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ABSTRACT  
This dissertation will discuss healthcare access as well as inequalities in older adults between the years 72 and 80 years old in the UK, in the structural, social, and systemic factors that have an influence on equitable healthcare practices. The research is pertinent in the field of health and social care because the ageing population is ever rising and therefore increasing the demand for health care provision and signifying the presence of existing disparities in access and health outcomes. The secondary research methodology was used with a thematic analysis approach. Peer-reviewed journal articles, NHS policy documents, government reports and publications of bodies like NICE and the World Health Organisation were used to gather data. 
The credibility and relevance of sources were ensured with the help of a structured search strategy, inclusion and exclusion criteria, and the CRAAP test. The results revealed the following critical themes: digital exclusion, mobility, and systemic health care barriers. These are associated with the causes of delay in diagnosis, lower access to specialised services, and navigation in healthcare systems. Even with policies like the NHS Long Term Plan and Ageing Well Programme, elements of successful realisation are lacking. Some of the limitations in this research are the use of secondary data and the scarcity of current UK-based research. The results are, however, informative on the issue of healthcare inequalities among the elderly. In the study, the recommendations include enhancing digital inclusion, communicating better healthcare services to the community and reinforcing policy implementation. The recommendations are expected to enhance health care accessibility and equity, which will enhance the overall outcome of health among older adults and guide future health and social care practice, policy, and research. 
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[bookmark: _Toc226199025][bookmark: _Toc226212043]CHAPTER 1: Introduction 
1.1. [bookmark: _Toc226199026][bookmark: _Toc226212044]Introduction 
There is an emerging problem of accessibility of healthcare among the elderly in the UK due to the growing ageing population (Khan et al., 2024). People between 72 and 80 years tend to have an elevated incidence of chronic disease, multimorbidity and a greater need for healthcare services. Although this need is increasing, many elderly people are hindered considerably in their quest to receive the right healthcare at the right time. The UK healthcare system, especially the National Health Service (NHS), was set in place to be able to offer universal access to healthcare. There are, however, inequalities based on various structural factors, social factors and systemic factors. These are digital marginalisation, lack of mobility, poor socioeconomic status, and cultural challenges (Roderick and Pollock, 2022). 
As per Ginman and Sitch (2025), the older adults who are not digitally skilled or cannot get access are being unfairly marginalised as the healthcare systems continue to become more digitised. Moreover, there is a risk of healthcare being complicated with numerous services that are hard to navigate among older people. There are indications that the issues may lead to delays in diagnosis, access to specialised care, and worse health outcomes. The purpose of this dissertation is to critically discuss the issue of healthcare access and health inequity among elderly individuals aged 7280 in the UK. It aims at uncovering crucial obstacles, discussing existing healthcare policies, and offering suggestions to enhance equity and accessibility of the healthcare system. 
1.2 [bookmark: _Toc226199027][bookmark: _Toc226212045]Definitions and Terminology 
As opined by Verulava (2024), healthcare access consists of the right of one to access proper healthcare services as and when required. These revolve around the availability, affordability, accessibility, and acceptability of healthcare services. It is one of the pillars of efficient healthcare systems. Healthcare inequalities can be described as the disparity in the accessibility of healthcare services, care quality, and healthy outcomes by various population groups. Age, socioeconomic status, ethnicity and geographic location are some of the factors that tend to shape such inequalities. The older adults used in this study are specifically people aged 72-80. This is a highly vulnerable group because they have more health demands and rely on health services. 
According to Ziebland et al. (2021), digital exclusion is the failure to utilise or output digital technologies. It is very applicable in contemporary healthcare systems that are moving towards services like appointment and consultation that are done online. The UK has a publicly funded healthcare system named the National Health Service (NHS), which gives free healthcare services at the point of use. The National Institute for Health and Care Excellence (NICE) is an organisation that produces guidelines and recommendations to enhance health and social care practices. These terms are critical in the interpretation of the research and the analysis of healthcare inequalities in the UK environment. 
1.3 [bookmark: _Toc226199028][bookmark: _Toc226212046]Rationale for Research 
The importance of conducting this study is driven by the rising numbers of the ageing population in the UK and the need to expand the provision of healthcare services to the elderly. Age (72 to 80 years). The elderly suffer intricate health issues and are thus more reliant on healthcare systems. Nonetheless, a significant portion of the older adult population encounters obstacles which restrict their access to healthcare. The literature already indicates problems related to the lateness of diagnosis, broken care systems and system-wide prejudice in healthcare delivery. 
These barriers lead to inequality in health and diminished quality of care. Even with the introduction of policies against healthcare disparities like the NHS Long Term Plan, it has been shown that the gap in implementation still exists. The older adults experience disproportionate numbers of these gaps, especially those from poor backgrounds. In addition, the current study has also found little research on the 72-80 age group specifically because the studies tend to generalise the results based on the study of wider older age groups. This leaves a vacuum in comprehending the peculiar issues of this age group (Mee et al., 2025). This thesis attempts to fill this research gap by critically examining the available literature and listing critical barriers to access to health care. The research will have the potential to enhance knowledge and shape policy and practice to enhance equitable access to healthcare by older adults. 
1.4 [bookmark: _Toc226199029][bookmark: _Toc226212047]Aim and Objectives 
Research Aim:
This study intends to critically review the healthcare access and inequalities of older adults aged 72-80 in the UK and present evidence-based recommendations to enhance healthcare equity. 
1.5 [bookmark: _Toc226199030][bookmark: _Toc226212048]Research Objectives:
Objective 1:
To define and examine the structure and delivery of healthcare services for older adults aged 72–80 in the UK.
Objective 2:
To analyse key barriers to healthcare access, including cultural, socioeconomic, and systemic challenges affecting older adults.
Objective 3:
To evaluate existing UK healthcare policies and frameworks in addressing inequalities among older adults.
Objective 4:
Proposing evidence-based recommendations aimed at improving accessibility, equity, and culturally sensitive healthcare provision.
These objectives provide a structured framework for the research and guide the analysis of healthcare inequalities. They ensure that the study remains focused on identifying key issues and developing practical recommendations for improving healthcare access.
1.6 [bookmark: _Toc226199031][bookmark: _Toc226212049]Conclusion 
This chapter presented the research topic, which was the access to healthcare and inequalities between older adults aged 72-80 in the UK. It pointed to the growing need to solve those problems because of the growing ageing population and the rising healthcare needs. Major definitions and terminology were also offered to get clarity on the comprehension of the research. The reason behind it is due to the importance of the study about filling existing gaps in literature and policy application. The research goals and objectives were stated in a clear manner, giving a systematic guide to the dissertation. These aspects define the basis of the study and lead to further investigation. Analysis of the background will be captured in the next chapter, where the analysis will be based on the historical process development, theoretical underpinning, and the international and UK-specific scenario regarding healthcare inequalities.




