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CHAPTER 1: Introduction
1.1 Introduction
Access to health and social care is not distributed evenly across populations. People with lower income, insecure work or limited education often experience more illness, yet face more obstacles when trying to obtain care than more advantaged groups. This reflects the influence of socioeconomic status (SES), which indicates people’s position in the social hierarchy and the resources they can use to protect their health (Gabriel et al., 2025). Place of residence further shapes which services exist and how they can be reached. Urban areas usually have a higher concentration of hospitals, clinics and voluntary organisations, whereas many rural areas face longer travel distances, fewer services and workforce shortages (Chen et al., 2019).
Greater availability of services in cities does not automatically lead to fair access. Administrative complexity, long waiting times, transport costs and social stigma can still restrict use of services, especially for people with low SES. In rural areas, informal networks may offer some support but cannot replace comprehensive provision (Dassah et al., 2018). This dissertation examines how SES interacts with urban and rural settings to shape access to health and social care. Its overall aim is to analyse how SES, measured using income, education, occupation and deprivation indices, affects people’s ability to reach and use services in different geographical contexts and to draw out implications for more equitable policy and practice.
1.2 Definitions and Terminology
Socioeconomic status (SES) in this dissertation refers to a person’s or household’s social and economic position relative to others, measured through income, educational attainment, occupational status and area based deprivation scores. These indicators act as proxies for access to resources and social status. SES is treated as a product of wider economic and policy structures rather than as a purely individual characteristic (Zaneva et al., 2024).
Access to health and social care is understood as more than simple contact with a provider. It includes recognising a need, seeking help, reaching a service, meeting related costs and receiving appropriate, timely and respectful care. Access therefore has financial, organisational, geographical and cultural dimensions. Health services cover activities to prevent, diagnose and treat illness and to promote health. Social care services provide practical and emotional support with daily living and social participation (Gulliford et al., 2022).
Urban and rural communities are defined according to each study’s classification, for example by population density, land use or administrative boundaries. This flexible approach allows inclusion of evidence from different countries but requires careful interpretation of context. Inequalities are understood as avoidable and unjust differences in health outcomes or access between social groups (Öğdül, 2010).
Key acronyms used in this dissertation are:
• SES: Socioeconomic status
• GP: General practitioner
• NGO: Non governmental organisation
• OECD: Organisation for Economic Co operation and Development
• WHO: World Health Organization
1.3 Rationale for Research
Evidence consistently links socioeconomic disadvantage with poorer health outcomes and lower use of services. Studies also show differences between urban and rural populations in service availability and health indicators (Dassah et al., 2018; Gabriel et al., 2025). However, much of this work treats SES and place as separate variables or uses simple urban–rural comparisons. Policy responses then focus either on area based investment or on support for low income groups, without examining how social position and geography interact to shape access.
Existing reviews often focus on specific services, such as primary care or hospital admission, or on particular population groups. While these studies are useful, they give a fragmented picture of how SES influences access to the wider system of health and social care in different settings (Averill and Mills, 2022; Moscrop et al., 2019). Many studies use narrow measures of access based only on utilisation or insurance status, which do not capture unmet need, quality of care or user experience. Policy documents frequently state commitments to equity, yet they rarely draw systematically on evidence about which interventions reduce SES related barriers in urban and rural areas (Ranjan, Sundararaman and Garg, 2023; Zaneva et al., 2024).
This dissertation addresses these gaps through a systematic literature review that brings together studies on SES, access and urban–rural context. By comparing findings across different settings, the review will assess where patterns are consistent, where they diverge and how these differences can be explained. The intention is to move beyond descriptive mapping of inequalities towards a clearer understanding of the mechanisms through which socioeconomic disadvantage shapes access and the policy levers that might address them.
1.4 Aim and Objectives
The overarching aim of this dissertation is to examine how socioeconomic status, measured through income, education, occupation and deprivation indices, shapes access to health and social care services across urban and rural communities.
