality care are a key factor contributing to health inequalities. The low-income communities that qualify as less privileged are usually unable to access and receive the essential healthcare services including the primary care, the preventative health care services, and the other special care treatments. The outcomes of such inaccessibility facilitate health disparity and promote ill health among stigmatised groups (Cookson et al., 2016).
[bookmark: _Toc210700686]Impact on Health
The role of such social and economic factors is crucial in the individuals’ level of health shaping, thereby, contributing to the health and wellness outcomes, as social determinants of health. This position is supported by scientists of the Marmot Review (2020), who state that the impact on the results of the health process can be provided by social and economic factors than any medical treatment. As an example, members of low-income families are often subjected to increased stress, exposed to low access to healthy diet and not prone to exercise (Laraia et al., 2017). All these are factors that lead to higher prevalence of chronic diseases like diabetes, hypertension and obesity. The review by Marmot reveals that the health inequalities in the UK have become deep-rooted wherein people in lower socio-economic groups have extremely poor health conditions compared to their economically more privileged immediate counterparts.
The Marmot Review also shows that health inequalities may be reduced through the amelioration of social status of the most deprived groups. Health inequalities can be reduced by enhancing social conditions, including enhancing quality of non-hand-me-down housing, non-hand-me-down access to nutritious food, reduced poverty-related stressors. This is supported by the research done, where the socio-economic status has a close association with life expectancy indicating that individuals within lower socio-economic groups are prone to preventable medical problems and have shorter life expectancy than those that are in higher socio-economic status (Langins and Llop-Girones, 2024). As an illustration, poor housing conditions have been linked to respiratory diseases like asthma, mental issues, and depression.
In order to give more tangible proof of such an allegation, it may be helpful to look comparatively between obesity rates among various income levels. Research has revealed that obesity affects people of lower income families more disproportionately, and the prevalence levels are very high among the poor than among their rich counterparts. The correlation between low-income level and obesity prevalence is usually explained by poor access to healthy foods and an increased level of stress, which is widespread in impoverished communities.
Although all the evidence about the impact of the social determinants on health is highly convincing, one should apply critical analysis to the literature. The results of some studies can overestimate the positive outcome of social intervention to decrease the health inequality because sometimes the enhancement of social factors does not directly result in the measurable health outcome. Moreover, a significant part of the studies focuses on general socio-economic groupings and possibly ignore the subtleties of interaction between race, gender, and other variables with income to increase disparities in health.
[bookmark: _Toc210700687]Income and Health
Studies have established that, people in the lowest income groups in UK are at increased risk of developing chronic illnesses, and they have difficulties in gaining access to healthcare. As another illustration, the Marmot Review concluded that people in the lowest income quintiles are disproportionately affected by such conditions as diabetes and heart disease and less likely to be able to access preventative health care.
[image: ]
Figure 1: Life Expectancy Vs Income Levels
Source: Reuell (2016)
[bookmark: _Toc210700688]Housing and Health
There is a set of health issues associated with poor living conditions. According to a study conducted by The Health Foundation (2019), the risk of being subjected to respiratory disorders including asthma and having mental complications like depression increased when the family lived in the overcrowded home located in the low-income neighbourhood.
[image: ]
Figure 2: Housing Quality and Occupant’s Health
Source: Palacios et al. (2021)
[bookmark: _Toc210700689]Education and Health
The more people are educated, the better their health. A few examples, such as one who attends secondary school and advances to some other tier of education, stands a better chance of enjoying longer lives, lessening chronic and adverse diseases, and healthier life styles.
[image: ]
Figure 3: Educational Attainment and Life Expectancy
Source: Hummer and Hernandez (2013)
[bookmark: _Toc210700690]Access to Healthcare and Health
The low-income families also have healthcare as a significant determinant of health. The people living in the poor neighbourhoods may be unable to access healthcare services because of long queues, poor service delivery as well as transportation to the care centres. These challenges can lead to the further escalation of unpreventable or incurable conditions in the past.
[image: ]
Figure 4: Access to Healthcare by Housing Security
Source: Martin et al. (2019)
The social factors of health are very significant in predetermining to find the health outcomes of the subjects, particularly of those belonging to low-income families. Such factors as income, education, housing, employment, access to healthcare must be addressed to address the problem of the UK healthcare disparity (Islam, 2019). By presenting social progress to disadvantage groups, this will assist in reducing these oppressive health effects on these groups, and creating an improved healthcare system.
[bookmark: _Toc210700691]Health Inequalities Among Low-Income Families 
[bookmark: _Toc210700692]Scope of the Problem
The health disparities within the low-income families in the UK are myriad and point towards effects of social, economic forces on health. The health, morbidity, and life expectancy of poor individuals are worse than that of the rich individuals. The correlation between the level of income and health outcome, as the Marmot Review (2020) puts it, is self-evident, and individuals with the lowest incomes are significantly more likely to contract certain chronic diseases, develop mental problems, or dying at an early age.
Indicatively, in UK, people living in poor neighbourhoods, live almost 10 years less than their counter parts in rich neighbourhoods. In addition to this shorter life, other categories of low-income earners are more susceptible to these and other such frequently preventable health complications as heart disease, diabetes and respiratory illness. It is not only a question of morbidity and mortality, and it demonstrated that disparity holds true even in the quality of life of low and high-income families (Swain et al., 2014). The shortage of the money raises the likelihood of the low-income families experiencing a chronic state of stress and it may also cause several health issues like cardiovascular ailments, and mental ailments.
[image: ]
Figure 5: Life Expectancy Disparities Across Low-Income Groups in the UK
Source: Mallorie (2024)
[bookmark: _Toc210700693]Case Studies
Children in Low-Income Families
The Joseph Rowntree Foundation (2020) conducted one study that pointed out that children living in poverty have higher chances of developing physical and mental health problems. As an example, the low-income families have their children at an increased risk of being obese, developing asthma, and suffering delays in their development. The differences occur as a result of overcrowded residential environment, lack of proper nutrition and poor healthcare accessibility. A Greater Manchester case study established that children born in the most deprived regions were twice more probable to record respiratory issues and even to be confined to hospital owing to diseases that can be avoided such as pneumonia.
Vulnerable Adults in Low-Income Households
There is also a great degree of health inequality among vulnerable adults especially those with chronic conditions. The Liverpool case study looked at the health impact of low-income elderly inhabitants. As it was stated in the study, older people, those with poorer housing conditions, were more prone to having hypertension, diabetes, and arthritis. Other correlated problems included a deficiency of sufficient health provisions and social isolation. The article highlighted how social influences such as income, degree of housing was contributing factors in the development of the ordeals (Alshakhs and Alanzi, 2018).
COVID-19 Impact
The COVID-19 epidemic vastly exacerbated the status of ill health of low-income households and underscored unbelievable differences in median care and outcome disparities across economically deprived communities. According to the Office for National Statistics (ONS, 2020), the population of the less-affluent households is more likely than the more-affluent households to be exposed to the COVID-19 disease and experience either the severe forms of the infection requiring hospitalisation and being killed. The existence of this inequality was encouraged by various factors such as overcrowding living standards, lack of proper accessibility and provision of health care and most of the lower income earners had some underlying medical conditions.
Moreover, poor families were adversely discriminated in financial pandemic expenses. Uncontrolled unemployment, economic instability, and substandard social welfare provision led to a surge in stress and mental health problems and disproportionately impacted the susceptible who were already economically strained. One of the examples cited by Wellings and Appleby (2021) shows that conditions such as anxiety, depression, and substance abuse escalated among the less privileged economically, during the pandemic. As a second example, the authors of the study printed in The BMJ have dubbed a sharp rise in mental health problems resulting in inhabitants of lower-income families due to the additional strain of the economic and social province of alienation (Wellings and Appleby, 2021).
The same instance applies to the pandemic since it illustrated systemic weakness within the systems in the society, the most tangible ones being the digital inequalities and unsafe labor. Lockdowns abruptly turned to online learning and work; the digital gap has introduced such a scenario when low-income earners lack an Internet connection and technological gadgets and made the issue of inequalities in terms of learning and working opportunities even stronger. Children who particularly have a lavish background were especially left behind due to the closure of schools and other public places. Lack of access to the internet-learning platforms led many to experience learning losses and heightened social isolation, which affected mental health further and their chances in the future (ONS, 2020).
In addition, the COVID-19 also contributed to the demonstration of how ethnic health differences are linked to low-income levels. COVID-19 infection and mortality particularly affected the minority ethnic groups (Black, Asian and Minority Ethnic) as well as disproportionately impacted ethnic minorities. Socio-economic disparities have inclined on increases of these disparities since they entail overcrowded dwelling, inadequately compensated and unstable employment, and pre-emptive healthcare. According to the study by BMJ (2020), representatives of ethnic minorities are more likely to work in a job that provides them with more exposure to the virus, as well as a multi-generational family, increasing the risk.
In such a manner, the pandemic revealed the larger issues of digital exclusion, precarious labour and inequity in resource distribution, all of which have health equity concerns in the long-term. It has also made clear that more rigorous social and health policy units have concluded to a greater consideration not only of the socio-economographic problems, but of ethnic disparities with intersection and influence of the most susceptible groups of persons on health outcomes within a greater scope.
[image: ]
Figure 6: COVID-19 Infections Across Socio-Economic Groups
Source: Belot and Lenhart (2021)
The issue of health disparities among low-income families is a significant topic of the UK community health. The social factors that contribute to these inequalities are access to health care, education, income and housing. Chronic health conditions increase the risks of infections; as lower-income individuals have a higher proportion of chronic health conditions, this is one of the reasons why COVID-19 is connected to low-income communities and localities in the UK. The emergence of a COVID-19 pandemic is nothing that could widen such disparities to the point that concentrated measures would be needed to correct the causes of health disparities.
[bookmark: _Toc210700694]Role of Health and Social Care Professionals in Addressing Inequalities 
Health and social care professionals, such as community nurses, health visitors, social workers, are very essential in providing solutions to health disparity among low income and marginalized groups, for example provides information about identifying people who smoke and offering brief advice, structure and process measures to ensure that people are asked if they smoke at every contact with a healthcare practitioner, and offered help if they do.The professionals can also assess families that have been through deprivation, and thus, they are at the forefront of defining the social determinants of health, including poor housing, unemployment, and inadequate access to education, leading to health disparities (Marmot, 2020). Their work involves direct care, representation of their clients and connecting people to vital sources (Kirkbride et al., 2024). As an illustration, social workers help families undergoing a crisis to get access to the housing, financial aid, and facilities of mental health care, as well as become acquainted with health services. Community nurses provide primary prevention, treat chronic cases and offer education on how to live healthy and in most instances visit homes to provide safety to the vulnerable individuals. Health visitors are concerned with early intervention, especially with children and their families, evaluating development and the need to live healthy lifestyles (Marmot, 2020).
Health education, social prescribing, and community outreach are some of the interventions that attempt to alleviate health disparity. Social prescribing involves referring patients to non-medical services which may include community groups and job programs and targets the social determinants that impact health. Neighborhood engagement increased knowledge and access to health care services, whereas health education gave people the strength to make well-informed decisions when it comes to nutrition, physical activity, and mental health (Marmot, 2020). Nevertheless, although these are crucial roles, healthcare providers are undergoing immense challenges, including financial, human, and availability of aid facilities to the community. Moreover, the failures to decrease the health inequalities rely on poor knowledge of the relationship between the social determinants and the health and infrastructural barriers such as inaccessible transport networks, and long queues (Checkland et al., 2025).
Importantly, these professionals although being the key actors cannot always be well equipped and funded to counter structural inequalities. These systemic issues warrant thorough training and materials in accordance with the Public Health Skills and Knowledge Framework (UKPHR, 2012). Further, multi-agency works which is needed to deliver integrated care is commonly inhibited by the divided services, communication and organizational silos, which restrain the intervention effect in minimizing health gap.
[bookmark: _Toc210700695]Policy and Institutional Responses 
[bookmark: _Toc210700696]National Policies
There are various critical policies that the government of the UK has enacted to tackle the inequality-related health disparities, and two of the policies are the Equality Act 2010 and the Marmot Review (2020). The 10 Year Health Plan for England seizes the opportunities provided by new technologies, medicines, and innovations to deliver better care for all patients – wherever they live and whatever they earn – and better value for taxpayers. The Equality Act 2010 is an historic bill that aims at reducing discrimination and promoting equality in different sectors such as health sector. The Act obligates that the work of the public services should take into consideration how their task could contribute to reducing disparity especially to the disadvantaged groups. The Marmot Review (2020) proposed a plan on how to decrease health disparities by targeting the social determinants of health. The Review commends action to intervene early to prevent the development of mental illnesses, ameliorating social and work conditions of people, and investing in community health promotions (UK Government, 2010).
[bookmark: _Toc210700697]Effectiveness
Such policies have been condemned because they do not reduce health inequalities. Although the Equality Act 2010 has helped eliminate some forms of discrimination, it has failed in people with regard to the causes of health disparities. Health inequities especially among low-income individuals continue to exist despite the protection by law that the Act offers. As listed by The Marmot Review (2020), there was improvement but also continued disparities in health outcomes in such areas as life expectancy, prevalence of chronic diseases, and opportunities to access healthcare. Data provided by the Health Foundation (2020) shows that, although the national policies such as the Marmot Review have had some positive impacts, the situation with disparities in health, especially in the most-poor regions of the UK, remains quite serious.
[bookmark: _Toc210700698]Research Gaps and Study Rationale 
[bookmark: _Toc203422453]Despite abundant literature on the social determinants of health and a broad sense of how poverty may influence health responses, the literature does not have much information on the role of front-line health and social care professionals in the implementation of health inequities. Considering the numerous research at macro-level policies and systemic barriers, there is significantly less empirical material on the day-to-day-interventions, which may be adopted by professionals such as social workers, community nurses and health visitors in curtailing health disparities among low-income families. The literature available is more inclined to deny the possibility of the approaches of these professionals to the social determinant’s infusion and the way their activity is going to assist in reversing the health disparities at the grass-root scale (Checkland et al., 2025). The research will equally prove highly beneficial in terms of effectiveness of these strategies by taking note of the intervention targets they undertake such as social prescribing practice, community outreach intervention, health education among others. Furthermore, the study will establish the problem of professionals and provide evidence-based guidance on how to influence policy and practice, ultimately about how healthcare is delivered and how health disparities can be addressed with more efficiency.