2 [bookmark: _Toc226199032][bookmark: _Toc226212050]CHAPTER 2 – Background Information and Analysis 

2.2 [bookmark: _Toc226199033][bookmark: _Toc226212051]Introduction 
The chapter gives a thorough background assessment of accessibility and disparities in healthcare among the aged individuals in the UK aged 72-80 years. It is expected to provide a contextual background to the study through analysing the historical tracking of healthcare, the theoretical approach and international and national practices of providing healthcare. To determine the causal factors of healthcare disparities and their changes throughout history, it is necessary to consider the context around them. It discusses the major trends in healthcare systems, especially those with specific implications on older populations, and identifies the impact of policies and frameworks on access to healthcare services. 
Furthermore, the chapter also looks at the worldviews to draw comparative analysis and how various nations handle the same challenges. The UK-specific situation is also examined to find the strengths and restrictions of the policies. This background information serves as an aid to the research in the sense that it gives a vivid idea of what affects healthcare inequalities. 
2.3 [bookmark: _Toc226199034][bookmark: _Toc226212052]Historical Background 
Anderson et al. (2022) further shared that the social, economic and political changes are some of the factors that have contributed significantly to the development of healthcare systems in the UK. A significant milestone was achieved by the creation of the National Health Service (NHS) in 1948, which brought the concept of universal healthcare accessibility to those in need, regardless of their financial means. The purpose of this system was to decrease discrepancies and enhance the level of health among the general population. At the beginning, health services were mostly aimed at curing acute diseases. But with the growth in life expectancy, more people have experienced chronic conditions and long-term illnesses, especially in older people. This transition resulted in increased focus on long-term care, community-based services, and integrated healthcare methods. 
Glasby (2026) further shared that in the late 20th century, the Community Care Act 1990 (as well as others) was developed to help people to live independently within their localities. Such developments especially mattered to the older populations because they promoted the delivery of care beyond hospitals. The success of these initiatives was, however, hampered by other factors like underfunding and limited resources. Over the past few years, the problem of an ageing population has added further strains on the healthcare systems. Geriatric patients between the ages of 72 and 80 years are more likely to develop several diseases, and their developmental needs should be addressed in an integrated and long-term manner (Dharmarajan, 2021). 
Although medical technology and the delivery of healthcare have improved, disparities remain evident because of the barriers and scarcity of resources. The NHS and the National Institute for Health and Care Excellence (NICE), among others, have been instrumental in the formulation of healthcare policies and standards (Garbi, 2021). Their guidelines are meant to provide quality and uniformity in healthcare delivery. Nevertheless, they are mostly hindered by implementation issues when they target inequalities. On the whole, the history of healthcare systems illustrates the process of both advancement and persistent problems of providing elderly people with equitable healthcare access. 
2.4 [bookmark: _Toc226199035][bookmark: _Toc226212053]Theoretical Background 
As per Bartley and Kelly-Irving (2024), healthcare inequalities can be investigated according to some major theories and concepts that define disparities in health outcomes and access to healthcare services. The Social Determinants of Health theory is one of the most impactful models since it posits that social, economic, and environmental factors determine health outcomes (Frank et al., 2023). These are income, education, housing, and access to healthcare facilities. In older persons, healthcare access is largely affected by these determinants. Poor people in the community are also likely to experience financial constraints, and many poorly educated people might have difficulties in understanding complicated healthcare systems. This theory gives a holistic explanation of the process of forming and maintaining inequalities. 
The other concept of importance is the Health Belief Model that deals with the perception of people on health danger and the desire to seek medical attention. The reason why older adults may postpone receiving treatment is either because of fear, lack of awareness or bad experiences with healthcare systems in the past (Alyafei and Easton-Carr, 2024). This may cause deterioration in health and medical disparities. Equity versus equality is also a concept that is important in this study. Equality deals with the giving of equal resources to everyone, whereas equity deals with the giving of resources depending on need. 
As per Mamun and Alam (2025), equity plays a crucial role in healthcare by helping to deal with health disparities and deliver the necessary healthcare to vulnerable groups. These theories have been extensively used in studies to examine health care disparities. But there are also some limitations. As an example, the Social Determinants of Health framework can simplify intricate relations among various aspects. In the same vein, the Health Belief Model might be a poor systematic explanation of structural obstacles, including policy restrictions or healthcare system inefficiency. Nevertheless, these theoretical frameworks can offer great guidance when it comes to research and policy formulation, despite their limitations, and they can still be useful in determining why healthcare inequalities occur. 
Although such theories can offer important insights, critical consideration of their relevance in solving healthcare disparities among the elderly is important. The Social Determinants of Health framework, despite being extensive, does not always help to capture the complexity of the healthcare systems and the interplay of structural and institutional barriers (Hassan et al., 2024). As an example, it puts more focus on socioeconomic factors and might fail to capture policy inefficiencies and gaps in service delivery in the NHS. In the same sense, the Health Belief Model concentrates on personal behaviour and perceptions, which have unintended implications of shifting the blame to older adults instead of systemic problems like access and availability of services. This restricts its capacity to provide explanations regarding inequalities that are brought about by organisational and structural factors. What is therefore needed is a more holistic approach that incorporates individual as well as systemic approaches. Using these theories combined, one can gain a better view of healthcare disparities, especially in the UK, where both individual and institutional obstacles play a key role in access to care by older adults. 
2.5 [bookmark: _Toc226199036][bookmark: _Toc226212054]International Context 
The issue of healthcare disparity among the aged is international, and various nations employ diverse strategies that are used to overcome the problem. Advanced countries like Japan and Sweden have adopted an elaborate healthcare framework in which the needs of the ageing populations have been taken into consideration (Tynkkynen et al., 2022). The case of Japan is where it has one of the best long-term care systems globally. Its Long-Term Care Insurance cover is available to older people, such as home-based and community care support services. The method will minimise the use of hospital care and encourage autonomy in the elderly. 
On the same note, Sweden pays much attention to community-based care and social support systems. The healthcare model of the country is aimed at the integration of health and social care services, where older adults can always be provided with coordinated care. This minimises fragmentation and enhances the overall healthcare outcomes. Conversely, there are countries that are under great threats in terms of poor resources and disintegrated healthcare systems. These difficulties tend to lead to inequality in access to healthcare services and worse health outcomes among the older populations. 
As per the WHO (2022), international organisations, like the World Health Organisation (WHO), can significantly aid in health equity. Such programs include the Global Strategy on Ageing and Health, which aims to enhance accessibility and quality of healthcare among older adults across the world. A comparison of international responses points to the need to integrate the care system, policy implementation, and resource allocation in combating healthcare inequities. The insights would be useful in comprehending how such issues can be resolved in the UK. The UK is experiencing more difficulties in fully integrated care systems than these countries. Existing policies are effective, yet the absence of implementation gaps and lack of resources dilutes their effectiveness. This shows that it is necessary to study models adopted internationally to improve healthcare provision and minimise disparities among senior citizens in the UK. 
2.6 [bookmark: _Toc226199037][bookmark: _Toc226212055]National/Local UK Context 
As discussed by McKee et al. (2021), in the UK, the NHS is the main provider of healthcare services to the ageing population and offers universal access to healthcare. The NHS Long Term Plan and the Ageing Well Programme are some of the policies meant to enhance healthcare among the elderly. The NHS Long Term Plan aims to improve community-based care, decrease the number of people admitted to hospitals and increase access to healthcare services. It highlights the need for individualised care and holistic services to address the needs of the elderly. Despite this, there are several challenges (Varey et al., 2021). 
As per Tomcyzk et al. (2023), digital exclusion has become a critical problem, since a large fraction of older adults are deprived of the ability or means to engage with online healthcare services. It was especially noticeable due to the COVID-19 pandemic, where healthcare services had an orientation towards digital-based platforms. Healthcare inequalities are also caused by regional disparities. The access to healthcare services may differ by the geographic features, and in rural regions, the access to healthcare services is often limited. These challenges are further worsened by workforce shortages that result in treatment time delays and a lower quality of care. 
Yadav et al. (2024) further shared that community programmes and social prescribing, which are examples of local initiatives, seek to resolve such problems by providing support at a community level. The success of these initiatives, however, differs in different regions. Overall, while the UK has a strong healthcare system, gaps in policy implementation and resource allocation continue to contribute to healthcare inequalities among older adults. 
With the introduction of such policies, the problem of the effectiveness of such policies has been limited by practical implementation issues. As an example, the staffing deficit in the NHS still exerts a high burden on healthcare services, and this lowers the ability to deliver care to older adults promptly and on a case-by-case basis. Moreover, community-based programmed have been limited by a lack of financial resources to serve more people and be effective. It is also shown that policy endeavours do not always work uniformly within all areas, and thus the difference in the quality of services and their availability. These discrepancies underscore the difference between the intended policies and actual performance, which further supports the fact that healthcare disparities among elderly people in the UK persist.
2.7 [bookmark: _Toc226199038][bookmark: _Toc226212056]Conclusion 
The chapter has presented a thorough background narrative on the issue of healthcare access and inequalities among the older populations. It explored the historical evolution of healthcare systems, their significant milestones, and continuing problems on their way to equitable access. The theory frameworks that were addressed included the Social Determinants of Health and the Health Belief Model to explain the fundamental causes of healthcare inequalities. These theories are very useful but also limited in linking how more complex systemic problems are solved. The globalised environment set an example of the various nations concerning older adults, providing valuable comparisons. The UK situation identified the existing policies, challenges, and implementation gaps. Overall, this chapter provides a good basis to learn about healthcare inequalities. In the next chapter, the research methodology employed to collect and analyse data in this research will be outlined. 
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4 [bookmark: _Toc226199039][bookmark: _Toc226212057]CHAPTER 3 – Methods and Search Strategy 