The study will pursue the following objectives:
· To define and examine the concept of socioeconomic status and its dimensions in relation to access to health and social care services.
· To analyse how socioeconomic status influences disparities in accessing health and social care services across urban and rural populations.
· To evaluate the evidence from existing literature on how socioeconomic status affects patterns of healthcare and social care utilisation and barriers to access.
· To provide recommendations for policymakers, healthcare providers and social care organisations to reduce socioeconomic inequalities and improve equitable access in both urban and rural settings.
These objectives provide a clear framework for the review, guide the development of the search strategy and inclusion criteria and structure the analysis of findings.
1.5 Conclusion
This chapter has introduced the focus of the dissertation, clarified the key concepts that will be used throughout and explained why the relationship between socioeconomic status, geographical context and access to health and social care requires critical examination. It has set out the rationale for adopting a systematic review design and presented the aim and objectives that will guide the study.
Chapter 2 will present a critical review of the existing literature on socioeconomic inequalities in access to health and social care. It will examine theoretical perspectives on SES and health, summarise current evidence on urban–rural differences in access and identify the main gaps and inconsistencies that justify the present study. This provides the foundation for the methods and analysis described in later chapters. Overall, this chapter provides conceptual and methodological foundation for the systematic review carried out in later chapters.

CHAPTER 2 – Background Information and Analysis
2.1 Introduction
This chapter provides background and analysis for the dissertation on socioeconomic status and access to health and social care in urban and rural communities. It clarifies how concerns about equity, need and resource distribution have developed over time and how they are framed in current debates. The chapter brings together historical developments, theoretical perspectives and international and UK policy contexts to locate the research problem within a broader system of social and spatial inequality. By doing so, it supplies the conceptual and contextual foundation for the review, without previewing findings or themes, which are addressed in Chapter 4.
2.2 Historical Background
Debates about socioeconomic status (SES) and access to health and social care have developed alongside the expansion of modern welfare states. Early public health reforms in the late nineteenth and early twentieth centuries recognised links between poverty, overcrowding and infectious disease, but interventions focused mainly on sanitation, housing and basic relief rather than on systematic access to medical or social care. Access to treatment depended largely on charity, out of pocket payment or limited insurance schemes, so low income and rural populations had few guarantees of timely or comprehensive care (Porter, 1994). After the Second World War, many countries created tax funded or social insurance based systems intended to provide universal coverage. In practice, service distribution often followed existing patterns of professional power and urban concentration, so poorer and rural communities continued to experience fewer local services and longer waiting times (Tulchinsky, 2018).
From the 1960s and 1970s onwards, social medicine and primary care research began to document systematic inequalities in access. Julian Tudor Hart’s formulation of the inverse care law argued that good quality medical care tends to be least available where need is greatest, especially where services are strongly shaped by market forces (Hart, 1971). This challenged the assumption that universal systems automatically deliver equity and highlighted the importance of how resources are organised across space and social groups. International initiatives such as the primary health care movement and the health for all agenda called for redistribution of services towards underserved communities and for stronger community based care, but implementation remained uneven across and within countries (Erku et al., 2023).
Since the 1980s, neoliberal economic policies, privatisation and managerial reforms have reshaped health and social care systems in both high and middle income countries. Market style mechanisms, internal competition and performance targets have aimed to improve efficiency, yet they have often intensified pressures on services serving disadvantaged communities, where demand is high but resources are constrained (Sakellariou and Rotarou, 2017). Rural health research has highlighted workforce shortages, hospital closures and consolidation of services into urban hubs, which can increase travel times and reduce continuity of care for remote communities. Urban studies have exposed fragmented care pathways, rising user charges and hidden costs such as transport and childcare that disproportionately affect low income groups (Chen et al., 2019; Coates et al., 2025).