[bookmark: _Toc210700699]CHAPTER THREE: METHODOLOGY
[bookmark: _Toc210700700]Chapter Overview
The chapter describes the methodological framework that was used to examine how frontline health and social care providers can help reduce health inequalities in low-income families in the UK. An adequate and potentially demanding examination of available evidence was necessary, so a qualitative secondary research design utilising a systematic literature review was selected (Cooper et al., 2018). This method is suitable when studying in depth social determinants of health since one can integrate a variety of findings when assessing different settings. The systematic review of peer-reviewed studies by its methodology makes the study transparent, replicable, and meaningful; that is, it directly addresses the key objective of the study to fill policy and practice gaps.
[bookmark: _Toc209488406][bookmark: _Toc210700701]Search Strategy
The search plan was developed to provide a clear and thorough identification of relevant literature. To access numerous studies on health and social care research, three large databases were selected: PubMed, ProQuest, and the Google Scholar. Advanced search functions and Boolean operators (AND, OR, NOT) were used to search and limit the results. The relevant keywords and controlled vocabulary were manipulated suitably in databases to maximise best retrieval. Each step of the search was tracked and recorded, starting with the initial results and filters used, to be replicated and hold accountability. Iterative searching was to be used to increase reliability by ensuring that newly published studies were observed. This procedure is also supported by the study of Gusenbauer and Haddaway (2020). This methodological procedure enabled getting in the interest of the most pertinent peer-reviewed materials to establish a solid base of information to be extracted and further analysed according to the themes.
[image: ]
Figure 7: Use of Boolean Operators
[bookmark: _Toc209488407][bookmark: _Toc210700702]Inclusion and Exclusion Criteria
To remain focused and ensure the quality of evidence is of good quality, certain inclusion and exclusion criteria were employed. These were the criteria used to screen the studies identified in databases and the credibility they conveyed to the review question were extraordinary then relevant, recent, peer-reviewed and contextually appropriate literature adequately warranted inclusion in the review, which increased the overall credibility, openness and academic honesty of the study.
Table 1: Inclusion and Exclusion Criteria
	Inclusion Criteria
	Exclusion Criteria