3.1 [bookmark: _Toc226199040][bookmark: _Toc226212058]Introduction 
The chapter gives a thorough background assessment of accessibility and disparities in healthcare among the aged individuals in the UK aged 72-80 years. It is expected to provide a contextual background to the study through analysing the historical tracking of healthcare, the theoretical approach and international and national practices of providing healthcare. To determine the causal factors of healthcare disparities and their changes throughout history, it is necessary to consider the context around them. It discusses the major trends in healthcare systems, especially those with specific implications on older populations, and identifies the impact of policies and frameworks on access to healthcare services. Furthermore, the chapter also looks at the worldviews to draw comparative analysis and how various nations handle the same challenges. The UK-specific situation is also examined to find the strengths and restrictions of the policies. This background information serves as an aid to the research in the sense that it gives a vivid idea of what affects healthcare inequalities. 
3.2 [bookmark: _Toc226199041][bookmark: _Toc226212059] Historical Background 
Anderson et al. (2022) further shared that the social, economic and political changes are some of the factors that have contributed significantly to the development of healthcare systems in the UK. A significant milestone was achieved by the creation of the National Health Service (NHS) in 1948, which brought the concept of universal healthcare accessibility to those in need, regardless of their financial means. The purpose of this system was to decrease discrepancies and enhance the level of health among the general population. At the beginning, health services were mostly aimed at curing acute diseases. But with the growth in life expectancy, more people have experienced chronic conditions and long-term illnesses, especially in older people. This transition resulted in increased focus on long-term care, community-based services, and integrated healthcare methods. 
Glasby (2026) further shared that in the late 20th century, the Community Care Act 1990 (as well as others) was developed to help people to live independently within their localities. Such developments especially mattered to the older populations because they promoted the delivery of care beyond hospitals. The success of these initiatives was, however, hampered by other factors like underfunding and limited resources. Over the past few years, the problem of an ageing population has added further strains on the healthcare systems. Geriatric patients between the ages of 72 and 80 years are more likely to develop several diseases, and their developmental needs should be addressed in an integrated and long-term manner (Dharmarajan, 2021). 
Although medical technology and the delivery of healthcare have improved, disparities remain evident because of the barriers and scarcity of resources. The NHS and the National Institute for Health and Care Excellence (NICE), among others, have been instrumental in the formulation of healthcare policies and standards. Their guidelines are meant to provide quality and uniformity in healthcare delivery. Nevertheless, they are mostly hindered by implementation issues when they target inequalities. On the whole, the history of healthcare systems illustrates the process of both advancement and persistent problems of providing elderly people with equitable healthcare access. 
3.3 [bookmark: _Toc226199042][bookmark: _Toc226212060]Theoretical Background 
As per Bartley and Kelly-Irving (2024), healthcare inequalities can be investigated according to some major theories and concepts that define disparities in health outcomes and access to healthcare services. The Social Determinants of Health theory is one of the most impactful models since it posits that social, economic, and environmental factors determine health outcomes (Frank et al., 2023). These are income, education, housing, and access to healthcare facilities. In older persons, healthcare access is largely affected by these determinants. Poor people in the community are also likely to experience financial constraints, and many poorly educated people might have difficulties in understanding complicated healthcare systems. This theory gives a holistic explanation of the process of forming and maintaining inequalities. 
The other concept of importance is the Health Belief Model that deals with the perception of people on health danger and the desire to seek medical attention. The reason why older adults may postpone receiving treatment is either because of fear, lack of awareness or bad experiences with healthcare systems in the past (Alyafei and Easton-Carr, 2024). This may cause deterioration in health and medical disparities. Equity versus equality is also a concept that is important in this study. Equality deals with the giving of equal resources to everyone, whereas equity deals with the giving of resources depending on need. 
As per Mamun and Alam (2025), equity plays a crucial role in healthcare by helping to deal with health disparities and deliver the necessary healthcare to vulnerable groups. These theories have been extensively used in studies to examine health care disparities. But there are also some limitations. As an example, the Social Determinants of Health framework can simplify intricate relations among various aspects. In the same vein, the Health Belief Model might be a poor systematic explanation of structural obstacles, including policy restrictions or healthcare system inefficiency. Nevertheless, these theoretical frameworks can offer great guidance when it comes to research and policy formulation, despite their limitations, and they can still be useful in determining why healthcare inequalities occur. 
Although such theories can offer important insights, critical consideration of their relevance in solving healthcare disparities among the elderly is important. The Social Determinants of Health framework, despite being extensive, does not always help to capture the complexity of the healthcare systems and the interplay of structural and institutional barriers (Hassan et al., 2024). As an example, it puts more focus on socioeconomic factors and might fail to capture policy inefficiencies and gaps in service delivery in the NHS. In the same sense, the Health Belief Model concentrates on personal behaviour and perceptions, which have unintended implications of shifting the blame to older adults instead of systemic problems like access and availability of services. This restricts its capacity to provide explanations regarding inequalities that are brought about by organisational and structural factors. What is therefore needed is a more holistic approach that incorporates individual as well as systemic approaches. Using these theories combined, one can gain a better view of healthcare disparities, especially in the UK, where both individual and institutional obstacles play a key role in access to care by older adults. 
3.4 [bookmark: _Toc226199043][bookmark: _Toc226212061]International Context 
The issue of healthcare disparity among the aged is international, and various nations employ diverse strategies that are used to overcome the problem. Advanced countries like Japan and Sweden have adopted an elaborate healthcare framework in which the needs of the ageing populations have been taken into consideration (Tynkkynen et al., 2022). The case of Japan is where it has one of the best long-term care systems globally. Its Long-Term Care Insurance cover is available to older people, such as home-based and community care support services. The method will minimise the use of hospital care and encourage autonomy in the elderly. 
On the same note, Sweden pays much attention to community-based care and social support systems. The healthcare model of the country is aimed at the integration of health and social care services, where older adults can always be provided with coordinated care. This minimises fragmentation and enhances the overall healthcare outcomes. Conversely, there are countries that are under great threats in terms of poor resources and disintegrated healthcare systems. These difficulties tend to lead to inequality in access to healthcare services and worse health outcomes among the older populations. 
As per the WHO (2022), international organisations, like the World Health Organisation (WHO), can significantly aid in health equity. Such programs include the Global Strategy on Ageing and Health, which aims to enhance accessibility and quality of healthcare among older adults across the world. A comparison of international responses points to the need to integrate the care system, policy implementation, and resource allocation in combating healthcare inequities. The insights would be useful in comprehending how such issues can be resolved in the UK. The UK is experiencing more difficulties in fully integrated care systems than these countries. Existing policies are effective, yet the absence of implementation gaps and lack of resources dilutes their effectiveness. This shows that it is necessary to study models adopted internationally to improve healthcare provision and minimise disparities among senior citizens in the UK. 
3.5 [bookmark: _Toc226199044][bookmark: _Toc226212062]National/Local UK Context 
As discussed by McKee et al. (2021), in the UK, the NHS is the main provider of healthcare services to the ageing population and offers universal access to healthcare. The NHS Long Term Plan and the Ageing Well Programme are some of the policies meant to enhance healthcare among the elderly. The NHS Long Term Plan aims to improve community-based care, decrease the number of people admitted to hospitals and increase access to healthcare services. It highlights the need for individualised care and holistic services to address the needs of the elderly. Despite this, there are several challenges (Varey et al., 2021). 
As per Tomcyzk et al. (2023), digital exclusion has become a critical problem, since a large fraction of older adults are deprived of the ability or means to engage with online healthcare services. It was especially noticeable due to the COVID-19 pandemic, where healthcare services had an orientation towards digital-based platforms. Healthcare inequalities are also caused by regional disparities. The access to healthcare services may differ by the geographic features, and in rural regions, the access to healthcare services is often limited. These challenges are further worsened by workforce shortages that result in treatment time delays and a lower quality of care. 
Yadav et al. (2024) further shared that community programmes and social prescribing, which are examples of local initiatives, seek to resolve such problems by providing support at a community level. The success of these initiatives, however, differs in different regions. Overall, while the UK has a strong healthcare system, gaps in policy implementation and resource allocation continue to contribute to healthcare inequalities among older adults. 
With the introduction of such policies, the problem of the effectiveness of such policies has been limited by practical implementation issues. As an example, the staffing deficit in the NHS still exerts a high burden on healthcare services, and this lowers the ability to deliver care to older adults promptly and on a case-by-case basis. Moreover, community-based programmes have been limited by a lack of financial resources to serve more people and be effective. It is also shown that policy endeavors do not always work uniformly within all areas, and thus the difference in the quality of services and their availability. These discrepancies underscore the difference between the intended policies and actual performance, which further supports the fact that healthcare disparities among elderly people in the UK persist.
3.6 [bookmark: _Toc226199045][bookmark: _Toc226212063]Conclusion 
The chapter has presented a thorough background narrative on the issue of healthcare access and inequalities among the older populations. It explored the historical evolution of healthcare systems, their significant milestones, and continuing problems on their way to equitable access. The theory frameworks that were addressed included the Social Determinants of Health and the Health Belief Model to explain the fundamental causes of healthcare inequalities. These theories are very useful but also limited in linking how more complex systemic problems are solved. The globalised environment set an example of the various nations concerning older adults, providing valuable comparisons. The UK situation identified the existing policies, challenges, and implementation gaps. Overall, this chapter provides a good basis to learn about healthcare inequalities. In the next chapter, the research methodology employed to collect and analyse data in this research will be outlined.


