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1. Prevalence of the Problem
Homelessness is one of the most severe public health issues in England. According to Fitzpatrick et al. (2023), since the COVID-19 pandemic, statutory homelessness acceptances have been on the increase, fuelled by the cost of accommodation and lack of welfare. According to the Office for National Statistics (2022), homeless men had a mean age at death of 45 years and women 43 years compared to 76 and 81 years respectively - a more than 30 years preventable mortality discrepancy. Homeless Link (2014) found 73% of homeless adults reported a physical health problem and 80% a mental health issue, many experiencing both alongside substance misuse, termed tri-morbidity. Aldridge et al. (2018) confirmed standardised mortality ratios of 7.9 for men and 11.9 for women — figures that likely underestimate the true burden, as ONS recording at death is widely acknowledged as incomplete (Office for National Statistics, 2022). This disproportionate health burden, combined with persistent barriers to access to primary care, constitutes the central justification for this research.
2. Introduction and Literature-Based Background
In England, homelessness is a condition of rough sleeping, temporary accommodation, sofa surfing, and hostel residence, all of which have unique disadvantages to accessing healthcare (Crisis, 2022). In a qualitative study involving 22 homeless people in the West Midlands, Gunner et al. (2019) discovered that the participants systematically did not receive an invitation to register with GP services, even though NHS England policy allowed registration with or without regard to residential status. Although useful, the small sample size restricts the applicability to the wider English population. A cross-sectional survey of 2,505 homeless people in 19 locations across England revealed that rough sleepers were 55% less likely to be GP-registered than those in accommodation, with downstream effects on hospital admission and emergency service usage (Elwell-Sutton et al., 2017). Cross-sectional designs are unable to prove causality, but it is not known if low registration is the cause of worse results or a manifestation of inviability.
The inverse care law presented by Hart (1971), which states that the availability of healthcare is inversely proportional to the need of the population, is still acutely relevant today. Homeless adults face some of the highest health needs of any population group, whilst consistently accessing the least care (Hewett and Halligan, 2010; Hwang, 2001). Marmot (2018) suggested that inclusion health needs intervention on the upstream structural level, addressing the underlying social conditions that generate homelessness and bad health. Research by Fazel, Geddes and Kushel (2014) reported high rates of infectious disease, mental illness, substance abuse, and non-communicable conditions in homeless communities around the world. The study by Lewer et al. (2019) proved that homeless people in London and Birmingham were significantly more likely to report chronic obstructive pulmonary disease, epilepsy, and heart disease than the most deprived housed populations, evidencing homelessness as a determinant of health on their own. In their study, Rogans-Watson et al. (2020) revealed that homeless adults in London hostels have health profiles two to three decades beyond their chronological age. Shulman et al. (2018) discovered that primary care often lacks and leads to a terminal disease, highlighting the life-or-death implications of care exclusion.
It is important to recognise that barriers are not universally experienced. Gunner et al. (2019) indicate that some of the participants have had no trouble accessing services, meaning that severity depends on the type of homelessness and access to services locally. As Rae and Rees (2015) have discovered, engagement and institutional barriers depended on individual factors such as prior negative service encounters, low health-seeking behaviour, and perceptions of unworthiness, which formed a multifaceted, multilevel interaction. Stafford and Wood (2017) affirmed that social determinants, such as poverty and social exclusion, need to be complemented with institutional barriers, whereas Bramley et al. (2015) presented the way in which severe and multiple disadvantages increase access challenges. Bramley and Fitzpatrick (2018) determined that individuals with mental health problems, prior care experience, and substance misuse histories are at the highest risk of homelessness in the UK, which echoed the self-reinforcement between vulnerabilities and healthcare exclusion.
Structural barriers have still remained in place despite the Department of Health's (2010) inclusion health framework and the strategy on rough sleeping provided by MHCLG (2018) (Luchenski et al., 2018). Lewer et al. (2021) showed that homeless inpatients were readmitted at 2.49 times the rate of housed patients, a quantifiable impact of primary care loss. The study by Heaslip et al. (2022) revealed inadequate signposting, excessive waiting times, and anxiety to be some of the remaining impediments, implying that despite the policy frameworks, implementation still lagged short of the expectations laid out in the NICE (2022) guidance. These results determine the multidimensional, systemic characteristic of obstacles to primary healthcare among homeless adults in England.
3. Rationale, Research Question, Aim and Objectives
Although some evidence continues to accumulate, there is still scattered literature across disciplines, practices and contexts, and no synthesis of England-specific barriers to primary healthcare access takes an integrated approach. The topicality of the study cannot be overestimated: in England, statutory homelessness increased dramatically since 2021 (Fitzpatrick et al., 2023), NICE Guideline NG214 was released only recently (in 2022), and the NHS Long Term Plan (NHS England, 2019) has committed to the systematic provision of inclusion health outcomes, but primary care exclusion indicates implementation remains inconsistent.