	Peer-reviewed journal articles published between 2015–2025 to ensure regency and relevance
	Articles published before 2015, as they may not reflect current policies or post-pandemic contexts

	Studies written in English to ensure accuracy in interpretation and analysis
	Non-English language publications due to resource limitations for translation

	Research focused on the UK, with particular attention to health and social care professionals
	Global or comparative studies outside the UK context

	Articles addressing health inequalities and social determinants among low-income families
	Opinion pieces, editorials, and non-peer-reviewed sources lacking empirical evidence


[bookmark: _Toc209488408][bookmark: _Toc210700703]Identifying Keywords
In search strategy, keyword identification was an important process that ensured that the search strategy managed to identify literature that was of interest to the study (Bramer et al., 2018). The key words were formulated with regard to the research objectives and addressed three main points: health inequalities, health determinants and the role of frontline health and social care professionals. The scope was enlarged with the use of synonyms and related words such as, “disparities”, “equity”, “community nurses”, “social workers”, and “health visitors”. Precision was achieved through controlled vocabulary, such as Medical Subject Headings (MeSH) used in PubMed (DeMars and Perruso, 2022). A prime example of a MeSH term for health status disparities is “ health status disparities” often used with related terms like socioeconomic factors, poverty, social class or healthcare inequalities which index articles showing differences in health outcomes (like mortality, life expectancy, or disease burden) across different groups (race, income, location). These terms help researchers find studies on how social, economic and environmental disadvantages lead to unequal health experiences, such as higher rates of certain diseases or worse survival rates in marginal populations. This methodical choice of words guaranteed that the research was extensive and met the objectives of the study.
[bookmark: _Toc209488409][bookmark: _Toc210700704]Data Collection
Data collection was systematically taken because it was considered important to include credible and relevant study. First, PubMed, ProQuest, and Google Scholar recognised titles and abstracts were excluded or included based on the established inclusion and exclusion criteria. The articles which seemed applicable were then evaluated in terms of their full-text to confirm whether they were actually suitable or not. Each study underwent a critical appraisal to ensure methodological quality was achieved (Critical Appraisal Skills Programme) through the assessment of its clarity, validity, and relevance. The CASP tool is the most commonly used criteria-based tool for quality appraisal in health and social care-related qualitative evidence syntheses (Long et al., 2020). This review kept only the studies that had good design and reporting. At least 10 peer-reviewed journal articles were needed to obtain adequate depth of evidence and breadth of evidence. All conflicting issues about selection were discussed and resolved by repeated discussion and re-evaluation of the criteria. This comprehensive and open-ended process has effectively made the pool of data consistent and representative so that future thematic analysis would have a better ground.
[bookmark: _Toc209488410][bookmark: _Toc210700705]Data Analysis: Braun and Clarke Framework
The analysis of gathered data included in the systematic literature review was performed through the six stages of thematic analysis proposed by Braun and Clarke (2006, 2019) to discover the essential patterns of health inequalities and frontline health and social care interventions. The reflexive approach to thematic analysis by Braun and Clarke highlights the researcher’s active role in knowledge production (Byrne, 2022). The studies were initially read to get familiarised with the content and significant sections coded based on the objectives of the research. Potential themes were reviewed and refined in accordance to codes related to them. The themes like the "Professional Interventions" or the "Socioeconomic Barriers" were well-defined and understood making it clear how healthcare and social care practitioners can sustain low-income families and ensure health equity in the UK.
[image: ]
Figure 8: Braun and Clarke Six-Step Thematic Analysis Framework
Source: McInerney et al. (2022)

Themes such as professional interventions, socioeconomic barriers were well-defined and related in a continuous way meaning that frontline health and social care professional can be coherently interpreted to assist the low-income families in the state and enhancing health equity.
The element of reflexivity was upheld during the analysis coping with the interpreting the codes and developing themes in the process of coding and theme development. Such systematic analytical procedure provided a clear cut and strict basis of reporting the findings in the subsequent chapter.
[bookmark: _Toc209488411][bookmark: _Toc210700706]Ethical Considerations
This research made use of secondary data only reducing possible risks of engaging in direct working with human subjects, but correspondingly still necessitating an implementation of ethical-research principles. All the reviewed articles were obtained in reliable databases and were critically appraised to make sure that they were credible and accurate. The process of the research was in line with the guidelines of the University of Wales Trinity Saint David (UWTSD), who assert that all scholarly work must operate under the principles of beneficence, justice, autonomy, and transparency. Beneficence was supported through the fact that the results of the study add value to the health equity debate and justice was met by prioritising disadvantaged population literature and only English publications.
The high level of autonomy and transparency was ensured through precise reporting strategies and consideration of constraints. The main ethical disadvantage of secondary research is that it depends on the quality of the authors of primary sources but using peer-reviewed sources reduced this risk (Tamuhla et al., 2023). The study upheld the high standards of honesty, integrity and respect thereby ensuring that it met the expectations of professional standards of ethical scholarship.