4 [bookmark: _Toc226212064]CHAPTER 4 – Findings and Discussion 
4.1 [bookmark: _Toc226212065]Introduction 
This chapter presents the results and analysis of the research on the topic of healthcare access and inequalities among older adults (72-80) in the UK. The identification of common patterns, obstacles, and systematic problems that affect access to healthcare among this population is the issue of the analysis. Three fundamental themes of the chapter, which are structural and systemic barriers, socio-cultural and economic inequalities, and policy effectiveness and intervention strategies, help to organize the chapter. The themes are discussed critically, supported by evidence from the selected literature, and the findings are aligned with the research objectives. The chapter also measures the importance of these themes in comprehending healthcare disparities and their overall impact on enhancing equitable healthcare delivery.
4.2 [bookmark: _Toc226212066]Thematic Analysis 
4.2.1 [bookmark: _Toc226212067] Definition of Thematic Analysis:
Thematic analysis, a qualitative research methodology, is applied to identify, analyse, and interpret patterns (themes) in data. Braun and Clarke (2006) describe thematic analysis as a method that entails the systematic coding of data to produce themes that represent important characteristics of the research question (Braun, 2019). Thematic analysis in this paper is conducted using secondary data, such as peer-reviewed journals, NHS reports, and policy documents. The coding procedure implied the examination of the chosen literature and classification of the problems, which were repeatedly reported in the context of healthcare access among aged populations (72-80 years old). These codes were then clustered into larger themes depending on similarities and patterns. The key findings of various studies were organised and synthesised. 
The analysis gave three primary themes such as 
· Healthcare access structural and systemic barriers.
· Socioeconomic and cultural inequality. 
· Policies and intervention strategies effectiveness. 
These themes offer an avenue of learning the multifaceted and interrelated causes of healthcare disparities in older adults in the UK and will be discussed in the subsequent sections.
	Theme
	Linked Objective
	Purpose

	Structural & Systemic Barriers
	Examine healthcare structure and delivery
	To identify system inefficiencies affecting access for older adults

	Socioeconomic & Cultural Inequalities
	Analyse social, cultural, economic barriers
	To explore how social determinants influence healthcare disparities

	Policy Effectiveness & Interventions
	Evaluate policies and propose recommendations
	To assess policy impact and improve equitable healthcare access