2.3 Theoretical Background
The social determinants of health framework views health outcomes and access to care as shaped by the conditions in which people are born, grow, live, work and age, and by the distribution of power, money and resources that produces these conditions. Marmot and Bell (2010) have demonstrated a social gradient in health, where each step down the socioeconomic hierarchy is associated with worse outcomes, even within relatively affluent societies. In this view, SES is not only an individual attribute but a marker of structural position within labour markets, education systems and neighbourhood environments. Access to health and social care is one mechanism through which these broader structures translate into unequal risks and outcomes.
Empirically, the social determinants framework has been used to justify analyses that relate income, education, occupation and area deprivation indices to patterns of service availability and utilisation. Cross national and national studies apply these indicators to map gradients in primary care access, preventive uptake and avoidable hospitalisation, and to argue for upstream policies targeting poverty, early child development and working conditions (Marmot and Bell, 2010; Shutt et al., 2025). However, the framework is sometimes criticised for being conceptually broad and policy oriented without specifying detailed causal pathways at the service level. It can encourage macro level descriptions of inequality while leaving operational questions about how provider behaviour, organisational rules or rural infrastructure specifically mediate SES effects unanswered. In addition, many applications focus on national averages and pay less attention to how urban–rural patterns modify the relationship between SES and access (McAllister et al., 2018).
Andersen’s behavioural model of health service use offers a more explicit pathway from individual and contextual characteristics to service utilisation. The model distinguishes predisposing factors (such as age, gender, beliefs), enabling factors (such as income, insurance, transport, provider density) and need factors (perceived or evaluated health status) as the main drivers of use (Alkhawaldeh et al., 2023). Later versions incorporate system level variables and feedback loops from outcomes back to predisposing factors. SES is usually treated as a predisposing or enabling factor, while rural or urban location is modelled as a contextual enabling condition that affects provider availability and travel time (Lederle, Tempes and Bitzer, 2021).
The core concept of access to care provides a third strand. Penchansky and Thomas (1981) conceptualised access as the “fit” between users and the health system across five dimensions: availability (volume and type of services), accessibility (geographical location and travel), accommodation (organisation and opening hours), affordability (costs relative to ability to pay) and acceptability (cultural and interpersonal aspects). Later work has proposed a sixth dimension, awareness, and has reframed access in more patient centred terms (Saurman, 2015). This concept is highly relevant for a study of SES and urban–rural differences because it distinguishes clearly between problems of affordability and problems of availability or geography.
2.4 International Context
Internationally, socioeconomic inequalities in access to health and social care are recognised as a major barrier to universal health coverage (UHC). The World Health Organization (2025) defines UHC as ensuring that all people receive the health services they need without financial hardship, yet most countries still show strong social gradients in access linked to income, education and occupation. In many settings, these gradients are intensified by urban–rural divides: low-income groups in informal urban settlements and remote rural communities often face the greatest barriers despite high levels of need.
Across high-income countries in the OECD, comparative indicators show that people with lower income and education have higher rates of unmet medical need, lower uptake of preventive care and greater reliance on emergency services, even where formal coverage is universal (Looper and Lafortune, 2009). Regional analyses demonstrate that rural regions tend to have fewer health workers, limited specialist services and longer travel times, while deprived urban districts experience overcrowded facilities, fragmented care and administrative obstacles. These patterns suggest that insurance and user-fee reforms are necessary but not sufficient; workforce planning, spatial distribution of services and investment in community-based primary care are also critical (Looper and Lafortune, 2009; Sacks et al., 2020). 
Countries have taken different approaches. Northern European systems like UK and Norway use capitation and deprivation-weighted funding formulas to direct more resources towards disadvantaged or remote areas. Others like Australia and Canada rely on targeted rural incentives, mobile clinics and telehealth to extend coverage (Russell et al., 2025). Evidence on these strategies is mixed: they can improve contact with services but may reproduce inequalities where broadband, transport and digital literacy already reflect SES gaps. In many low- and middle-income countries, rapid urbanisation has produced a dual pattern: better-resourced hospitals and private providers in cities, alongside under-resourced rural facilities and informal urban settlements with high out-of-pocket spending.