[bookmark: _Toc209488412][bookmark: _Toc210700707]Conclusion
Overall, this chapter identified the methodology used to systematically explore how low-income families in the UK can be supported using health and social care professionals. The qualitative secondary research design was chosen and the systematic literature review and thematic analysis were utilised based on a framework by Braun and Clarke. Search strategy, inclusion and exclusion criteria as well as appraisal methods were consistent and credible and morality was maintained throughout. This conceptual framework provides clear grounding of the research study, and the following results section has been used to portray themes and patterns of how professionals navigate social factors and help to positively impact health equity through sustainable and long-term solutions.

[bookmark: _Toc210700708]CHAPTER FOUR: RESULTS AND DISCUSSION
[bookmark: _Toc210700709][bookmark: _Hlk211254468]Chapter Overview
The chapter presents the results of the research and puts them in conversation with the broader body of knowledge. The general objective of this study was to investigate the way health and social care practitioners, in collaboration with communities, perceive and act upon health inequalities associated with social determinants of health. These aims were to determine the common trends among the selected studies, to discuss the challenges people have to undergo to seek health care, and to describe the strategies that have been proposed to minimise inequalities. The research question that informed this work related to how health inequalities are conceptualised on the ground and what strategies seem to be the most effective in addressing them to “How do frontline health and social care professional contribute to reducing health inequalities among low-income families in the UK”? 
In order to achieve these aims, the present study employed the thematic analysis methodology by Braun and Clarke. This approach was selected as it offers an explicit means of establishing themes and extracting meaning across a group of studies, but it remains open to interpretation. Instead of merely summarising what each article is about, thematic analysis serves to make sense of recurring issues, areas of agreement, and points of difference. It is this is particularly useful when dealing with complex, multi-layered issues like health inequalities where there is a convergence of social, economic, and political factors. Overall, this chapter brings an answer to the research question through the demonstration of four themes, theme one: influence of social determinants on professional practice, theme two: barriers faced by health and social care professionals that coalesce to portray the perception and handling of health inequalities in the health and social care context, theme three: strategies and interventions by professionals and theme four: role of policy and institutional frameworks.
[bookmark: _Toc210700710]Overview of Selected Studies
Studies used in this review were selected according to the inclusion and exclusion criteria highlighted in the methodology chapter. These were to identify peer-reviewed articles that explicitly examined health disparities, especially related to the social determinants of income, education, employment, and health care access. According to inclusion and exclusion criteria, only English published studies within the past 10 years and studies devoted to health and social care systems in the UK were included. Qualitative and quantitative studies were included only when they offered some understanding of the professional or community opinions on inequality. Opinions and studies that do not have a clear relationship to healthcare practice were eliminated.
The search created by the database initially returned a very large number of article pools. Following the removal of duplicates and a subsequent screening of the titles and abstracts, numerous papers were eliminated because they fell outside the boundaries of the research. Additional full text screening was done to determine relevance. In the end of this procedure, ten works were chosen to examine them, as they provided useful information on the impact of policy and public opinion, reinforcing the thematic depth of the analysis.
To explain this process further the PRISMA flow diagram has been incorporated. The diagram below follows the path of the number of records initially found in the database search, through the stages of screening and eligibility checks, to the eventual sample of ten papers. PRISMA does contribute to the transparency and indicates the reader that the study was conducted systematically and rigorously in order to ultimately reveal the final articles (Page et al., 2021). Focusing on English language UK literature may exclude migrant and non-English speaking community experiences.



Figure 9: Process of Selection of Studies Using PRISMA Framework (2020)
Records identified through database searching - PubMed, Google Scholar, Web of Science, ProQuest, Science Direct 
(n = 450)
Additional records identified through other sources
(n = 3)
Total records identified
(n = 453)
Records after duplicates removed 
(n = 180)
Excluded records as per the selection criteria
(n = 120)
Records screened 
(n = 180)
Full-text articles assessed for eligibility
(n = 60)

(n = 180)
Full-text articles excluded due to lack of relevancy with methodology or did not match specific aspects
(n = 50)
Total no. of Studies included in qualitative analysis
(n = 10)

[bookmark: _Toc210700711]Summary of Selected Studies
The following table summarises the key features of ten articles used in the review. It states the author and year of study, country of study, the intention, methodology used, sample size, and main findings.
Table 2: Summary of Selected Studies
	Author and Year
	Country
	Aim
	Methodology
	Sample
	Key Findings

	Bidmead et al. (2024)
	UK
	To identify barriers to healthcare for low-income families with children
	Qualitative, interviews and focus groups
	24 parents, 8 VCSE staff
	Barriers included hidden costs, difficulties securing appointments, and strained provider relationships

	Cookson et al. (2016)
	England
	To review socio-economic inequalities in healthcare
	Review/analysis
	Population-level data
	Substantial pro-rich inequalities in preventive care and outcomes, despite higher service use among poorer groups

	Jessiman et al. (2021)
	England, UK
	To develop a systems map identifying the determinants of child health inequalities at the local level in England for children and young people aged 0–25
	Qualitative systems approach using group concept mapping workshops, qualitative interviews, and expert validation surveys 
	Professionals (N=35), Children and young people (N=33), Carers (N=5), Additional professional interviews (N=16), Expert stakeholders (N=9; N=35), and Online survey experts (N=21; N=8)
	The study developed a comprehensive systems map of over 150 interrelated factors influencing child health inequalities across six domains: physical environment, governance, economic, social, service, and personal. It demonstrated how systems thinking and group concept mapping can help identify complex, interlinked determinants and guide local policy interventions to reduce inequalities.