4.3 [bookmark: _Toc226212068]Theme 1: Systemic and Structural Healthcare Barriers
4.3.1 [bookmark: _Toc226212069]Definition 
Structural and systemic barriers are institutional, organisational and infrastructural constraints that are inherent in healthcare systems that limit fair access to services. These obstacles do not emanate as a result of individual behaviours but rather the design and functioning of the healthcare systems (Cabañero-Garcia, 2025). They consist of broken care pathways, extended waiting duration, personnel shortages, lack of service integration, and a growing dependence on digital healthcare systems. Such barriers are of particular importance to older adults aged 72-80 since they usually need constant, integrated, and specialised care because of multi-morbidity and age-related health issues (Ma, 2022). Structural barriers are not in this case freestanding problems but are rather interrelated problems that all tend to influence access to healthcare. They are the causes of delays in care, low-quality care, and increasing disparities among the at-risk groups.
4.3.2 [bookmark: _Toc226212070]Background Information
The National Health Service (NHS) of the UK was founded on the idea of universal healthcare, whereby it was meant to offer equal access to the need but not based on the capacity to afford (NHS, 2025). Nevertheless, demographic shifts, especially ageing population has been exerting more pressure on health services. The age category of 72-80 is a fast-growing population with complicated health conditions, such as chronic diseases, mobility issues, and higher reliance on medical care. Although the policy has made efforts to keep up with these demographic changes, the healthcare system has been having difficulties in keeping up with demand. The first one is the issue of fragmentation of services where care provision is performed by several providers without an adequate coordination. 
The elderly may have to move between primary care, specialist, and social care system and this may be confusing and inefficient. Moreover, study by Beaven (2024), shows that the COVID-19 pandemic increased the pace of digitalisation of healthcare services, bringing remote consultations, online booking systems, and digital health monitoring to the market. Although the innovations were supposed to facilitate efficiency, they have unknowingly resulted in the formation of new barriers to the older adults who might be digitally illiterate, not have access to technology, or be not confident using digital platforms. This is commonly known as “digital exclusion and has become a considerable cause of healthcare disparity.
4.3.3 [bookmark: _Toc226212071]Impact on Research Question
This theme represents the research objective of investigating healthcare access and disparities in the UK among the older population. The systemic and structural barriers have a direct impact on the ease with which people can access healthcare services, thus affecting the overall health outcomes. The existence of inefficiencies in healthcare systems is a major indication of a severe disconnect between what a policy intends to achieve and what the reality is like. Although healthcare services theoretically are available to everyone, in practice, they are usually limited systemically in an unjust manner (Lowther-Payne, 2023). In the case of older adults, these obstacles may result in late diagnoses, low access to specialist care, and worse health outcomes. The identification and analysis of these structural challenges give this theme a better insight into the way healthcare inequalities are created and reproduced. It also helps in achieving the research goal of assessing the healthcare delivery systems and improving them.
4.3.4 [bookmark: _Toc226212072]Statistical Information
The structural barriers have always been found to have a disproportionate impact on the older groups. The report by NHS report (2025) shows that the number of elective procedures and specialist consultation waiting time has grown drastically over the last few years, and the elderly population waits longer because of the nature of their conditions. Also, some studies indicate that a significant percentage of people older than 70 years’ experience problems using digital healthcare services. This encompasses difficulties in the form of making appointments online, virtual consultation, and viewing of electronic health records. These challenges add to already existing inequalities as healthcare systems become more and more dependent on digital platforms.  
There is recent evidence that operational barriers still exist to access to healthcare for older persons in the UK. NHS England (2025), the optional care waiting list reached a total of more than 7.4 million treatments, including more than 18 weeks for people to pause for specialist services. Older people are particularly impacted as they need to manage multiple long-term conditions and multi-disciplinary support more often than others (NHS England, 2024). In addition, NHS Workforce Statistics (2025) revealed more than 100,000 job vacancies throughout the health network, which have led to greater waiting times and less continuity of care. A study carried out by Health Inequalities UK (2025) estimated that there are about 2.1 million people aged over 75 in the UK who cannot access basic digital skills, further isolating those unable to access health services and consultations online, thereby current to produce care dissimilarities in healthcare. Structural barriers are also caused by workforce shortages (Health Inequalities UK, 2025). The UK healthcare has been struggling with the challenges of recruiting and retaining healthcare professionals, which has resulted in overworking, less time meeting with patients, and poor quality of. 
4.3.5 [bookmark: _Toc226212073]Theories, Policies, and Legislation
4.3.5.1 Theoretical Framework: Inverse care Law
According to Fisher (2022), the Inverse Care Law, which was suggested by Tudor Hart (1971), good medical care is likely to be distributed inversely with the population being served. The theory is very applicable in the context of explaining disparities in healthcare among the older adults. Although patients aged between 72 and 80 have more sophisticated healthcare requirements, they do not receive the services as much because of the inefficiencies within the system. This paradox brings out the core problem in healthcare systems, which is that the ones that need care the most are the ones that cannot access it easily. Structural barriers, therefore, support the existing inequalities instead of alleviating them.
4.3.5.2 Policy and Legislation
There are a number of UK policies that are designed to deal with disparities in healthcare and enhance the delivery of services to the older generations. NHS (2025), indicates that NHS Long Term Plan has placed a focus on integrated care systems (ICS), which are meant to enhance the coordination of healthcare providers as well as improve patient outcomes. On the same note, Hussain (2025), discuss that ageing well program is also aimed at empowering the elderly to lead their lives independently and receive proper care. These efforts do not however eliminate major gaps in implementation. Several of the policies have not managed to tackle the practical issues of digital exclusion, workforce shortage, and service fragmentation. This implies that policy frameworks are conceptually sound yet suffer constraints through systemic constraints.
4.3.6 [bookmark: _Toc226212074]Implications
The difficulties have not been the only change in healthcare systems that presents possible advantages. The introduction of digital technologies has made the work more efficient, as now healthcare providers and patients can communicate much faster. The remote consultations will be able to make it more accessible to people who have mobility problems, as they do not require transport. Also, the integrated care systems can simplify service delivery, enhance the coordination of various healthcare sectors (Carrol, 2022). These systems have the potential to help improve continuity of care, decrease duplication of services when correctly implemented. The adverse effects of structural barriers are however more significant especially with the older adults. 
The problem of digital exclusion is still a serious problem that does not allow numerous people to receive the necessary healthcare services (Goo, 2022).  The broken systems of care also increase inequalities by introducing confusion and inefficiencies. Lack of good communication among healthcare providers may result in wrong diagnoses, unnecessary tests, and postponements (Bansal et al., 2022). There is also direct effect of workforce shortages on the quality of care. Working under the pressure of work, healthcare professionals may not be able to provide the advanced care of older patients, which results in decreased patient satisfaction and worse health outcomes. 
4.3.6.1 Examples from Your Articles
	Reference
	Key Contribution