Since this study is desk-based and structured, a formal directional hypothesis is not presented. Nevertheless, the assumption is that there are structural, institutional, and individual barriers to homeless adults in England, and that no one intervention will be adequate to resolve healthcare exclusion without policy changes that are coordinated and systemic. This thematic structure informs the thematic organisation of literature synthesis.
Research Question: How do structural, institutional, and individual-level barriers influence access to primary healthcare services among homeless adults in England?
Aim: To systematically review and synthesise evidence on the barriers affecting access to primary healthcare services among homeless adults in England.
Objectives:
1. To determine and synthesise important structural, institutional and individual-level barriers to primary healthcare among homeless adults in England.
1. To investigate the impact of healthcare policy, service design, and registration on the homeless people's access to GP and community health services in England.
1. To critically evaluate the methodological quality of quantitative and qualitative evidence on healthcare exclusion among homeless adults in England
1. To examine possible solutions and policy recommendations implied in the literature aimed at enhancing access to primary healthcare for homeless adults in England.

4. Research Methodology
The proposed methodology follows an interpretivist epistemological stance and constructivist ontology perspective where knowledge and social reality, including healthcare exclusion, are created through human experience and situational meaning instead of precise, quantifiable facts (Bryman, 2016). Interpretivism fits here since the research question aims to learn about the messy and situational complexity of hindrances to healthcare access, not to measure a fixed outcome variable. The rationale of the desk-based method is practical and philosophical: it allows studying a large and heterogeneous body of published knowledge rigorously and without putting a highly vulnerable population at risk of new dangers of primary data collection (Aveyard, 2019). One acknowledged weakness of this method is that it is completely reliant on the quality and completeness of existing published literature, which in turn is influenced by well-reported challenges in methodology, such as the inability to recruit hidden and transient populations in primary studies. This will be clearly recognized during the synthesis process. The constructivist approach would be especially appropriate to this research context since healthcare exclusion among homeless adults is not an objectively quantifiable variable, but rather a factor influenced by stigma, institutional dynamics of power, and the lived experience of marginalisation phenomena, which are socially constructed and, therefore, best explored using an interpretivist perspective (Bryman, 2016).
5. Research Design
This study employs a systematic review design, which follows a secondary research approach. A systematic review is selected because it applies a rigorous, transparent, and reproducible protocol for identifying, appraising, and synthesising published evidence on a clearly defined research question (Aveyard, 2019). A scoping review was also considered; although a scoping review is mostly interested in mapping the scope of the literature, it does not include the critical synthesis and evaluation of results (Bryman, 2016), which cannot fulfil the analytic goals of this proposal. The systematic review will be thematically aligned with three levels of barriers determined throughout the literature: structural, institutional, and individual and new policy suggestions. This framework draws conceptually on Marmot et al.'s (2020) social determinants of health model and Luchenski et al.'s (2018) inclusion health framework. PRISMA reporting guidelines will be followed to provide methodological transparency in the reporting.
6. Study Selection and Eligibility Criteria
As this is a systematic review, papers will be selected following a strict, pre-defined eligibility process. This ensures the evidence base is relevant, reproducible, and free from selection bias (Aveyard, 2019).
Inclusion criteria:
1. Research, reports and policy documents on homelessness and primary healthcare access in England or the wider UK.
1. Peer-reviewed journals and governmental, NHS England, NICE, and third-sector organisations.
1. Publications dating back to 2010-2026. The 2010 threshold was chosen as post-2012 law (Health and Social Care Act 2012 and other acts such as the Homelessness Reduction Act 2017) significantly reorganised the policy landscape, so pre-2010 studies are not as directly relevant to the modern English context.
1. English-language publications only, to create consistency of analysis and interpretation reliability.

Exclusion criteria:
1. Literature that is children or youth-specific (they are below 18) and does not involve adult-specific services, since the obstacles and services to these groups are quite different.
1. Articles irrelevant to primary healthcare or the English or UK setting.
1. Unempirically or policy-grounded opinion pieces.
1. Grey literature from unverifiable or non-credible sources.
1. Non-peer-reviewed articles, including opinion pieces and editorials without empirical basis.
1. Papers published before 2010, as the policy landscape before this date is not directly applicable to the modern English context.

This method of systematic and criterion-based selection of literature guarantees the relevance, credibility, and adequate diversity of the evidence base to answer the research question (Bryman, 2016). Critical Appraisal Skills Programme (CASP) frameworks relevant to each study design will assess the quality of included peer-reviewed studies.
7. Materials, Data Collection Method and Procedure
The four research objectives will direct the literature search directly because they frame the theme of the review, i.e., the need to identify evidence-based practices to address structural, institutional and individual barriers to primary healthcare access.
The study will draw upon five electronic databases: MEDLINE, CINAHL, PsycINFO, EMBASE, and Google Scholar. Grey literature is to be obtained directly from NHS England, NICE, ONS, MHCLG, Crisis, Homeless Link, and Joseph Rowntree Foundation.