	Mishra et al. (2021)
	UK (COVID-19 context)
	To assess health inequalities during the pandemic
	Review
	Literature synthesis
	Disadvantaged groups suffered disproportionately, especially minority ethnic and low-income populations

	Spencer et al. (2019)
	UK
	To highlight inequities in child health and development
	Review and advocacy paper
	Evidence-based study
	Inequities affect child health worldwide; calls for government and professional action

	McHugh et al. (2024)
	UK (London)
	To compare professional and community perspectives on health inequalities
	Q-methodology
	20 professionals, 20 community members
	Causes identified as poverty, systemic inequality, and chronic stress; solutions focused on meeting basic needs and empowerment

	Fergie et al. (2023)
	UK (Glasgow and Leeds)
	To explore young people’s perspectives on health inequalities
	Workshops and creative methods
	39 young people
	Young people emphasised poverty reduction, inclusivity, and sustainable governance

	Smith and Stewart (2024)
	UK
(Scotland)
	To examine lay perspectives on health inequalities
	Systematic review of 48 studies
	Disadvantaged communities in Scotland
	Communities linked health inequalities to poverty, poor housing, disadvantageous policies, and structural violence

	Heaslip et al. (2022)
	UK
	To explore concepts of health inequality and inequity
	Review/discussion paper
	Nursing practice context
	Highlighted role of nurses in tackling inequities and supporting excluded groups

	Olivera et al. (2022)
	England
	To analyse local healthcare plans addressing inequalities
	Document analysis
	13 local NHS plans
	Found vague and inconsistent conceptualisations of inequalities, with limited commitment to action



[bookmark: _Toc210700712]Narrative Synthesis
The geographical spread of the ten studies is broad, but most are anchored in the UK setting, as health inequalities relates to NHS and social care policy. A total of four papers were carried out in England in particular. In regard to the date of publication of the studies, the majority of them are not more than five years old, and it is the evidence that health inequalities have been under high-level concern during the last few years, particularly after the COVID-19 pandemic. Older literature such as Cookson et al. (2016) would be ideal background research as it discussed the policy context and structural injustices. Bidmead et al. (2024), McHugh et al. (2024), and Smith and Stewart (2024) provide the latest evidence of barriers, lived experience, and voice of communities.
[bookmark: _Toc210700713]Among The research designs presented, the most common ones are qualitative, quantitative and mixed methods studies and document analyses. Each of them plays a role in a different way: Qualitative studies reveral lived experiences and system level barriers from the viewpoints of both service users and practitioners, while policy review or advocacy papers identify the structural gaps in the NHS and social care system. The methods diversity reinforces the thematic analysis since it enables triangulation combining the numerical patterns of inequality, policy level analysis, and the rich narrative accounts of everyday experience. Nonetheless, the difference in methods, contexts, and analytical foci makes it difficult to compare the results directly, which has to be taken into account when discussing the findings.
The Thematic Analysis Findings
[bookmark: _Toc210700714]Thematic analysis followed the six steps of the proposed methodology by Brown and Clarke (2006) proposed, getting acquainted with the data , making the firs codes, searching themes, reviewing themes, defining and naming themes , and producing the report. Four important themes have emerged after the systematic coding of the selected ten studies, and they cover not just the everyday experiences of health inequalities but also the responses from professionals and policymakers. The richness and trustworthiness of the findings were guaranteed through the process of constant comparison across different sources, namely, practitioner accounts, policy documents, and community viewpoints, which useful to avoid over-representation of any one particular stakeholder group. The four themes are interlinked, they together reveal that social determinants are at the root of inequalities, that professionals find ways around the practice obstacles, that interventions are context-dependent, and that the policy frameworks are the ones that ultimately allow or prevent fair care.
Theme 1: Influence of Social Determinants on Professional Practice
The analysis brought to light one of the main themes that was found to be influential within the analysis was the manner in which the social determinants of health have an enormously impactful effect on professional practice and patient experience. The studies indicated that  Clinical care in the reviews was shown not to affect health outcome but, instead, closely correlate to total social and economic context, like accommodation, education, income and employment and observation that is very much in line with the argument of the Marmot Review that health is a social matter in its very essence (Marmot, 2020). Housing insecurity was of particular concern in impoverished neighbourhoods since Smith and Stewart (2024) demonstrated how bad housing and unsympathetic owners resulted in long-term health complications and even a perception of structural victimisation. 
Of similar significance, Spencer et al. (2019) confirmed that children who experienced unsafely housing or bad standards in childhood were exposed to impact their development across life course, therefore, professionals mainly had to work around issues beyond their level of practice. Education was also emphasized as a strong determinant, especially where low levels of education lowered health literacy. Mishra et al. (2021) believe that, even with the policy driven by healthcare only, the strong investment in education was needed, whereas Cookson et al. (2016) demonstrated poor communication with the provider and low satisfaction levels among patients with less education level. Income inequality was the most consistent predictor across the studies. The findings of the studies confirmed the hypothesis that poorer patients were having issues with obtaining care, poor provider-patient relationships, and lower levels of satisfaction, and established that economic disadvantage exacerbated mental illness issues and placed families at risk for indirect costs of nominally free care like transportation and opportunity cost. One example of a hidden cost of care is the loss of income or career opportunities for families’ members who become informal caregivers. This can include reducing work hours, passing up promotions, poor leaving employment entirely to provide unpaid care. Others common examples is cost of transportation for frequent trips to medical appointments, which involve fuel, vehicle maintenance, and potentially high hospital parking fees.


It was also attractive to notice that work status and conditions of work entered the picture here when McHugh et al. (2024) found that precarious work was more likely to be linked with chronic illness and chronic stress, and Mishra et al. (2021) found that precarious or low-paying work was likely to put people at risk of COVID-19 infection and death. The general results of these demonstrate that the staff are often compelled to deal with the impact of the social underprivileged as well as their role as the carers for the healthcare. These articles suggest that the realities of housing, education, income and employment routinely impact on patient need and place additional demands on health and social care services, a reality revealing the unambiguous interdependence of social context and medical practice.
Table 3: Theme 1 - Influence of Social Determinants on Professional Practice
	Subtheme
	Supporting Studies
	Key Insights

	Housing Insecurity
	Smith and Stewart (2024); Spencer et al. (2019)
	Poor housing worsens health outcomes; children face long-term disadvantages; professionals encounter structural barriers outside clinical practice.

	Education
	Cookson et al. (2016)
	Educational disadvantage limits health literacy and patient engagement; professionals must adjust communication.

	Income
	Bidmead et al. (2024)
	Lower income consistently linked to poorer experiences, mental health risks, hidden costs in accessing care.

	Employment
	McHugh et al. (2024); Mishra et al. (2021)
	Precarious jobs and chronic stress fuel inequalities; COVID-19 worsened risks for low-paid workers.


[bookmark: _Toc210700715]Theme 2: Barriers Faced by Health and Social Care Professionals
The constraints in interventions of the health and social care professionals aimed at reducing health inequalities were also observed to exist in the analysis. These were conditioned by both the patients' status and by the systems within which the professionals work and the systems serve as the constraining factors to the disadvantage. There was always apprehension of structural and systematic issues. Bidmead et al. (2024) further contributed that poor groups in north England experienced low-grade hidden costs and booking issues, placing additional burdens on the professionals who were unable to undo these system failures. These obstacles reveal the reification of inequality even through the organisation of medical systems.
Limitation of resources also prevailed. Cookson et al. (2016) found that even the worse-off population tended to receive more healthcare because they were more prone to illness, but preventive and high-quality services were still skewed towards the richer population segments. Mishra et al. also found that in the context of COVID-19, limited protective equipment and caseload burdens exacerbated pre-existing pressure, resulting in difficulties in providing equitable care by professionals (2021).
These problems were compounded by policy gaps. Olivera et al. (2022) observed that the local NHS plans were addressing health inequalities in abstract terms and provided limited actionable advice, whereas McHugh et al. (2024) identified differences the professional views and the community experiences were disparate.  Promising strategies are described in some studies, among them social prescribing, community outreach, and collaborative engagement. Framed within already established methods like Asset Based Community Development (ABCD) or strengths- based practice, these interventions provide insight into how practitioners strategically prefer to use community asset rather than mere deficit compensation. Their impact in the long run, however, will be dependent on structural support rather than individual goodwill. Most of these interventions continue to be locally determined and to rely on short term funding, voluntary efforts, or the availability of staff, which restricts theirs ability to scale up and hence diminishes their potential to eliminate inequalities in a sustainable manner.
In general, the proof of the matter is that even the most diligent and talent workers are still subjected to the difficult of the structure, shortage of resources, and unclear policies situations that prevent them being able to provide the required help to the underprivileged communities whence the practitioners are fully aware and committed.
Table 4: Barriers Faced by Health and Social Care Professionals
	Subtheme
	Supporting Studies
	Key Insights

	Structural/Systemic Barriers
	Bidmead et al. (2024) 
	Hidden costs, rural access problems, systemic disadvantages limit professional action.