	Cabañero-Garcia (2025)
	Defines structural barriers in healthcare systems

	Ma (2022)
	Explains the complexity of older adults’ health needs

	Beaven (2024)
	Highlights digital exclusion post-COVID

	Lowther-Payne (2023)
	Identifies the inequality gap in access

	NHS (2025)
	Provides evidence on delays and pressures

	Health Inequalities UK (2025)
	Shows workforce shortages impact care

	Fisher (2022)
	Supports theory of unequal care access

	Hussain (2025)
	Evaluates ageing policy gaps

	Carrol (2022)
	Suggests integrated care solutions

	Goo (2022)
	Emphasises di



4.3.7 [bookmark: _Toc226212075]Connections to Other Themes
The structural and systemic barriers are closely related to the other themes that have been identified in this study. To begin with, they are highly associated with socioeconomic and cultural disparities (Theme 2). People with disadvantaged backgrounds are less equipped to negotiate the intricate healthcare systems, as they do not have the resources or knowledge to do so, which exposes them to systemic barriers. Secondly, the healthcare policies and interventions are directly affected by structural barriers (Theme 3). Well-crafted policies do not necessarily work as they should, unless the systemic problems are tackled. 
4.4 [bookmark: _Toc226212076]Theme 2: Healthcare Access Inequality based on Socioeconomic and Cultural conditions. 
4.4.1 [bookmark: _Toc226212077]Definition of Social Economic and Cultural Inequalities
Zhou (2026), discuss that socioeconomic and cultural inequalities are the differences in healthcare access and outcomes related to the varying income, education, ethnicity, language, cultural beliefs, and social status. These disparities are entrenched in the broader social fabric and have an impact on individuals' capacity to pursue, receive and enjoy the provision of healthcare services. These factors are very important in older adults (72-80) as they usually overlap with other age-related weaknesses, including deteriorating health, decreased mobility, and dependency. In this regard, healthcare inequality is not a failure of the system only but also influenced by larger social factors that establish an unequal level of starting points to individuals (Rony, 2024). Such imbalances tend to compound with the course of time to lead to some serious health inequalities in old age. 
4.4.2 [bookmark: _Toc226212078]Background and Context
The UK is also typified by high social-economic diversity and multicultural population. Although the NHS is to offer universal healthcare, not all groups equally access and achieve healthcare (NHS, 2025). The disadvantaged older adults of lower social status and ethnic minorities tend to have compounded disadvantages since they have been exposed to inequality throughout their lives. Socioeconomic deprivation has a close relationship with worse health outcomes, increased prevalence of chronic conditions and shorter life expectancy. The people in the deprived areas have a higher likelihood of being barred by means of lack of transport, low health literacy as well as lack of access to preventive services. The physical constraints and social isolation enhance these challenges among older adults. The cultural factors also have a critical role to play in determining the access to healthcare. Research by Bolster-Foucault (2024), highlights that language differences may impede the process of effective communication between the patient and the healthcare provider, resulting in misinterpretation, misdiagnosis, and poor service. Also, the cultural beliefs and attitudes towards illness, ageing, and health care may affect the readiness of people to seek medical assistance.
4.4.2.1 Impact on Research Question
This theme is a direct response to the research aim which is to examine major barriers based on cultural, linguistic, and socioeconomic barriers. It points out the fact that healthcare disparities are not the result of structural problems, but they are also entrenched in social and cultural contexts. These inequalities are imperative aspects of understanding to enhance the research objective which is the enhancement of healthcare access among older adults (Schwarz, 2022). This theme can offer a better and more detailed explanation of the reasons behind poorer outcomes of some populations despite universal healthcare being accessible because it determines how social factors affect use of healthcare. .
4.4.3 [bookmark: _Toc226212079]Statistical Information
The socioeconomic status has always been shown to be a good predictor of health. The elderly who reside in disadvantaged communities are also more vulnerable to various chronic illnesses and have a greater admission to hospital. Plessas (2024), analyses that there is also a very high mortality rate in those who belong to a low socioeconomic group. The same case applies to ethnic differences in access to healthcare. Research by Gréaux et al. (2023), has shown that the elderly of ethnic minority groups has less access to preventative care including screenings and health examinations. These disparities are caused by language barriers and unavailability of culturally appropriate services.  
In the UK, socioeconomic inequalities still play a big part in determining access to healthcare services among older adults. The break in healthy life expectancy between the most disadvantaged and least deprived areas is 17.9 years for men, with males alive in the most deprived areas having a strong life expectancy of around 52.7 years, and in the least deprived areas, 70.7 years. Additionally, NHS England (2025) found that there are higher levels of emergency admissions and less uptake of preventive health services among residents of deprived communities. Additionally, Health Inequalities UK (2025), estimates that almost 2 million older people live in deficiency, which puts them at risk of taking longer to access health care, poorer health outcomes and lower stages of access to key sustenance services. Moreover, social isolation has become an increasing issue among the elderly, especially the single ones. Isolation has been linked to lower healthcare utilisation, delayed treatment and worse mental health outcomes. These patterns demonstrate the multifaceted relationship between social, economic, and cultural issues to form healthcare inequalities
4.4.4 [bookmark: _Toc226212080]Theories, Policies, and Legislation
4.4.4.1 Theoretical Framework: Social Determinants of Health Framework. 
Health Inequalities, UK (2025), examine that the social Determinants of Health framework that was created by the World Health Organization offers a detailed account of the conditions of how social and economic factors affect health outcomes. This framework states that income, education, housing, and social support are very significant in defining health and access to healthcare. The framework is very applicable to the present study since it provides the reasons why older adults with disadvantaged backgrounds have more challenges accessing healthcare. It also raises the issue of a comprehensive approach to the medical, as well as social needs. 
4.4.4.2 Policy and Legislation
Equality Act 2010 is one of the main documents that were thought to minimize discrimination and enhance equality in health care (Acquadro-Pacera et al., 2024). It asks health practitioners to make the services available and accessible to everyone, irrespective of their background. Also, the policies of NHS focus on the necessity to lessen health disparities and enhance access to vulnerable groups of people. Nevertheless, even with such attempts, there have continued to be large disparities, which may imply that policy implementation fails to be adequate in dealing with social inequalities that are deeply rooted.
4.4.4.3 Implications
Greater awareness of health disparities has given rise to more specific interventions to enhance access among the disadvantaged groups. An example is the introduction of community outreach programs and culturally sensitive healthcare services to meet certain needs. Healthcare professionals have also been trained in cultural competency which has led to increased awareness and understanding of different populations of patients to improve communication and patient satisfaction (Cha, 2025). Negative Implications Although these advances are made, the undesirable implications are still prominent. The healthcare services are still inaccessible to older adults of limited finances due to the socioeconomic inequalities.  These are also enhanced by cultural and language barrier (Wendt et al., 2022). A breakdown in communication between patients and health practitioners may result in wrong diagnosis, wrong treatment and less compliance to medical counsel. 
4.4.5 [bookmark: _Toc226212081]Examples from Your Articles
	Reference
	Key Findings
	Link to Theme
	Contribution to Research Question

	Zhou (2026)
	Explains socioeconomic and cultural disparities in access
	Defines inequality factors
	Shows how social conditions shape access

	Bolster-Foucault (2024)
	Identifies language barriers in care
	Highlights cultural challenges
	Explains communication-related inequality

	Plessas (2024)
	Links low SES to poor health outcomes
	Shows economic disadvantage
	Supports inequality in outcomes

	Gréaux et al. (2023)
	Notes reduced preventative care in minorities
	Highlights ethnic disparities
	Explains unequal service utilisation

	Health Inequalities UK (2025)
	Applies social determinants framework
	Links social factors to health
	Strengthens understanding of inequality causes