The Boolean search strategy will be followed:
1. ("homeless*" OR "rough sleep*" OR "people experiencing homelessness")
1. AND ("primary care" OR "general practice" OR "GP" OR "primary healthcare")
1. AND ("barriers" OR "access" OR "exclusion" OR "registration")
1. AND ("England" OR "United Kingdom")

Searches will be limited to publications from 2010 onwards. Snowball searching of reference lists within key papers will supplement database searches. All identified sources will be screened at the title and abstract level, with relevant papers retrieved in full text. Standardised data extraction template will be used to extricate author, year, study design, population, setting, and key findings of each research objective. Appraisal of quality will follow CASP frameworks based on each study design (Aveyard, 2019).
8. Proposed Data Analysis Technique
Thematic analysis as the primary analytical instrument will be divided into three iterative steps: line-by-line coding of the results, arranging findings into descriptive themes, and creation of analytical ones that generate more than a description (Aveyard, 2019). They will be structured around three levels of barriers, incorporating a social determinant of health model by Marmot et al. (2020) and an inclusion health framework by Luchenski et al. (2018), to structure the themes.
One of the important issues is the methodological dissimilarity of the evidence base. To exemplify, qualitative research like Gunner et al. (2019) that examined 22 homeless people in the West Midlands offers an intensive understanding of lived experiences, but cannot be generalised to the rest of the population in England because of small samples. Cross-sectional quantitative studies like Elwell-Sutton et al. (2017) provide breadth in statistics but are not able to determine causality between GP registration and health outcomes; therefore, the direction of that correlation cannot be determined based on that body of evidence. The matched cohort design by Lewer et al. (2021) will be more causal in inference, but talks specifically about hospital readmission and not primary care access per se, hence, requiring conclusions to be inferred, which should be interpreted as such. Results will thus be critically synthesised, conscious of the relative quality of evidence, such that both the quantifiable level and experience of healthcare exclusion are contained within the framework of analysis.
9. Ethical Considerations
Even though no primary data will be collected in this study, there will be greater ethical responsibilities. Research integrity requires all sources to be accurately cited, findings represented faithfully, and contradictory evidence not suppressed in favour of a predetermined conclusion (Bryman, 2016). An important requirement in secondary research dealing with vulnerable groups is the possibility of strengthening stigma by framing and language. The proposal undertakes to use non-stigmatising, person-centred language in all present and ensure the use of sources that entertain the perspectives of lived experience, as promoted by Cornes et al. (2014).
Positionality of the researcher should be taken seriously. It is imperative to be conscious of the assumptions and possible biases of the researcher to treat evidence without bias (Bryman, 2016). To reduce bias, a detailed and open search procedure will be observed, so that sources that report opposing or inconclusive results, e.g., Heaslip et al. (2022), who established that poor signposting and anxiety did not permit access but instead confirmatory evidence, are not disregarded. This commitment ensures trustworthiness and replicability (Aveyard, 2019).
As stipulated in Learning Outcome 4, professional integrity is not localised solely to procedural compliance but is an ethical responsibility of care in the manner in which the marginalised population is depicted in research literature. A desk-based study does not need any formal NHS ethics clearance; the Ethics Form PG2 will be returned by Week 12 according to university regulations.
10. Implications of Research
This research has immense policy, practice and scholarship implications. Findings will strengthen the implementation of NICE Guideline NG214 (2022), especially tips on proactive outreach, trauma-informed care, and adaptable registration. Marmot (2018) suggested that inclusion health must address structural inequality, i.e. poverty, low housing, and social alienation, as the determinants of homelessness and non-access to healthcare. Even though the NHS Long Term Plan (NHS England, 2019) and the Department of Health (2010) make such commitments, the problem of exclusion, as documented by Elwell-Sutton et al. (2017), continues. Lewer et al. (2021) revealed an incidence of homeless inpatients rehospitalised 2.49 times as often as housed patients.
Best practice would be housing first models and specialist outreach services. The Specialist Primary Healthcare Centre of Homeless people (SPHCPH), assessed by Gunner et al. (2019) in the West Midlands, which offers flexible and non-judgmental care with a high assessment of service users (thus positive ratings in comparison to mainstream GP experiences), achieved this because of the absence of registration requirements (Luchenski et al., 2018). Stafford and Wood (2017) contended that these models should consider social determinants too, including housing, income and social inclusion, to solve the primary care gains to make lasting improvements.
For health professionals, findings offer guidance on reducing institutional barriers reported by Heaslip et al. (2022), such as strict appointment systems and compulsory address regulations. This paper also adds an England-based synthesis to Aldridge et al. (2018), Fazel, Geddes and Kushel (2014) and Bramley and Fitzpatrick (2018), to provide a standpoint of dissertation research during the course of Term 3.
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