	Limited Resources
	Cookson et al. (2016); Mishra et al. (2021)
	Preventive care skewed to affluent groups; COVID-19 worsened shortages and strain.

	Policy Gaps
	Olivera et al. (2022); McHugh et al. (2024)
	NHS plans vague; disconnect between professional and community perspectives.



[bookmark: _Toc210700716]Theme 3: Strategies and Interventions by Professionals
The third theme highlights different strategies and interventions by health and social care providers to decrease the disparity in health, with the aim of addressing marginalised populations in practise contrary to the structural and systemic influences. The use of social prescribing is one such strategy in which patients are connected to non-clinical services and community resources to overcome the social determinants of health. The study show that related to low income, inadequate housing, and social isolation, linking family to housing services, financial counselling, and neighbourhood mental health, easing stress factor contributes to the physical and mental health of their findings when compared to controls (Spencer et al., 2019; McHugh et al., 2024). 
However, social prescribing is in coherence with Asset-Based Community Development (ABCD) and strengths-based practice where professionals' work focuses on community resources and individual capacities rather than deficits this is what helps to place the strategy as theoretically grounded rather than merely an innovative idea.
 Outreach was also an important practitioner strategy. By means of home visits, local workshops and health fairs, professionals and organizations actively engage with communities and it specifically follows up socioeconomically disadvantaged or rural groups. Bidmead et al. (2024) and Fergie et al. (2023) claim that outreach improves service reach, trust is created, relationships are reinforced and interventions can be adjusted according to local needs. Viewing this through community-engagement models like ABCD emphasizes that outreach is not simply an operational activity but rather a structured, participatory method where communities are viewed as partners in the fight against inequities.
Health education significantly supports these activities through raising population health literacy and allowing individuals to take active roles in health management. Nevertheless, a careful analysis of the data reveals different levels of sustainability: for instance, social prescribing can become a regular practice if integrated into the service pathways, whereas other interventions especially those that require considerable staff time are often dependent on the commitment of individual staff members whose efforts surpass the norm, thus posing the question of long-term viability. In addition, the majority of such interventions are still mainly locally oriented, dependent on short-term funding and staff availability, thus limiting the potential for scaling up and reinforcing the discrepancy in support distribution across different areas. This indicates that professional approaches provide significant advantages but their effect is still limited by the wider structural conditions.

Table 5: Strategies and Interventions by Professionals
	Subtheme
	Supporting Studies
	Key Insights

	Social Prescribing
	Spencer et al. (2019); McHugh et al. (2024)
	Links patients to community resources, improving physical and mental health.

	Community Outreach
	Bidmead et al. (2024); Fergie et al. (2023)
	Builds trust, strengthens access, and tailors services to community needs.

	Health Education
	Mishra et al. (2021)
	Enhances health literacy, self-management, and preventive care uptake.


[bookmark: _Toc210700717]Theme 4: Role of Policy and Institutional Frameworks
The fourth theme is about policy and institutional environment shaping health inequality and the intervention that health and social care professionals can make within the context (Marmot, 2020). Policies indeed have a potential to play a big role in shaping the allocation of resources, services provision and allocation to the disadvantaged. Olivera et al. (2022) also found English local NHS plans were more likely to describe health inequalities in general and broad terms and to offer little meaningful practical advice to practitioners. That vagueness restricts the potential for professionals to respond to institutionalisation differences and is the policy text-practice gap.
According to the study of Cookson et al. (2016), even with increased healthcare utilisation rates in poorer communities, preventive and high quality services were directed towards more financially strong groups, which is indicative of structural uncertainties in the system Equality Act 2010 and the Marmot Review (2020).
 Moreover Mishra et al. (2021) demonstrated that low-income and vulnerable populations faced additional disproportionate impacts due to institutional failures in the COVID-19 pandemic, including lack of personal protection supplies and crippled services. These results suggest that policies cannot work without proper resources, working instructions, and control tools.
The discordance among the main priorities of health professionals and the expectations of the community increases the difficulties already encountered. McHugh and colleagues (2024) pointed out that while the professionals emphasize on service delivery, the communities regard the health disparities as a result of the social issues such as poverty, housing, and employment. Laws and regulations that do not consider these issues or that do not involve the community voice can unintentionally maintain the imbalances. Policies that explicitly incorporate social determinants and foster cross-sector collaborations are more likely to lead to significant decreases in health disparities, as shown by Jessiman et al. (2021) who identified more than 150 interlinked factors affecting children's healthcare outcomes.
Then applying that framework makes it clear that institutional and governance factors contoured at the level of the frontline actors and the community contexts whether or not the policies are going to be translated into meaningful practice. In other words, the inequality is rhetorically acknowledged but not operationally activated.
Policy-making must, therefore, be a process where policies are first designed in such a way that they are actionable, contextually sensitive, and adequately resourced through the granting of funding for them. If such actions are not taken, then the interventions of professionals (Theme 2) will have to rely on improvisation of local solutions (Theme 3) thus leaving the phenomenon of health inequalities persistent even when the so-called local and national initiatives have been launched.

Table 6: Role of Policy and Institutional Frameworks
	Subtheme
	Supporting Studies
	Key Insights

	Policy Clarity
	Olivera et al. (2022); Heaslip et al. (2022)
	Vague plans limit professional action; clear policies needed for targeted interventions.

	Institutional Resources
	Cookson et al. (2016); Mishra et al. (2021)
	Adequate staffing, equipment, and infrastructure are necessary to reduce disparities.

	Alignment with Social Determinants
	McHugh et al. (2024)
	Policies must incorporate poverty, housing, and employment factors to be effective.

	System-Level Approaches and Governance
	Jessiman et al. (2021)
	The study developed a comprehensive systems map of over 150 interrelated factors influencing child health inequalities.