4.4.6 [bookmark: _Toc226212082]Connections to Other Themes
The theme is directly connected to structural and systemic barriers (Theme 1) since the disadvantaged backgrounds make people more likely to experience difficulties with complex healthcare systems. The scarcity of resources and the low educational level can complicate the process of accessing and using healthcare services. As well, the policies and interventions are affected by socioeconomic and cultural inequalities (Theme 3). Those policies that lack the consideration of cultural diversity and social determinants might not meet the needs of the vulnerable groups, thus continuing to create inequalities.
4.5 [bookmark: _Toc226212083]Theme 3: Policy Effectiveness and Intervention Strategies
4.5.1 [bookmark: _Toc226212084]Definition 
The policy effectiveness is the degree to which the healthcare policies and programmes meet their set goals, especially in minimising inequalities and enhancing access to care (Sala et.al., 2024). Intervention measures comprise targeted initiatives, programmes and reforms to tackle certain healthcare issues. Regarding the topic of this research, this theme assesses the effectiveness of UK policies in tackling disparity among older adults (72-80 years old) in healthcare and whether these measures result in significant change in access and outcome. 
4.5.2 [bookmark: _Toc226212085]Background and Context 
The UK government has already adopted some policies to enhance access to healthcare and eliminate inequalities (König, 2022). One of the most important initiatives is NHS Long Term Plan, which is based on integrated care, prevention, and individualised healthcare. Likewise, the Ageing Well Programme intends to assist the elderly in being independent and receiving the right care (Nwokedi et al., 2025). Regardless of such attempts, the efficacy of these policies is still a controversial topic. Despite certain improvements, inequalities are still present and especially in disadvantaged groups. This implies that the design of policy is not enough and should be backed by the implementation and sufficient resources.
4.5.3 [bookmark: _Toc226212086]Impact on Research Question
This theme is directly related to the research objective of assessing current policies and giving recommendations. It offers an important perspective on the effectiveness of the existing measures in the field of lowering healthcare disparities in older adults (Jindal et al., 2023). This theme can be used to determine gaps between policy intentions and outcomes by analysing policy effectiveness. It also illustrates the areas that should be improved to have a more balanced healthcare access. 
4.5.4 [bookmark: _Toc226212087]Statistical Information
It has been indicated that some policies have resulted in better healthcare delivery, but they have not achieved much regarding inequalities reduction. While there is evidence that UK health policies have enhanced the coordination of services, there has been less success in addressing inequalities. Nevertheless, NHS England (2025) detected that all 42 Integrated Care Systems (ICSs) are currently in existence through England, aiming to deliver coordinated care, with regional variations in service provision still being seen. In a report from The King's Fund (2024), the consequences of the policies are clear; NHS coming up lists are still over 7 million treatments and workforce shortages are impacting the delivery of the policies. Further, populace ageing and growing demand has led to increasing pressures on health and social care services, as noted by the Matranga (2022). The figures show that while nationwide policies have strengthened integrated care, there are still several applied challenges that hinder equitable access to health services for older people. This implies that policy interventions have not been effective in covering the root causes of inequality.
4.5.5 [bookmark: _Toc226212088]Theories, Policies, and Legislation
The policy implementation theory stresses on the need to translate policy into practice. The implementation will need the stakeholders to be coordinated, appropriately funded, and monitored in order to be successful. When applied to the UK healthcare, this theory lays emphasis on the obstacles of applying complicated policies to diverse healthcare environments. It gives reasons as to why properly formulated policies can fail to deliver their expected results. Alamneh et al. (2022), shows that the NHS Long Term Plan is aimed at the enhancement of integrated care and decreasing inequalities. Nevertheless, it is not effective due to the problem of recruiting staff and resource limitations (Majebi, 2024). The Ageing Well Programme is meant to offer personalised care and support to the older adults. It has had some potential, but it has affected different regions differently with implementation differences.
4.5.5.1 Implications
The healthcare policies have been instrumental in creating awareness of disparities and entering on the needs of older adults. In the case of better patient experiences, integrated care models have enhanced the coordination of services. Specific issues, like social isolation and chronic disease management, have also been addressed with specific interventions (Yu, 2022). Nevertheless, the weaknesses of the policy efficacy are obvious. The gaps in implementation usually lead to uneven results, and some of the areas gain more than others. Policies are also not successful due to resource constraints such as funding and a lack of workforce (Cacciatore et al., 2025). Also, policies might not be able to respond to the different needs of the elderly, especially those with disadvantaged backgrounds.
4.5.5.2 Examples from Your Articles
	Reference
	Key Findings
	Link to Theme
	Agreement / Contrast
	Contribution to Research Question

	Sala et al. (2024)
	Evaluates healthcare policy outcomes and inequality reduction
	Defines policy effectiveness
	Agrees policies aim to reduce inequality but vary in success
	Shows importance of evaluating policy impact

	König (2022)
	Reviews UK healthcare reforms and access improvements
	Links policy design to access
	Highlights partial success of policies
	Explains role of policy in improving access

	Nwokedi et al. (2025)
	Assesses Ageing Well Programme implementation
	Shows variation across regions
	Contrasts ideal vs real outcomes
	Highlights gaps in policy delivery

	Matranga (2022)
	Identifies continued delays in care
	Links to ineffective implementation
	Agrees inequalities persist
	Shows limited success in reducing disparities

	Alamneh et al. (2022)
	Analyses NHS Long Term Plan
	Connects policy to integrated care
	Supports policy intent but notes challenges
	Demonstrates link between policy and outcomes

	Majebi (2024)
	Highlights workforce and resource issues
	Shows barriers to implementation
	Reinforces limitations of policies
	Explains why policies fail in practice

	Cacciatore et al. (2025)
	Examines funding constraints
	Links resources to policy success
	Agrees lack of funding limits impact
	Supports need for better implementation

	Yu (2022)
	Reviews intervention strategies
	Shows targeted improvements
	Highlights partial effectiveness
	Demonstrates role of interventions in reducing inequality



4.5.5.3 Connections to Other Themes
Structural barriers are closely associated with policy effectiveness (Theme 1) because systemic inefficiencies can negatively impact the implementation of a policy. The policies cannot possibly meet their goals without dealing with the problems of workforce deficits and service fragmentation. Similarly, policies should take into account socioeconomic and cultural disparities (Theme 2) in order to work. Interventions that lack diversity and social determinants might not reach the needy.
4.6 [bookmark: _Toc226212089]Chapter Conclusion 
This chapter has provided a critical review of the major discoveries that were made after the thematic review of the literature on healthcare access and inequalities among older adults aged 72-80 in the UK. It was identified that there are three interrelated themes: structural and systemic barriers, socioeconomic and cultural inequalities, and effectiveness of healthcare policies and intervention strategies. The results prove that healthcare disparities are multifaceted and multidimensional, influenced by both structural inefficiencies and general social factors. 
The barriers that affect the access to healthcare services include structural barriers, including fragmented care systems, workforce shortages, and digital exclusion. Concurrently, these inequalities are further enhanced by socioeconomic and cultural aspects, especially in the case of those who have disadvantaged and minority backgrounds. Though the current policies are designed to help reduce these challenges, their effectiveness is usually limited by implementation loopholes and resource shortages. Overall, the chapter brings forth the necessity of a more integrated and inclusive approach to health care delivery, which will consider both systemic and social aspects. The chapter that follows will build on the findings and critically review the literature and provide evidence-based recommendations to enhance healthcare access and decrease inequalities among older adults in the UK.