Recent work on countries such as Pakistan illustrates this tension. UHC indicators show progress in coverage, yet there are marked provincial and urban–rural disparities, with poorer regions lagging on vaccination, maternal health and financial protection (Yang et al., 2024). Similarly, global reviews of rural health highlight that structural factors such as labour markets, transport networks and digital infrastructure often outweigh individual preferences in shaping access (Chen et al., 2019). 
2.5 National/Local UK Context
In the UK, the National Health Service (NHS) is founded on the principle of equal access based on clinical need, not ability to pay. Nevertheless, national guidance and independent reviews report persistent socioeconomic and geographic inequalities in both health outcomes and service use. Health inequalities are defined as avoidable differences between groups linked to social and economic disadvantage and to the conditions in which people are born, grow, live, work and age (Office for Health Improvement & Disparities, 2022). Data from England show that people living in the most deprived areas experience worse access, experience and outcomes than those in the least deprived areas, including higher emergency admissions and lower uptake of preventive care (NHS England, 2023). 
National policy has increasingly recognised these gaps. The NHS Long Term Plan committed the service to “stronger NHS action” on health inequalities, with a focus on primary and community care in deprived areas and on conditions such as cardiovascular disease, cancer, mental illness and maternity outcomes (Alderwick, Hutchings and Mays, 2024). The Core20PLUS5 framework translates this commitment into an operational approach by asking integrated care systems to prioritise the most deprived 20% of the national population, locally defined inclusion groups (for example, people experiencing homelessness or exploitation) and five clinical areas where inequalities are greatest (NHS England, 2021). This represents a shift towards more systematic targeting, but its effectiveness depends on whether funding, workforce and accountability mechanisms genuinely follow the identified priorities.
Integration of health and social care is another central policy strand. White papers and parliamentary briefings promote closer working between the NHS, local authority social care and the voluntary sector through integrated care systems and place-based partnerships (House of Commons, 2021) The stated aims include improving continuity of support, reducing duplication and tackling inequalities in outcomes and access. Evaluations, however, point to variable progress across England, ongoing pressure on social care budgets and unresolved tensions over governance and risk-sharing. Integration is therefore best seen as a contested mechanism rather than a guaranteed solution.
Local initiatives show both innovation and constraint. Some trusts and primary care networks are using inequalities dashboards and the Core20PLUS5 approach to identify priority neighbourhoods, run outreach clinics and co-locate services in modern, accessible premises in high-deprivation areas (NHS England, 2021). At the same time, years of austerity, rising poverty and shrinking local authority budgets have limited councils’ ability to address the wider determinants of health, including housing and social support. Media investigations and expert commentary describe UK health inequalities as severe and in some respects worsening, indicating that policy rhetoric has not yet been matched by sustained, adequately resourced action at scale (Halliday, 2025). For this dissertation, the UK context illustrates how SES, geography and system-level reform interact in complex ways to shape access to health and social care.
2.6 Conclusion
This chapter has situated the dissertation topic within a broader historical, theoretical and policy context. Historically, attempts to expand coverage and integrate services have reduced some barriers but have not removed social gradients in access, especially where low income, limited education and marginal occupations intersect with urban–rural disadvantage. Theoretical frameworks such as the social determinants of health, behavioural models of service use and multi-dimensional concepts of access help to explain these patterns but leave gaps around the interaction between socioeconomic status and place. International evidence shows that similar SES-related access inequalities persist across diverse systems, while the UK case demonstrates how equity goals can coexist with substantial geographic and social variation in practice.
The next chapter will set out the methodology for the dissertation. It will explain the rationale for using a systematic literature review, describe the search strategy, inclusion and exclusion criteria, and detail the processes for data extraction, quality appraisal and thematic analysis. The background and analysis presented in Chapter 2 provide the foundation for these methodological choices by clarifying key concepts, identifying relevant international and UK policy debates, and highlighting gaps in the evidence that the review seeks to address.
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