[bookmark: _Toc210700718]Discussion
[bookmark: _Toc210700719]Principal Findings
The study found that health visitors and social workers and community nurses are front-line health and social care professionals who have an ability to alleviate health inequalities for low-income families in the UK. The main findings indicate that such professionals are at the forefront in addressing social determinants of health (poor housing, low income, limited education, and poor access to healthcare) with a combination of specific interventions, such as health education, outreach to communities, and social prescribing. It also said that interventions are constrained by structural factors that comprise irregular resources, structural fractures, and underserved services. One must show a need to state that the pandemic of the COVID-19 virus increased the already disproportionate allocation to such an extent that the necessity of professional mobilisation, particularly in the above-named regions, became most essential in an effort to control the threats of population density living, access to the virtual space, and the spread of chronic diseases.
The study is an inductive analysis since it links macro-level policy structures (the Marmot Review, 2020; the Equality Act, 2010) to micro-professional practice and explores empirically the effect of routine practice on health equity. The research is valuable because it captures the achievements and difficulties practitioners have encountered, enriching the knowledge base of how frontline professionals reduce disparities to support vulnerable families better.
[bookmark: _Toc210700720]Comparison with Existing Literature
The results are mostly in line with other published viewpoints on the role played by social determinants in health. According to the literature review, low-income households have a higher rate of chronic illness, mental health problem, and reduced life expectancy because of other factors such as housing, education, and unstable employment (Marmot, 2020; Swain et al., 2014; Bambra et al., 2010). The paper supports earlier research by Checkland et al. (2025) and Greenhalgh et al. (2016) confirming that professional interventions, including home visits, health education, and social prescribing, effectively address such determinants.
Also, the study advances the current body of knowledge by highlighting the compounding impact of the COVID-19 pandemic, especially on populations with low income and ethnically diverse backgrounds, which is consistent with the findings offered by Belot and Lenhart (2021) regarding the increased vulnerability due to overcrowding and lack of access to computers and related technologies. Although legislations including the Equality Act 2010 and Marmot Review are designed to combat disparities, the results indicate minimal practical influence of these legislations in the absence of supportive initiatives on the front line, which are common within the literature on policy-practice gaps (Health Foundation, 2020). There are contradictions in the scope of reported effectiveness; one study proposed that social prescribing and community interactions always resulted in positive effects, but the present study showed the uncertainty based on the availability of resources and systematic support. On the whole, the study adds to the literature on stressing the critical importance of social determinate in health outcomes formation and offers detailed understanding of professional interventions that reduce disparities even in low-income UK families.
[bookmark: _Toc210700721]Strengths and Weaknesses of Included Studies and Current Study
The strengths of the studies reviewed are the rigour of data collection, explicit attention to social determinants, and context-accessible analysis in the UK, which contributes to their credibility. Research on health disparities and professional role including Marmot (2020) and Check land (2025) and individual case studies including hands-on data on interventions presented a complete PFI evaluation of the intervention. Some disadvantages were, however, observed such as excessive reliance on the cross-sectional data, poor longitudinal analysis, lack of sufficient representativeness of ethnic minorities and the rural population reducing the generalizability. It is also possible that in some studies, there was a forgetting of all the social determinants on each other, therefore this can underestimate the overall health outcome on cumulative effects, failure to account for cumulative and intersecting disadvantages.
Concerning the present research, its advantages are in systematic approach as the literature review, openness of the inclusion and exclusion criteria, and application of the thematic analysis framework suggested by Braun and Clarke which delivered systematised discerning of the themes and patterns. It is vulnerable to limitations such as utilising a smaller sample of studies that are specific to the UK, non-English research, and lack of primary data which could limit its generalizability. Moreover, the included studies frequently concentrated on high-need or previously engaged communities, hence the most excluded voices for instance, undocumented migrants or seniors without digital access may still not be heard. Reflexivity must also be considered: the interpretation of themes is a reflection of the secondary data synthesis and it may be affected by the researcher’s viewpoint.  Nevertheless, the study presents a logical synthesis of evidence between frontline professional interventions and health equity outcomes, which is a significant gap in understanding empirical results related to micro-level practices within established policy frameworks.
[bookmark: _Toc210700722]Implications for Practice and Policy
The findings highlight the vital requirement of a better support system for health and social care workers at the frontline. It should be a priority to support the workforce through training on social factors affecting health and the ethical and emotional aspects of the job management so that the staff can work efficiently without putting too much strain on their roles. Besides, resourcing for community engagement and interventions like social prescribing, home visits, and digital inclusion projects is also very important in order to help overcome structural inequalities and make sure that the most disadvantaged families receive the benefits from the interventions.
The above-mentioned practical measures must be coherent with the existing policy frames. To illustrate, the principles of proportionate universalism, which are supported by the Marmot Review (2020), point to the provision of universal services with varying intensities according to the necessity, thus helping to decide which areas in low-income communities should receive the interventions first. Likewise, Integrated Care Systems (ICS) are providing a governance structure for different agencies to work together which in turn will lead to more coordinated health services, social care, and community services. Frontline professionals can influence Integrated Care Systems (ICS) agendas by providing experience based insights into service delivery challenges, which leadership can use to co-create solutions and inform strategic planning. Their direct experience is crucial for designing person-centred and effective service. 

[bookmark: _Toc210700723]Future Research Directions
Future research must investigate the longitudinal effects of frontline interventions on health equity, to allow changes to be captured across time, and assessment of whether long-term effects are sustainable. Comparison of cross-cultural and regional variations in the UK in professional practise and health outcomes might be insightful. Studies concentrating on online health interventions and reducing digital gaps would address emerging challenges that have been identified during the COVID-19 outbreak. Moreover, research that uses secondary information about specific peoples and cultures such as ethnic minorities and the rural population would deepen the insights into context-specific barriers. These investigations would also help enrich-evidence-based approaches, service, and professional area training to enhance the provision of equitable health services. Research should also assess whether system level policy changes (e.g. integrated commissioning, cross-sector housing health partnerships) actually reduce inequalities digitally excluded older adults; families witch no recourse to public funds.
[bookmark: _Toc210700724]Chapter Summary
This chapter introduced the results of ten study reviews and debated their relevance to health and social care practise in the UK. The four fundamental themes recognised in the analysis included the impact of social determinants on practise, the difficulties practitioners’ experience, actions and interventions in use, and the role of policy frameworks. Results indicated engaged professionals reduce the impact of inequalities with an active mitigation approach that includes outreach and engagement, health education and social prescribing, but constrained by limited resources and imprecise policies. The centrality of social determinants was compared with the literature and revealed missing policy-practice gaps. Overall, the findings point to a structural mismatch between the scale of social need and the resources made available to address it, which has direct implications for policy, commissioning and workforce wellbeing.