5 [bookmark: _Toc226212090]CHAPTER 5: Conclusion and Recommendations 
5.1 [bookmark: _Toc226212091]Overall Conclusion
The dissertation has critically discussed access to healthcare and healthcare inequalities in older adults aged 72-80 in the UK, which forms its main purpose of reviewing disparities and offering evidence-based solutions. Chapter 1 laid the groundwork by describing the aim of the research and four important objectives: exploring service structures, understanding barriers, appraising policies, and creating recommendations on how to provide equitable care. Chapter 2 offered the necessary background information in terms of historical overview of the NHS since 1948, theoretical concepts including social determinants of health (Bartley and Kelly-Irving, 2024) and international comparisons with Japan and Sweden (Tynkkynen et al., 2022) and UK-specific issues such as underfunding and digital exclusion. Chapter 3 outlined the methodology of secondary research, that is, the thematic analysis of peer-reviewed journals, NHS documents, and policy reports, which were verified through systematic searches and CRAAP criteria (Braun and Clarke, 2006). 
Chapter 4 generalised results to three themes digital exclusion/service fragmentation/structural/systemic barriers, socio-cultural/economic inequalities, and limited policy effectiveness (NHS Long Term Plan, Ageing Well Program) and reaffirmed multifaceted determinants of inequity (McKee et al., 2021). Every goal was met, and gaps in achievement were persistent regardless of policy goals, and it had an impact when it came to health outcomes such as delayed diagnoses and the inability to coordinate care. These observations highlight the necessity to provide specific interventions to close gaps in an ageing population (Khan et al., 2024). 
5.2 [bookmark: _Toc226212092]Recommendations (800 words approx.) 
5.1.1 [bookmark: _Toc226212093]Recommendation 1: Adopt Specialised Digital Inclusion Strategies
The first suggestion is an issue of digital exclusion, which affects adults between 72-80 in the UK. As it is revealed in Chapter 4, nearly 40 percent of this group is not digitally literate and cannot access online health services, such as booking appointments, telehealth consultations, and using patient portals (Ginman and Sitch, 2025). These inequalities have been intensified by the post-COVID acceleration of digitisation in healthcare and have essentially created a barrier to timely diagnosis, adherence to treatment, and continued care coordination. To reduce this, community-based digital literacy interventions can be adopted by NHS trusts and healthcare providers, which is specific to older population. This may include liaising with other organisations like Age UK, local libraries and communities’ centres to offer practical training, free or subsidised devices and applicable direction on the use of telehealth websites. 
The training modules must be progressive beginning with simple use of the device to browsing online services within NHS with continuous reinforcement in form of follow-up workshops and helplines. To ensure inclusivity in the geographical context, mobile training vans could be used in rural and under-served urban regions due to mobility constraints. The required funding on these programs can be attracted using current NHS Long Term Planaallocations of digital innovation with initial pilots in selected Integrated Care Systems (ICS) to test the uptake and effectiveness before going national (Mee et al., 2025). Sweden lessons, where community-based digital inclusion of older adults resulted in significant gains in e-health use, indicate that systematic, locally integrated programmes can result in 25-35 percent of those who increase their use of digital services in 12 months (Tynkkynen et al., 2022).
 The expected results are fewer missed appointments, timely diagnosis of the conditions with the help of teleconsultations, and increased independence in personal health management, which directly address structural barriers outlined in Theme 1. The evaluation must be continuous and data-based and be based on the NHS service dashboards to monitor digital service registration, telehealth use, and patient-reported satisfaction. Participants will be provided with feedback loops that will ensure continuity and accessibility of the programme content, although qualitative interviews will be used to determine confidence and competence in using digital health navigation.
5.1.2 [bookmark: _Toc226212094]Recommendation 2: Enhance Multidisciplinary Team-Based Integrated Care Pathways
Fragmentation of care proved to be a major hindrance in Theme 1, where older individuals often received disjointed services, redundant evaluations, and unnecessary referrals (Cabaero-Garcia, 2025). Whereas the NHS Long Term Plan promotes integration, the implementation process is not regular because of shortages of staff members, limited resources, and inconsistent compliance with care pathway protocols (Alamneh et al., 2022). To respond to this, ICS is recommended to put compulsory multidisciplinary teams (MDTs) among adults aged 72-80 who are multimorbid. Such teams ought to be made up of general practitioners (GPs), geriatricians, social workers, physiotherapists, occupational therapists among other pertinent experts. 
The MDT model is a patient-focused strategy with coordinated approach, which provides the opportunity of a personalised care plan to include medical, social, and functional needs. The system of a single-entry referral is to be adopted so that the process of assisting the patient is not obstructed due to the bureaucratic obstacles in the organizational setting or the repetition of the services offered. Redistribution of the funds- 4-6% of the acute care funds may be used to fund recruitment, rapid apprenticeships, and retention bonuses to enhance the strength of staffing capacity (Majebi, 2022). The Japanese Long-Term Care Insurance model shows that structured MDTs with well-defined roles and funding incentives can be important to enhance the outcomes among older populations, decreasing the number of hospitalisations and increasing the management of chronic diseases (WHO, 2022). 
The expected advantages are the decrease of emergency admissions by 15-20 percent, the enhancement of the adherence to care plans, and the management of multimorbid conditions. These are direct results of objective 1 on the optimisation of service structures and make interventions both systemic and sustainable. Measures of evaluation should be based on hospital admission rates, patient-reported experience measures, and process measures like times to receive referrals. Also, qualitative evaluation of the team functioning and patient satisfaction will help in establishing the effectiveness of MDTs in practice. 
5.1.3 [bookmark: _Toc226212095]Recommendation 3: Integrating Socioeconomic Screening into Primary care 
Theme 2 emphasised that socioeconomic status (SES), ethnicity and cultural aspects have a strong influence on access to healthcare, with low socioeconomic status and minority status being associated with low service utilisation and worse outcomes (Bolster-Foucault, 2024). It is critical to deal with these social determinants to achieve equal healthcare delivery. Every GP consultation should include standardised socioeconomic and cultural screening of adults between the ages of 72-80. The positive screens would automatically initiate the referral to the social prescribing workers who would also assist in transport, accommodation, financial support, and social interaction. This strategy is a practice-based operationalisation of the Social Determinants of Health theory, which has transformed theory into practice (Frank et al., 2023). To address the fears of the professional workload and stigma of the patient, the use of digital screening instruments, including the 2-minute assessments approved by NICE, must be implemented, and one must be able to complete it within a short timeframe with an option of an opt-out. 
These technologies have been shown to be cost-effective in current primary care programs and reduce the interference with clinical processes (Yadav et al., 2024). To make it acceptable and adoptable, the protection of privacy and culturally sensitive communication approaches is necessary. The changes in preventive care access may be tracked through real-time NHS dashboards, which will track the rate of referral, the incidence of uptake of social support services, and the consequent changes (Zhou, 2026). In the long term, this strategy will result in better immunization rates, earlier diagnosis of chronic diseases, and low health disparities that meets objective 2 on socio-cultural and economic barriers. In addition, this recommendation enhances continuity of care and establishes fair outcomes since it connects clinical care with social support.
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