[bookmark: _Toc210700725]CHAPTER FIVE: CONCLUSIONS AND RECOMMENDATIONS
[bookmark: _Toc210700726]Summary
This work has demonstrated that frontline health and social care workers have a critical role in meeting human formations that make health inequalities in the UK. Focusing on the experiences of practitioners in addressing the challenges of poverty, housing insecurity, food access and digital exclusion, the research notes that professional action at the community level can be quantified in terms of decreasing disparities. Nevertheless, the results also show that this influence is limited by broader systemic/policy constraints, in the first place, the lack of resources, the disjointing service delivery, and the burden of increasing demand. Workforce shortages for example, the UK`s National Health Service(NHS) and social care sectors experience persistent staff shortages, with ten of thousands of vacant post for nurses, doctors, and care workers. This can lead to increased workloads and burnout for existing staff, longer patient waiting times, and a reliance on expensive agency staff to fill gaps in the short term. The COVID-19 pandemic increased these vulnerabilities further and compounded the necessity and the difficulties in providing care equitably. Combined with findings reported in other studies, this study highlights that to achieve better health equity, two strategies are required: empowerment of frontline personnel with tools and support, and alignment of national policy, commissioning and inter-agency coordination to maintain change over the long run.
[bookmark: _Toc210700727][bookmark: _Hlk211254724]Synthesis of Principal Findings
The main objective of the study was to investigate the role of frontline health and social care professionals in addressing the level of health inequalities among low-income families in the UK. The reviewed evidence confirms that the health professional is not the only one who undertakes much more than the professionally accepted clinical roles by cutting across to the broader social determinants of health i.e. health visitors, community nurses, social workers and general practitioners. What they did was to offer health education, to access welfare advice, to coordinate welfare with housing and food services and to utilise social prescribing programs to refer families to community resources. These measures proved useful in trust establishment and better access to care, but the scope was narrowed by the unalterable barriers of resource and staff burdens, as well as local variations in commissioning plans (Olivera et al., 2022). 
The issues posed by contextual difficulties means for example is a low-income family sharing one old laptop, preventing homework and skill development, while housing providers communicate crucial support (vouchers, funds) primarily online, excluding those without access, notes studies by Resolve Poverty, Financial disadvantage ( poverty premium) without online access, people struggle to find cheaper deals, paying more for essentials and missing out on financial benefits, as highlighted by citizens advice, also had a substantial effect as noted in the review. 
The COVID-19 virus increased the inequality existing before the pandemic, where underprivileged families were facing more disruption of service access and increased stress and insecurity (Mishra et al., 2021). Simultaneously, the pandemic has shown the strength and flexibility of frontline employees, who quickly modified services to sustain the necessary communication with vulnerable families. In general, the results affirm that inequality can be alleviated through practitioner-led interventions, but structural reform is only supported long-term by system-outcomes. Durable progress depends on system-level reforms and outcome focused policy change.
[bookmark: _Toc210700728]Recommendations for Practice
This research suggests that frontline services must be complemented with better structure, resources, and partnership advances to lessen health inequality and do so efficiently. At the community level, Integrated Care Boards (ICBs) and NHS England should review community resources to fund primary care networks and GP practises to carry out proactive outreach, such as home visit and follow-ups with low-income families (Bidmead et al., 2024). The services of health visiting and community nurses should also be developed with secure time and funding to determine social needs especially in families that have young kids (McHugh et al., 2024).
Social prescribing, that already provides concrete route to engaging individuals with community and voluntary resources, should be fixed and instituted more frequently into practises and link workers be granted long-term contracts and paid posts. Local authorities should formalise partnerships with voluntary, community and social enterprise (VCSE) organisations (e.g. Citizens Advice, food banks, housing support charities, etc.) so that families get coordinated and timely support. Accurate documentation of social determinants in patient records would also enable practitioners to identify endangered households and provide relevant support (Olivera et al., 2022). Frontline services can transition to more proactive strategies that directly address causes of inequality by resourcing and integrating activities that are reactive to the problem instead of more proactive and sustainable.
[bookmark: _Toc210700729]Policy Recommendations
At the national responsibility, effective leadership and better accountability are required to convert promises to certain remedies to inequality. This requires the Department of Health and Social Care (DHSC) and NHS England to entrench explicit health equity goals into commissioning designs of the Integrated Care Boards (ICBs), and evaluate resulting progress in outcome indicators to measure socioeconomic disparities (Cookson et al., 2016). These should be linked to funding provisions to ensure that ICBs are motivated to make tangible difference in marginalised communities.
Office for Health Improvement and Disparities (OHID) must liaise with local councils to involve housing and welfare and employment assistance into the planning of the wider social determinants of health understanding that health outcomes cannot be disaggregated (Smith and Stewart, 2024). Local health inequality strategies should actively incorporate agencies whose effort will deliver stable support to the benefits and housing intervention (Department for Work and Pensions effective halls, 2019).
Services must be required to demonstrate how equity is considered in service redesign and service evaluation, and go beyond the aspirational statements of equity to enforcing standards offered by regulatory bodies, such as NICE and the Care Quality Commission (CQC) (Olivera et al., 2022). The absence of such a system coordinate, frontline professionals will be confined in the capacity of addressing the root cause of health inequalities.
[bookmark: _Toc210700730]Education, Implementation and Monitoring
Workforce education and systematic monitoring are needed to improve the reduction of inequalities. Training on social determinants of health, trauma-informed care, and community partnership should be implemented in pre-registration programmes and continuing professional development by Health Education England (HEE), Skills for Care and by the Royal Colleges. Past studies evidence that frontline professionals require more effective tools and capacities to trace and act on social barriers, which are concealed, specifically, those associated with poverty and marginalization (Heaslip et al., 2022). Pilot projects on social prescribing with housing advocacy and digital inclusion support must also be commissioned by Integrated Care Boards in high-need localities with strong evaluation.
Moreover, NHS Digital and local councils must enhance the data implantation by adding socioeconomic indicators like income, housing and digital access in patient records. It would enable services to establish key performance indicators (KPIs) which can be quantified and measured with time-lapse equity-related outcomes (Olivera et al., 2022). The multi-agency paths must be institutionalised to allow the health, social care, and voluntary organisations to coordinate their services in a manner that minimises duplication and enhancing access to the needy families (Bidmead et al., 2024). The supports integrated care and reduces fragmentation is seamless information sharing via unified digital records, multidisciplinary teams and collaborative care models, person-centred care planning, continuity of care, proactive prevention and early intervention, shared accountability and aligned incentives.
[bookmark: _Toc210700731]Future Research Priorities
The longitudinal assessment of frontline interventions to presume their effect on the minimisation of inequalities over the long term should be the priority of future studies. Research on the topic of digital exclusion is of particular value as most families still experience limitations to access the services related to online delivery of health and social care (Aarts et al., 2015). Digital exclusion significantly impacts older adults' ability to access essential online health and social care services, leading to health disparities, social isolation, and feelings of being "overlooked “while many older people use the internet, a substantial proportion ( especially those aged 75+) face barriers related to access, skills, confidence, and affordability. Older adults experience multiple, intersecting form of disadvantage that contribute to digital exclusion and barriers like, lack of skills and knowledge financial constraints, physical and health limitations, trust and security concerns and lack of non-digital alternatives. 
The rural community and ethnic minority populations are also higher priority as structural disadvantages worsen health outcomes (Fergie et al., 2023). These gaps can be filled in to improve evidence-based interventions. The moral of the story is obvious: addressing the issue of health inequality doesn’t just take place in the present moment, but centres on a long-term commitment to both learning and innovation as well as equity-based reforms.
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